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Abstract
Background—There are few psychosocial interventions specifically focused on improved
treatment adherence in people with bipolar disorder (BD). Customized adherence enhancement
(CAE) is a needs-based, manualized approach intended to improve medication adherence in
individuals with BD. This was a six-month prospective trial of a CAE among 43 medication non-
adherent individuals with BD who were receiving treatment in a community mental health clinic
(CMHC).

Methods—CAE was flexibly administered in modules applied as indicated by an initial
adherence vulnerabilities screening. Screening identified reasons for non-adherence and modules
were then administered using pre-set criteria. CAE effects were evaluated at six-week, three-
month, and six-month follow-up. The six-month follow-up was our primary time point of interest.
The primary outcome was change from baseline in adherence using the Tablets Routine
Questionnaire (TRQ) and pill counts. Secondary outcomes included change from baseline in BD
symptoms [Hamilton Depression Rating Scale (HAM-D), Young Mania Rating Scale (YMRS),
and Brief Psychiatric Rating Scale (BPRS)].

Results—Subjects completed 86% of scheduled sessions with only two individuals (5%) not
participating in any sessions. The number of dropouts at six months was 12 (28%). Mean baseline
non-adherence by TRQ was 48% [standard error (SE) 4.8%] missed tablets within the past week,
and 51% (4.1%) missed tablets within the past month. At six-month follow-up, mean TRQ non-
adherence improved to 25% (6.8%) missed tablets for the past week (p = 0.002), and 21% (5.5%)
for the past month (p < 0.001). Symptoms improved with change in baseline mean (SE) BPRS of
43.6 (1.8) versus endpoint of 36.1 (2.3) (p = 0.001), and baseline mean (SE) HAM-D of 17.8 (1.1)
versus endpoint of 15.3 (1.6) (p = 0.044).
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Conclusion—CAE was associated with improvements in adherence, symptoms, and functional
status. Controlled trials are needed to confirm these preliminary findings.
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A cornerstone of treatment uniformly recommended by guidelines on illness management
for individuals with bipolar disorder (BD) is mood stabilizing medication such as lithium,
anticonvulsants, or atypical antipsychotic drugs (1–4). However, approximately one in two
individuals with BD are non-adherent with medication (5–8), often leading to substantial
personal and financial burden through relapse and increased resource use (9–15). Gonzalez-
Pinto et al. (16) reported a 5.2-fold increased suicide rate in BD patients with poor
adherence compared to adherent BD patients. Sub-optimal adherence occurs across the full
spectrum of classes of pharmacologic agents for BD (5, 6, 17, 18), and the majority of
reports suggest that BD medication adherence rates are similar for older compounds such as
lithium compared to the newer compounds (19). Some sub-groups of individuals with BD,
such as minorities, are at particularly high risk for non-adherence and poor outcomes (20).
Additionally, there is increasing awareness that medication may be neuroprotective for
people with BD, minimizing the neuronal atrophy and degeneration seen over the life-course
(21–26), and that non-adherent individuals may be particularly prone to these sequelae.

Reasons for non-adherence among individuals with BD are multi-dimensional, including
patient knowledge, attitudes, and expectation towards illness and treatment, comorbidities,
relationship with care providers, and social pressures or stigma (8, 27–30). Adherence
attitudes and behaviors reflect the unique features of the individual, their environment, and
their personal treatment experience (31–33). Previous work by these investigators found that
inaccurate/incomplete information on BD treatments, problems with medication routines,
fear of side effects and substance abuse are key impediments to adherence for many
individuals with BD (5, 6, 17, 18, 27, 29, 31–51).

