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A study was conducted among outpatient
schlizophrenics belng seen at two mental health centers.
The purpose of the study was to assess the outpatient’'s
knowledge of hls or her diagnosis and prescribed
medication.

The study assessed differences in the amount of
knowledge of those living in the city contalning their
mental health center and those living In more rural
areas. The differences In the amount of knowledge of
diagnosis and medication In men and women was also
assessed.

The particlipants In this study were 46
schizophrenlic outpatlents. They were chosen from the
current caselocad of two Kansas mental health centers,
Participants had a diagnosis of schizophrenia, were
prescribed antipsychotic drugs, and were Judged
currently stable by their psychiatrist or casemanager.
The ages of the participants varied from (8 to 73. An

equal number of men and women were used in each group.



All stable schizophrenic outpatients being seen at
both mental health centers were divided into two
groups: those living in the city containing the mental
health facility or satellite office, and those living
in rural areas. These two groups were further broken
down by gender.

A questionnaire adapted from one used in a 1983
study by McGill, Falloon, Boyd, and Wood-Silverio was
used to assess the particlipant’s knowledge of hls or
her lllness and medlicatlions (See Appendix A). The
guestionnaire consisted of elght open-ended questions.
The answers were assessed by mental health staff with
access to the cllent’s flle. Each correct answer was
scored as one point,.

Results showed a significant difference iin the
scores of urban and rural particlpants as well as a
significant difference between the scores of men and
women participants. Those participants living in the
clty containing the mental health facility scored
higher than those llvling In more rural settlngs: at the

same time, women scored higher than men.
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CHAPTER 1
Introduction

In 1955. Congress created the Joint Commlsslon on
Mental Health and Illness. The commission prepared a
report that urged a reduction in the population of
mental hospitals and encouraged the development of a
community mental health program (Bloom, 1973). At the
same time, the therapeutic effects of antipsychotic
medications were belng discovered. Use of
antipsychotic medications to treat schizophrenia began
in the United States in the late 19508’s. In L1963,
legislation was passed that provided federal funding
for the construction of mental health centers and
services for specliflic geographic reglons. The days of
the large, crowded psychiatric institution were drawing
to a close.

This trend toward delnstitutionallzatlion has
continued to the present day and has increased in
strength in the past few years. Long-term
hospitalization has become extremely costly and
research has found that long-term hospitalization is
ineffective as a treatment strategy (Klesler, 1982).
Currently, most states are agaln going through mental
health reform, further decreasing the number of

inpatients and cutting back on the available beds for
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temporary hospitallizatlion. An lncreasing number of
schlzophrenlec outpatlents are belng maintalned {n the
communities.

The shlft from lnpatlent to outpatient care for the
long-term mentally 111 has lIlncreased emphaslis on
community management of schlzophrenia and has extended
the responsibilities of community mental health
centers. In many states, there has been a shifting of
funds from large state hospitals to community-based
programs. The goals of outpatient care are to keep
long-term mentally i1l patients living and functioning
in thelr natural community environment, to heip
minimize psychotic symptoms, and to prevent relapse and
rehospltallizatlon.

Literature Revlew

Studies suggest that most psychlatric patlents lack
knowledge about their medications. In 1982, Geller
found that only 8% of 281 Inpatlents could correctly
state the name, dosage schedule, and Intended effect of
at least one medication they were taking. Linden and
Chaskel (1981) reported that 93% of 85 chronic
schizophrenic outpatients could identify correctly the
medication they were taking and 85% could mention at
least one general therapeutic effect. However, only

21% could identify gspecific benefits of thelr
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medication, such as improved thought organization and
hallucination control. Only 40% could name a side
effect of the medicatlion. Patients are seldom
sufficlently Informed about their illness to understand
the significance of continued medlcation in their
outpatient treatment programs. Noncompliance is a
direct resuit of this lack of iInformation (Van Putten,
1978)>.

