age and length of illness to higher chlorpromazine
equivalent prescription. This may relate to the possibility
that as a psychotic illness progresses, neuroleptic dose is
frequently increased by a succession of different doctors,
but is less often reduced — on the basis that ‘they must
be on that dose for a good reason’. Having age and
length of illness as significant predictors for chlorproma-
zine equivalent prescription indicates that patients accu-
mulate higher doses of medication as an index of time
rather than the severity of their illness.

The logistic regression clearly confirmed previous
findings that history of violence predicts higher neuro-
leptic prescription (Krakowski et al, 1993; Chaplin &
McGuigan, 1996), but did not demonstrate any contribu-
tion of disturbed behaviour during the last week on
neuroleptic prescription, unlike previous studies
(Krakowski et al, 1993; Chaplin & McGuigan, 1996;
Peralta et al, 1994). This suggests that patients’ reputation
and history influences neuroleptic prescription far more
than their current presentation. The only other significant
predictor of high neuroleptic prescription was a positive
history of larger than 5-years’ neuroleptic prescription.
Again this supports the notion that over time the dose of
neuroleptic is frequently increased to limit patients’
undesirable behaviour and is not then subsequently
lowered for fear of the behaviour returning, as previously
suggested (Van Putten et al, 1992). An alternative expla-
nation is that patients with longer illnesses are on higher
doses because there was a previous trend to prescribe
higher doses, which they have remained on. If this was
the case it still supports the argument that regular review
and education of neuroleptics does not occur.

In summary this study shows three things: certain
consultants prescribe higher doses of neuroleptics than
others; patients with a history of aggression get
prescribed higher doses of neuroleptics; and third,
patients who have been on neuroleptics longer than 5
years get prescribed higher doses. As our study did not
look at patients over time it is possible that patients with
a history of aggression had previously not responded to
lower doses of neuroleptics and subsequently responded
to higher doses. However, the alternative explanation is
that psychiatrists are prescribing on the basis of prejudice
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relating to patients’ previous behaviour, if this is true —
then who are we treating?
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AIMS AND METHOD

Objective and subjective lithium
compliance was investigated in 30
out-patients attending at an affec-
tive disorders clinic. Possible precur-
sors of compliance levels were
investigated; namely lithium know-
ledge and attitudes, patient satisfac-
tion and dosage of lithium
administered.

RESULTS

All patients were defined as currently
compliant. Patients with a previous
history of non-compliance were
exclusively diagnosed with manic
depression. Patient satisfaction,
lithium knowledge and attitudes
were not good predictors of lithium
compliance.
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CLINICAL IMPLICATIONS

Compliance with lithium can remain
excellentin the presence of moderate
lithium knowledge and poor atti-
tudes. Poor attitude towards lithium
worsens with years on medication,
despite high levels of compliance.
Clinicians should be aware that larger
prescribed dosages of lithium may be
associated with poorer compliance.
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Lithium is an effective therapeutic agent in the control of
mood in affective disorders (Baastrup & Schou, 1967,
Prien et al, 1973; Prien & Potter, 1990). However, the
dramatic success of lithium has been tempered by poor
levels of patient compliance (Van Putten, 1975; Bech et al,
1976; Cochran, 1984, 1986). Various factors have been
associated with patient compliance in affective disorders
(Jamison et al, 1979; Connelly et al, 1982). Harvey and
Peet (1991) found that a controlled education programme
resulted in improved reported tablet omissions and serum
lithium levels, suggesting that knowledge and attitudes
were related to compliance. Patient satisfaction has been
claimed to increase the likelihood of medication compli-
ance in a range of medical settings (Davis, 1968; Francis
et al, 1969; Ley, 1976; Ley et al, 1982). However, little is
known about the role of satisfaction in compliance in
patients suffering from affective disorder.

Lithium non-compliance is a prevalent problem in
patients with affective disorder (Strober et al, 1990). The
current study aims to investigate the role of the
following factors in compliance: patient satisfaction,
lithium attitudes and knowledge and prescribed dosage
of lithium. Compliance will be examined using a wide
range of measures. By evaluating the possible precursors
of lithium compliance, this might bring us closer to iden-
tifying and managing lithium non-compliance more
effectively.