While an ample literature documents the importance of targeting adherence to improve
outcomes in BD, the literature on interventions to improve treatment adherence is
surprisingly limited (19, 48, 52–54). Current evidence-based psychosocial approaches for
BD (55–59) have generally not focused specifically upon adherence, but rather deal with the
full scope of problem areas for individuals with BD (19). Additionally, these interventions
are characterized by high time duration and intensity, are not targeted for poorly adherent
patients, and may be best suited for implementation in resource-heavy specialty settings (58,
59). A 2010 publication by an internationally-recognized BD research group (19) noted only
five published interventional studies specifically focused on BD adherence, with the largest
study including only 60 subjects, follow-up ranging from three to six months, and only two
of these studies using a controlled methodology. The authors of this recent review advocated
for a ‘needs-based approach’ that matches briefer interventions to core problem areas for BD
patients (19). Given the urgent need for interventions to enhance adherence among BD
patients that: (i) are at high risk for future non-adherence based upon past treatment history;
(ii) may not have access to (or interest in) long-term, high-intensity, specialized care; and
(iii) are informed by mixed–methods (qualitative and quantitative) findings in non-adherent
and adherent patients with BD, our group has developed a needs-based approach intended to
specifically address reasons for sub-optimal adherence in vulnerable BD patients.

This was a prospective trial of a psychosocial intervention [customized adherence
enhancement (CAE)] among 43 medication non-adherent individuals with BD who were
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receiving care in a community mental health clinic (CMHC). We hypothesized that CAE
would improve medication treatment adherence in this high-risk group.

Methods
Study overview

This NIMH-funded study (NIMH R34MH078967) was a six-month, prospective,
uncontrolled trial evaluating the feasibility, acceptability and preliminary efficacy of CAE in
43 poorly adherent BD patients. CAE was prospectively and flexibly administered as a
series of psychosocial intervention modules applied as indicated by response to an initial
adherence vulnerabilities screening. Vulnerability screening identified reasons for non-
adherence and intervention modules were then administered using pre-set criteria. CAE
modules were implemented over a four-week period and the effects of CAE were evaluated
at six-week, three-month, and six-month follow-up. Primary outcome was change from
baseline in adherence. Secondary outcomes were change in BD symptoms, global
psychopathology and functional status. The study was approved by the local Institutional
Review Board (IRB).

Participants
Prospective study participants were referred from CMHC treating clinicians or were self-
referred in response to posted IRB-approved study advertisements. Inclusion criteria were
that individuals were ages 18 and older; had type I or type II BD confirmed by the Mini-
International Neuropsychiatric Interview (MINI) (60); were poorly adherent with evidence-
based BD medication (lithium, antipsychotics, or anticonvulsants) defined as missing 30%
of more of medication within the past week or past 30 days as measured by the Tablet
Routines Questionnaire (TRQ) or by pill counts; had BD for at least two years; were
prescribed evidence-based mood stabilizing medication for at least six months and were
receiving care at the enrollment site CMHC. To ensure a broad representation of ‘real-
world’ non-adherent BD patients, only individuals who were unable or unwilling to
participate in interviews and those at immediate high risk for suicide were excluded.

Intervention
CAE is a manualized behavioral intervention delivered as a series of four modules whose
use is determined based upon an individual’s identified treatment adherence vulnerabilities
and which are described in greater detail elsewhere (61). The modules are Psychoeducation
on BD, Modified Motivational Enhancement Therapy (MET), coaching on Communication
with Providers, and on Medication Routines. Adherence vulnerabilities (attitudes consistent
with medication treatment non-adherence) and reasons for non-adherence were evaluated
with standardized measures—the Attitudes towards Mood Stabilizer Questionnaire (AMSQ)
(62–64) and the Rating of Medication Influences scale (ROMI) (65). Based upon the results
of the adherence vulnerabilities screen, individuals received one or more behavioral
treatment modules.