Axelrod and Wetzler (1989) reported a study of 134
psychiatric patients in a New York City municipal
hospital. This study examined the Impact of patient
characteristics, clinical varlables, and patient
attitudes toward both 1illness and medication.
Excluding 3! patients who required rehospitalization,
70% of subjects attended thelr first fol low-up
appolntment and 40% completed six months of follow-up.
Factors found to be assoclated wlith better compllance
were patient attitudes towards illness and medication.
Those patients with less denial of psychiatric iliness
and greater recognlition of the need for medicatlon were
more compliant.

The type of treatment regimen has been identified
as an Iimportant factor In compliance. Patients are
more likely to adhere to a simple regilme than to a

complex one. When multiple medlcations are prescribed
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simultanecusly or doses are to be taken several times a
day, compliance 1is reduced <(Blackwell, 19725, If
patients do not understand their medication schedules,
compliance cannot pe expected.

Chan (1984) investigated knowledge and attltudes of
19 men and 17 women psychiatric outpatlients regarding
medlication. Using personal Iinterviews, Chan (1984)
examined the extent to which self-reported medication
compllance was predictable from the subject’s cognitive
characteristics towards medlication. The results
indicated that over 80% of the variance of
self-reported medication compllance was predictable by
cognitive variables. Compllant and noncompliant
patlents differed in their expectancy and prior
experience of beneficial effects of the medication and
in their fear of undesirable side effects and
addiction. Chan concluded that patlent education could
lower rates of noncompliance.

Brown, Wrlght, and Christensen (1987> found an
association bpetween the amount of medication
instruction received by the client and the rate of
compllance. The study focused on the effects of the
education of side effects and the compllance among 30
chronic schizophrenic outpatients. The subjects were

assigned to one of four treatment groups and receijived
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instruction consisting of a verbal or a written
presentation and minimum or maxlimum Iinformation about
side effects. Knowledge of side effects and compliance
were assessed one month before and one month after
Instruction. All subjects’” medication knowledge
increased after Instruction. Subjects who receijved
only verbal Instruction and minimum Information about
side effects had slgnificantly lower compliance rates
than did subjects who received written supplementation
and maximum lnformation about side effects.

Evidence has been found that noncompllance 1Is
related to the severity of illness. Marder, Mebane,
and Chien (1983) conducted a cross-sectlional survey of
the level of psychopathology in 15 voluntary men
patients who refused drug therapy and a group of
matched patlents who consented. Ratings on the Brlef
Psychlatric Rating Scale (BPRS) by non-blind raters
showed that the 15 noncompliant were significantly more
symptomatic than the compliant patients, with mean BPRS
total scores of 58.2 versus 43.9. Marder et al. (1983
hypothesized that this difference reflected clinically
meaningful differences in the severity of the illness.

In another Iinsight-compliance study, by Lin, Spiga,
and Fortsch (1979>, Inslght was operationally deflined

as a recognition of the exlistence of problems and the
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need for intervention. Patlents were selected for a
screening lnterview based on (1) current dlagnosis of
schizophrenia, (2) a history of mental illness for
minimum of two vears, (3) at least two admissions in

the past two years, and (4) readmission within six

months of the last discharge. A total of 100 cases
were collected during the six month study. Patients
were rated on Insight and how beneficial they

percelved medication to be. The results confirmed the
hypothesis that insight and perceived medication
benefits were variables affecting compliance.

The lack of 1Iinsight, part of the nature of the
illness 1ltself, makes the transferral of reallistic
information about schizophrenia and medications
difficult. However, a variety of studies show
successful increases In the amount of patient knowledge
and compliance.

Providing verbal and written Information about the
medication has proved to be effective in Iimproving
compliance. In 1974, Linkewich found that packaging
antipsychotic medications with instructional and
educational materials increased compliance.

Seltzer, Roncar, and Garfinkel (1980) studled the
effects of patient education on medication compliance.

The study used 44 schlzophrenlics, 16 blipolar, and 7
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unipolar patients. The patients were divided Iinto
control and experimental groups. All patients were
given the Eysenck Personaiity inventory and a
questionnalre that assessed drug knowledge, fears,
attltudes, and compllance measurements. The patients
were then divided into three groups and given a series
of nine lectures teaching them about the nature of
their disorder and pharmacological management. The
results showed that "educated" patients tended to be
more compliant on outpatient follow-up and were less
fearful of side effects and addiction.