The study

Patients eligible for study entry had a clinical diagnosis of
affective iliness, were in attendance at a lithium
maintenance clinic and had been prescribed with lithium
or carbamazepine. Patients with schizoaffective disorder
were excluded from the study. A total of 42 patients
were approached. Thirty patients gave informed consent
(28 lithium, 2 carbamazepine) and comprised 14 women
and 16 men whose mean age was 45.3 years (s.d.=12.4;
range 25-64 years). Eighteen patients were clinically
diagnosed with manic depression and 12 with major
depression. The mean age of onset of the affective
disorder was 30.4 years (s.d.=12.6; range, 13-60 years).
Patients had been taking lithium for an average of 7.7
years (s.d.=9.4; range, 5 months—30 years). Thirty per
cent of patients had received formal psychological or
psychiatric counselling of significant duration. Twenty-four
patients were receiving additional medication (range, 1-
9). Data were not available for the 12 patients who
declined to give consent to participate.

A staff psychiatrist saw all patients at the lithium
maintenance clinic and invited those willing to participate
to sign a patient consent form. Ethical approval from the
local health board was granted for the study. Question-
naires were administered by an independent assessor
during a single appointment, under the supervision of a
research clinical psychologist. The following measures
were taken.

Compliance assessments

(a) Objective — the most recent serum assays were in-
spected. The number of missed appointments and the
percentage of acceptable assays during the previous
12 months were recorded.

(b)Subjective — patients were asked, “How good do you
think you are at following doctor’s advice for taking
your tablets?” (Scale: 1 (excellent) to 7 (extremely
poor).) Using the same scale, the psychiatrist rated
patients on how well they followed advice for taking
their tablets, and documented any history of non-
compliance.

Patients were defined as non-compliant if they met
both of the following criteria:

(a) serum lithium levels below 0.4 mmol/l and/or less
than 75% acceptable assays during the previous year;

(b) patient rating of compliance below ‘average’ (4 or
lower) and/or a psychiatrist rating of compliance be-
low ‘average’ (4 or lower).

Other measures

Patients rated the level of care they received at the clinic
by completing a satisfaction questionnaire (based on
Roghmann et al, 1979), with 25 statements on a scale
ranging from 1 (very strongly agree) to 7 (very strongly
disagree). The Lithium Knowledge Test (LKT; consisting of
seven multiple choice questions) and the Lithium Atti-
tudes Questionnaire (LAQ; 19 'yes' or 'no’ statements)
(Peet & Harvey, 1991) were administered by the psychia-
trist to lithium patients. Prescribed dosage of lithium was
also recorded.

Findings

Details of the results of the compliance assessment are
shown inTable 1.

Table 1. Compliance assessment

Number of missed appointments over past 12 months
History of any non-compliance?

Compliance rating Mean score

Patient self-report ‘very good’

Clinician report ‘very good’

Serum lithium level 0.66 mmol /| ‘acceptable’
Previous acceptable assays over past 12 months 94.6%

0.4 (75% of those who missed appointments were manic depressed)
seven patients with manic depression (23%)
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Subjective compliance measures

Approximately half of the patients were rated by them-
selves and the psychiatrist as ‘excellent’ at following the
doctor’s advice for taking their tablets. The mean overall
patient response was ‘very good’ and this was corrobo-
rated by the psychiatrist’s ratings. Although the psychia-
trist rated 7% of patients as ‘poor” at taking their tablets,
none of the patients rated their compliance levels as ‘less
than average’.

Serum levels

All patients indicated serum lithium levels above the
recommended level of 0.4 mmol/I (range, 0.44-

1.07 mmol/I), with the exception of two patients who
showed good subjective compliance ratings. Both of
the carbamazepine patients were compliant on all
measures. Six patients had shown unacceptable serum
assays in the past year (range, 50-89% acceptable).
Although five patients met one of the two criteria
required for non-compliance, none of the patients met
both. Thus, according to the specified criteria
employed here, all patients were defined as currently
compliant.