CAE was delivered over four weekly, individual, in-person, 60-minute sessions and up to
two follow-up telephone sessions. The CAE intervention is intended to be a brief adjunct to
standard mental health treatments, and all individuals continued to receive treatment with
their regular mental health provider(s). Providers received information on patient enrolment
and the specific CAE module assignment determined at baseline. CAE was delivered by a
Ph.D. level psychologist (senior interventionist) and two non-Ph.D. interventionists. An
intervention manual provided explicit guidelines regarding how modules could be co-
administered in single or multiple sessions to minimize redundancy and time/effort burden.
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Fidelity to the intervention
In order to increase generalizability to interventionists of diverse background and training,
the investigators chose two non-Ph.D. interventionists to learn and implement CAE, a pre-
Master’s level psychology trainee, and a PGY3 psychiatry resident. The three-month
training included the following steps: (i) observation of the senior interventionist; (ii)
videotaped practice with actors; and (iii) evaluation on pre-set fidelity criteria with ≥ 80%
minimum cut-off. The fidelity criteria included: (i) establishes and maintains constructive
rapport with the participant; (ii) administers the correct module in the corresponding session
according to the Module Integration Chart; (iii) completes the session on time; (iv) utilizes
the manual script; (v) completes worksheets according to the manual; (vi) addresses the
main reasons for the individual's difficulties with adherence as it relates to the module; (vii)
allots sufficient time for and appropriately answers questions or describes concepts that are
unclear to the participant; and (viii) sets up next follow-up time/visit, provides contact
information, and reviews recommended procedures for rescheduling if needed. Independent
administration of junior interventionists was only permitted once the fidelity cut-offs were
met.

Measures
The primary outcome was change in adherence behavior and adherence attitudes. Secondary
outcomes were change from baseline in BD symptoms, global psychopathology and
functional status. All outcome measures were evaluated at baseline, at six weeks, three
months, and six months follow-up. While individuals were not paid to participate in the
CAE intervention, they did receive a nominal compensation for participation in the research
assessments. The compensation, given regardless of CAE session attendance, was $20 for
each screening/baseline, six-week, and three-month interview and $40 for the final/six-
month interview.

Treatment adherence behavior
Adherence behavior was evaluated with the Tablet Routines Questionnaire (TRQ), (62, 64)
and by pill counts. For the TRQ and pill counts, adherence was assessed for each evidence
based BD treatment agent (medication prescribed for three months or longer on a daily
basis). For individuals on more than one agent to stabilize mood, adherence was assessed for
each individual agent, and then an average adherence was calculated.

TRQ—The self-reported TRQ shows a high correlation with lithium levels (62, 64) and
identifies partial and full adherence in the past seven and past 30 days. The TRQ has
demonstrated statistically significant association with past non-adherence, repeated past
non-adherence, any non-adherence in the past month, and non-adherence in the past week
(χ2 = 7.2, df = 6, p = 0.03). Compared with non-adherence in the past two years, missing
30% or more of prescribed mood stabilizers in the past week has a specificity of 100% and a
sensitivity of 65%. Compared with non-adherence in the past week, it has a specificity of
87% and a sensitivity of 84% (62). For this study, the TRQ was slightly modified to derive
an exact proportion of medication taken in the past seven and the past 30 days.

Pill counts
Participants were asked to bring in their bottles of active medications. The pill-counts were
then used to determine the proportion of medications taken to medications prescribed.

Treatment adherence attitudes
Adherence attitudes were measured with the 10-item version of the Drug Attitude Inventory
(DAI) (66) and the Morisky Scale (67). While originally developed to assess patients with
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schizophrenia being treated with antipsychotic medications, the DAI has been widely
utilized with other seriously mentally ill populations (68). The DAI is a simple, true-false
format questionnaire that assesses domains of patient’s attitudes including positive and
negative experience, locus of control, and attitudes towards health. The Morisky Scale is a
four-item measure (Cronbach’s α = 0.61) based on a subject’s self-report of adherence. A
higher score indicates poorer treatment adherence.

BD symptoms, global psychopathology, and functional status
Symptoms were measured with the Hamilton Rating Scale for Depression (HAM-D) (21),
the Young Mania Rating Scale (YMRS) (22), and the Brief Psychiatric Rating Scale (BPRS)
(23). Global psychopathology was measured with the Clinical Global Impression for Bipolar
Disorder [(CGI-BP): severity of overall bipolar illness] (69). Functional status was measured
with the Global Assessment of Functioning (GAF) (70).

Data analysis
Descriptive analyses examined changes over time for the entire sample receiving CAE
looking at percentage change in treatment adherence with medication (TRQ score) at three
months and six months compared with baseline. Given extensive missing pill count data due
to participants failing to bring their pill bottles to study visits, the TRQ was used as the
primary measure of adherence change. Paired t-tests or Wilcoxon signed-rank tests (WSRT)
were used to test significance for change in adherence, depending on whether the normality
assumption for the difference values appeared to be satisfied. Median scores are reported as
well. In some cases, a floor effect was present in the post-treatment measurements (such as
when being fully adherent), which is a reason for discrepancies in mean versus median
values when they arose.

Longitudinal mixed models were used to analyze repeated measurements of TRQ non-
adherence at baseline, six weeks, three months, and six months. Models of TRQ non-
adherence for both the past month and the past week as a dependent variable were fit with
various repeated covariance structures such as compound symmetry and first-order
autoregressive structures. Time was viewed as a categorical variable and fit as a fixed effect.
Type I error (alpha) was set to 0.01 to allow for multiple comparisons.

Results
Screening and enrollment

Among the 96 individuals screened for the study, 44 (45.8%) met inclusion criteria and of
those, 43 were enrolled in the study. The most common reasons for screen failure were
being lost to follow-up after initial contact (n = 16), not being a patient at the CMHC (n =
10), and not being prescribed evidence-based mood stabilizing medication for at least six
months (n = 7). Table 1 shows demographic and clinical characteristics of enrolled
participants. The majority were minorities (mainly African American) comprising 60.4% (n
= 26) of the sample. Baseline illness severity was generally in the moderately–severe range
with a mean BPRS of 43.6 and standard error (SE) = 1.8, mean HAM-D of 17.8 (SE = 1.1),
mean GAF of 51.6 (SE = 1.2), and mean CGI of 4.4 (SE = 0.16).

CAE module assignment
There were 21 (48.8%) individuals assigned to receive all four CAE treatment modules, 19
(44.2%) assigned to receive three modules, two (4.7%) assigned to receive two modules, and
one individual (2.3%) was assigned a single module. Module assignment was 97.7% (n =
42) for Psychoeducation, 95.3% (n = 41) for Medication Routines, 86% (n = 37) for
Communication with Providers, and 60.5% (n = 26) for MET.
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Participation and retention
Participation was generally good, with subjects completing 85.5% of scheduled sessions.
Only two (4.7%) of the enrolled participants did not participate in any sessions. Total
dropout/lost to follow-up at the three-month and six-month time points was 10 (23.3%) and
12 (27.9%), respectively.

Improvement in adherence
As noted in Table 2, mean non-adherence at baseline as measured with the TRQ was 48.0%
[SE = 4.8%, median (MDN) = 43.0%] missed tablets within the past week, and 51.4% (SE =
4.1%, MDN = 43.0%) missed tablets within the past month. Over a three-month period,
mean TRQ non-adherence improved to 24% (SE = 6.4%, MDN = 0%) missed tablets for the
past week, and 21.4% (SE = 5.6%, MDN = 0%) for the past month, n = 33. Using WSRT,
tests of median differences being zero were rejected in both cases at p = 0.002 (Z = −3.054)
and p < 0.001 (Z = −3.753) respectively, indicating significant improvement in adherence.
As noted in Table 2 and in Figure 1, over a six-month period, mean TRQ non-adherence
improved from baseline to 25.2% missed tablets (SE = 6.8%, MDN = 3.5%) for the past
week, and 21.3% missed tablets (SE = 5.5%, MDN = 7.0%) for the past month, n = 28.
Tests of median differences being zero were also rejected in both cases at p = 0.01 (WSRT,
Z = −2.561) and p < 0.001 (WSRT, Z = −3.679) respectively, indicating significant
sustained improvement in adherence. Longitudinal mixed models for TRQ adherence for
both the past month and the past week as dependent variables were fit. Using compound
symmetry as the repeated covariance structure, which appeared to fit well, the fixed effect of
time was found to be statistically significant for both TRQ past month (p < 0.001) and TRQ
past week (p = 0.002), indicating improved adherence over time.