Missed appointments

Eight (27%) patients had missed appointments during the
past year (six of these had been diagnosed with manic
depression).

History of non-compliance

The seven patients with a history of non-compliance had
exclusively had manic depression (Fisher’s exact test,
P<0.05) and rated their current compliance levels as
significantly poorer than patients with no history of non-
compliance (t=-2.1, df=29, P<0.05). They had also been
prescribed a significantly larger dose (+500 mg) of
lithium (t=-2.8, df=29, P<0.05).

Patient satisfaction

Patients were very satisfied with the care received at the
clinic, with a mean score of 1.6 (‘strongly satisfied’)
obtained, suggesting that patients perceived the care
positively, and the psychiatrist to be caring and willing to
listen to their concerns. Patients were least satisfied
about the waiting time before an appointment, and
about doctor availability. Patient satisfaction was weakly,
although not significantly, related to patient compliance
ratings (r=0.28, Ns).

Patient scores on questionnaires

Patients achieved a mean overall score of 13.1% in the
LAQ (s.d.=14.04; range 0-32%), and a mean of 52.6% in
the LKT (s.d.=9.38; range, 18-73%). These scores were
not significantly associated with compliance measures.
Patients with manic depression scored significantly worse
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on the LAQ than patients with major depression
(t=—=2.91, df=21, P<0.01). LKT scores worsened highly
significantly (r=—0.55, P<0.01) with increasing age.
Lithium attitudes decreased significantly with increased
years of taking lithium (r=-0.56, P<0.05), thus patients
became more negative about their medication with
increased years of use.

Comment

The patients investigated in the present study were all
defined as currently compliant. This finding contrasts
markedly to previous research, where approximately one-
quarter of patients maintained on lithium regimens failed
to comply with physicians’ instructions (Jamison et al,
1979; Connelly et al, 1982; Cochran, 1986). It should be
noted that the patients in the current study were all
attending a specialist lithium maintenance clinic and this
may account for the high compliance rates found here.
The lack of association obtained between compliance and
diagnostic category is consistent with the findings of
Connelly et al (1982). However, patients who had a
history of non-compliance had manic depression, were
mostly male and tended to rate themselves as less
compliant than those with no history of non-compliance.
Thus, poor previous adherence to lithium regimens is
generally predictive of poor current levels of compliance,
supporting the trends observed by Frank et al (1985).
Patients with a history of non-compliance had been
prescribed higher doses of lithium, possibly leading to the
increased presence of side-effects (Jamison & Akiskal,
1983; Gitlin et al, 1989). Also, more unstable illness may
have produced both poorer compliance, causing more
symptoms, and a higher subsequent prescribed dosage of
lithium. Patients perceived the standard of care received
at the clinic to be very high. The weak and non-significant
association between patient satisfaction and compliance
was inconsistent with the strong association found by
Francis et al (1969). In the present study, however, any
possible association may have been masked owing to the
high ceiling effect for both variables. Also, our sample
was small and may not have been representative of all
lithium patients, as those who did not participate may
have been dissatisfied. Patient knowledge about lithium
was moderate and decreased with age. Attitudes toward
lithium were generally poor, particularly among patients
with manic depression and with increased years taking
lithium. In contrast to the findings of Peet and Harvey
(1991) LKT and LAQ scores were not associated with
compliance. The LKT scores were similar to the community
psychiatric nurse scores obtained by Peet and Harvey
(1991), and also similar to the scores of Peet and Harvey’s
(1991) patients after their educational programme.
Cade's (1949) original claim that lithium could be
described as the ‘magic wand’ for patients can only be
supported in the presence of adequate current
compliance. Patients in the current study were all
currently compliant, in striking contrast to previous
research. These findings collectively have clinical rele-
vance for existing lithium clinics, and it is suggested
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that educational interventions should be directed
particularly towards older patients with manic depres-
sion who have been taking lithium for a number of

years.
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