Mean baseline past month non-adherence as measured by pill counts was somewhat higher
than TRQ, 57.6% (SE = 7.6%), but only one-third of participants provided pill bottles,
resulting in substantial missing data. There were only two participants who brought in pill
bottles at both baseline and three-month visits and there was only one participant who
brought in pill bottles at both baseline and at six-month visits, limiting ability to assess
change using pill counts.

The Morisky Rating Scale improved from a baseline mean of 3.0 (SE = 0.17, MDN = 3.0) to
an endpoint mean at six-month of 1.3 (SE = 0.26, MDN = 1.0; WSRT, Z = −3.923, p <
0.001). The DAI improved from a baseline of 6.5 (SE = 0.32, MDN = 7.0) to a three-month
mean value of 7.8 (SE = 0.39, MDN = 8.0; WSRT, Z = 2.815, p = 0.005) and a six-month
mean value of 8.1 [SE = 0.40, MDN = 9.0; t(30) = 4.252, p < 0.001].

Improvement in symptoms, global psychopathology, and functioning
Secondary outcome measures were BD symptoms (YMRS, HAM-D, and BPRS), global
psychopathology (CGI: severity of overall bipolar illness), and functional status (GAF).
Depression and mania symptoms did not show significant improvement in change from
baseline as measured by three-month mean HAM-D scores, with baseline mean of 17.8 (SE
= 1.1, MDN = 18.5) versus endpoint mean of 16.2 [SE = 1.2, MDN = 16.0; t(31) = −1.182, p
= 0.246], and YMRS scores, with baseline mean of 14.2 (SE = 1.2, MDN = 14.0) versus
endpoint mean of 11.2 (SE = 1.4, MDN = 9.0; WSRT, Z = −1.638, p = 0.101). There was
improvement in BPRS scores, with baseline mean of 43.6 (SE = 1.8, MDN = 42.5) versus
endpoint mean of 37.3 (SE = 2.1, MDN = 36.0; WSRT, Z = −2.931, p = 0.003). CGI scores
did not significantly improve from a baseline mean of 4.4 (SE = 0.16, MDN = 4.0) to
endpoint of 3.9 [SE = 0.21, MDN = 4.0; t(31) = −1.717, p = 0.096]. GAF scores also did not
significantly improve from a baseline mean of 51.6 (SE = 1.2, MDN = 51.0) to endpoint
mean of 55.7 (SE = 1.3, MDN = 51.0; WSRT, Z = 1.797, p = 0.072).
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In contrast to the modest change in symptoms and functioning at three-month follow-up,
clinical outcomes at six months showed clear improvement. Figure 2 shows change over six
month in BPRS. Change from baseline in six-month mean BPRS scores went from baseline
mean of 43.6 (SE = 1.8, MDN = 42.5) to an endpoint mean of 36.1 (SE = 2.3, MDN = 36.0;
WSRT, Z = −3.267, p = 0.001), YMRS from baseline mean of 14.2 (SE = 1.2, MDN = 14.0)
to endpoint mean of 9.6 [SE = 1.0, MDN = 9.0; t(29) = −3.404, p = 0.002], and HAM-D
from baseline mean of 17.8 (SE = 1.1, MDN = 18.5) to endpoint mean of 15.3 (SE = 1.6,
MDN = 15.0; WSRT, Z = −2.010, p = 0.044). CGI scores improved from a baseline mean of
4.4 (SE = 0.16, MDN = 4.0) to endpoint of 3.6 [SE = 0.24, MDN = 3.0; t(29) = −3.657, p =
0.001]. GAF scores improved from baseline mean of 51.6 (SE = 1.2, MDN = 51.0) to
endpoint mean of 58.0 [SE = 1.7, MDN = 60.0; t(29) = 3.671, p = 0.001].

Participant acceptability
Participants were queried on perceived content comprehensiveness, relevance, benefit, and
relative burden as well as acceptability of the treatment format (their satisfaction with
length, timing, scheduling and logistics). Among the 32 participants who completed the
CAE intervention, 81.3% (n = 26) strongly agreed, and the remainder agreed that CAE was
useful. Most (96.9%, n = 31) strongly agreed or agreed that CAE addressed all important
issues specific to their situation. Most individuals (81.3%, n = 26) felt that CAE benefit
exceeded burden and most (87.5%, n = 28) felt that CAE was about right with respect to
number of sessions and timing. Overall, there is strong evidence that the participants found
the CAE intervention to be a positive experience.

Discussion
This prospective trial of a manualized psychosocial intervention designed to improve
treatment adherence among sub-optimally adherent CMHC patients with BD was associated
with improved adherence at three- and six-month follow-up. While BD symptoms, global
psychopathology and functioning were mostly unchanged at three-month follow-up, by six-
month follow-up these measures did show significant improvement. While interpretation of
study findings must be balanced with considerations of study limitations such as the
uncontrolled design, relatively short follow-up period, single site setting, and the fact that
study participants were all either self-referred or referred by providers, the positive findings
in this fairly ill and vulnerable BD population are encouraging. Improvements in adherence
behaviors and attitudes among formerly non-adherent patients who participated in CAE
appeared to eventually lead to improved BD symptoms and functioning. We have recently
published a second CAE pilot (55) that was nearly identical to the study presented here with
the exceptions that it was only three months in duration, enrolled poorly adherent people
with BD at our academic facility who were on maintenance antipsychotic medications, and
the pilot study was funded by a pharmaceutical company (AstraZeneca). The second CAE
pilot similarly suggested that CAE significantly improved adherence rates and BD
symptoms.

The literature on interventions to improve treatment adherence is limited (34, 48, 52–53, 71–
72). Currently accepted evidence-based psychosocial approaches for individuals with BD
(55–59) have generally not focused specifically upon medication treatment adherence
enhancement, but rather deal with the full scope of problem areas for individuals with BD.
Additionally, these interventions require a significant time commitment, are not targeted
towards poorly adherent patients, and may be best suited for implementation in resource-
heavy specialty settings where highly trained or speciality staff access are readily available
(57, 58).
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Our data suggest that patients participating in CAE had substantial and clinically significant
change in adherence going from a baseline of missing approximately 50% of prescribed BD
medication treatment to missing only approximately 20% of prescribed BD medications at
endpoint. Clinically relevant BD non-adherence has been defined as missing more than 20%
of prescribed medication (41, 62). This improvement in medication –taking may have been
the reason why patients had eventual improvement in symptoms and functional status.
Although groups receiving differing numbers of modules are too small to draw definitive
conclusions, it does not appear that TRQ improvement was a purely attentional effect. When
we combined our data from the study presented here and our second CAE pilot (60) we
found that there was no significant interaction between number of modules assigned and
improvement on TRQ [tests done for both baseline to three month (full sample)] [F(2,60) =
1.35, p = 0.27] and baseline to six month [F(2,25) = 0.126, p = 0.882]. In the majority of
cases (> 90%) the CAE modules were administered over four in-person sessions. As with
number of modules, analysis of number of sessions did not appear to be related to TRQ
improvement.

Unfortunately, the relatively short-term (six months) duration of the study does not permit
an assessment of the trajectory of adherence as a lifestyle resulting from the intervention.
While it is possible that improved adherence could reduce future potential for other negative
outcomes known to be associated with non-adherence, such as relapse or suicide, it is not
possible to make definitive conclusions regarding longer-term effects of CAE from our six-
month study. Additionally, it is possible that the improvements in adherence and other
clinical outcomes could have been due to other treatments received by these individuals at
the CMHC.

The CAE intervention was readily taught and implemented in this study using non-Ph.D.
interventionist staff, and appears practical to apply in typical clinical settings. The relative
brevity of CAE may make the intervention acceptable to individuals who may not have
access to (or interest in) long-term, high intensity, and specialized care. While there are
differing levels of risk for future non-adherence and it is likely that the most non-adherent
individuals with BD would not agree to participate in a research study, our findings suggest
that the CAE approach is able to engage and improve outcomes for at least some poorly
adherent patients with BD.

An additional limitation of our CAE pilot is that we did not collect cost data. An adherence
enhancement intervention that is likely to advance the care of patients with BD must not
only improve adherence and mental health status, but must be cost-effective. While we
believe that the format of CAE is potentially cost-effective this needs to be evaluated in
future controlled studies.

Conclusions
Results of this six-month prospective trial suggest that this manualized CAE intervention
may be helpful for BD patients who are known to be sub-optimally adherent with prescribed
BD medications. The intervention can be readily implemented in a CMHC setting, is able to
engage a good proportion of non-adherent individuals, and can be delivered by non-Ph.D.
interventionist staff. Given that nine out of every ten individuals with BD has seriously
considered medication withdrawal, and at least a third of individuals with BD fail to take
more than 70% of their prescribed medication (72, 73), approaches that are flexible and
patient-focused, taking into account reasons for non-adherence for a specific individual,
have the potential to improve health outcomes for high risk or vulnerable individuals with
BD. Public health implications of effective adherence enhancing interventions could be
substantial.
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Fig. 1.
Adherence improvement with customized adherence enhancement in patients with bipolar
disorder.
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Fig. 2.
Change in Brief Psychiatric Rating Scale (BPRS) scores among bipolar disorder patients on
customized adherence enhancement.

Sajatovic et al. Page 14

Bipolar Disord. Author manuscript; available in PMC 2013 May 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Sajatovic et al. Page 15

Table 1

Baseline demographic and clinical characteristics of sub-optimally adherent community mental health clinic
patients with bipolar disorder participating in a prospective trial of customized adherence enhancement

Variable N %

Gender (female) 30 69.8

Race

   Caucasian 17 39.5

   African American 25 58.1

   Native American 1 2.3

Ethnicity (Hispanic) 3 7.0

Diagnosis

   Bipolar I disorder 39 90.7

   Bipolar II disorder 4 9.3

Mean Standard deviation

Age 38.4 11.2

HAM-D 17.8 7.2

YMRS 14.2 7.8

BPRS 43.6 12.0

CGI-BPa 4.4 1.0

TRQ (% non-adherence)

   Last 7 days 48.0 31.7

   Last 30 days 51.4 27.1

Pill counts (% non-adherence)b 58.2 26.5

DAI 6.5 2.1

GAF 51.6 8.0

HAM-D = Hamilton Depression Rating Scale; YMRS = Young Mania Rating Scale; BPRS = Brief Psychiatric Rating Scale; CGI-BP = Clinical
Global Impression for Bipolar Disorder; TRQ = Tablets Routine Questionnaire; DAI = Drug Attitude Inventory; GAF = Global Assessment of
Functioning.

a
Severity of overall bipolar illness.

b
Last 30 days.
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Table 2

Improvements in treatment adherence among sub-optimally adherent community mental health clinic patients
with bipolar disorder participating in a prospective trial of customized adherence enhancement

Variable
Baseline
Mean (SE), median

Six-week
Mean (SE), median

Three-month
Mean (SE), median

Six-month
Mean (SE), median

Non-adherence TRQ (last week)a 48.0 (4.8), 43.0 23.5 (5.1), 14.0 24.0 (6.4), 0 25.2 (6.8), 3.5

Non-adherence TRQ (last month)a 51.4 (4.1), 43.0 20.7 (4.2), 14.0 21.4 (5.6), 0 21.3 (5.5), 7.0

Pill countsa 57.6 (7.6), 47.0 58.8 (20.7), 72.0 38.0 (19.2), 29.0 35.3 (9.9), 27.5

Morisky Rating Scaleb 3.0 (0.2), 3.0 – – 1.3 (0.3), 1.0

Drug Attitude Inventoryc 6.5 (0.3), 7.0 7.5 (0.3), 8.0 7.8 (0.4), 8.0 8.1 (0.4), 9.0

a
Tablets Routine Questionnaire (TRQ) and pill count values indicate the percent of non-adherence or missed tablets, so that smaller values indicate

better adherence.

b
Lower Morisky Rating Scale values indicate better adherence.

c
Higher values on the Drug Attitude Inventory scale indicate better adherence.

Bipolar Disord. Author manuscript; available in PMC 2013 May 01.