Research has shown that rates of noncomplliance
differ and that patients may adjust thelr medications
to a level that feels comfortable to them. McClellan
and Cowan (1970) studled 286 Veteran’s Admlinistration
outpatients with mixed dlagnoses and found that a least
24% were taking less phenothiazine, in different
degrees, than the amount prescribed. McClellan et al.
(1970> speculated that the patients tended to adjust
their phenothiazlne dosage downward In accordance with
their own seif~identified needs. Similar results were
reported by Apsler and Rothman in 1984. One thousand
adult schlizophrenlcs iIn the Boston area were surveved.
The survey asked guestions that could help determine

the overall quality of life of the subjects.
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Well-belng, economic status, overall satisfaction with
life, health status, dependence on medicatlons, and
experience of drug-caused problems were measured. The
results of the patients” quality of life were then
examined in relation to the degree of medication
compliance. The study found that those who scored
highest In terms of well-being did not comply totally
wlth the medlcation, but took a lesser amount than was
prescribed. The amount was self-determined by the
subject.

Patlents can modify thelr prescribed amount of
medication to a level that seems to be appropriate for
them. However, outside of that range relapse can
occur. It 1Is very common for the schizophrenic patient
to begin to feel symptom-free and sStop taking the
medication for weeks or months. The time course of
schizophrenic relapse is such that discontinuing
medication does not wusually lead to an I|[mmediate
recurrence of psychotic symptoms. Patients may remain
well for months before the full consequences of
non-compliance becomes apparent <(Davis, Schaffer, &
Killlan, 1980>.

In a study of intermittent medlicatlon, prescribing
antlpsychotics to be used on an as needed basis versus

malntalning constant medlicatlon, Herz, Glazer, Mostert,
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and Sheard (1991)> found that intermittent medication is
not recommended for stable schizophrenics. Herz et
al. advised that education for the patlent and family
about benefits of malntaining medicatlion, even during
periods of no psychotic symptoms, should be included in
outpatient treatment of schizophrenics.

Eckman, Liverman, Phipps and Blair (1990> tested a
behaviorally-oriented medication management program
with 160 partlial hospltallization cllients. Results of
the study showed significant gains in medication
compliance.

Ascher—-Svanum (1988) congtructed a program to
systematically educate schizophrenic Inpatients and
ocutpatients about thelir disorder and to address their
concerns and misperceptlons to lIncrease compliance with
medicatlion regimen and improve self-management. The
program educated patlients about the nature of
schizophrenia, 1its course, causes, prevalence, drug
treatments, common misperceptions about medications,
and community resources. Pre and post assessment
showed a significant gain in medication compliance.

Klienman, Schacter, and Koritar (1989) administered
a multiple cholce questionnalre to 21 patients who were
read a standardized 1information form on tardive

dyskinesia, a possible side effect o¢f antipsychotic
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medications, and 27 patients who were not read the
Information form. The study was to determine whether a
formalized informing process transmitted knowledge of
risks and benefits of antipsychotic medication. The
mean Scores for the informed sSubjects were
signlificantly higher and the dlfferences between the
two groups remalned signiflicant In a six—-month
fol low-up questiconnaire.

Statement of Problem

There has been a marked shift in the treatment of
schizophrenia In the past few decades. More recently,
an emphasis on community malntenance of the chronically
mentally 111 has added responsiblillity to community
mental health facllities. As ocutpatients,
schizophrenics are glven the responsiblility of their
own medication. It Is likely that the blggest problem
with the outpatient treatment of schizophrenia is
noncempliance with antipsychotic medications.
Noncomplliance Is the refusal or inability of the
patient to take medication as prescribed. Usually thls
Involves not taklng any or taklng too little of the
medlcatlon. Relapse and rehosplitallzatlion are a direct
result of noncompliance (McEvoy, Howe, & Hogarty,
1984). Compliant and noncompliant patients differ in

the amount of knowl edge they have about thelr
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medications and lllness. In schizophrenla,
noncompliance is compllicated by lack of insight, a part
of the lllness itself. Educatlonal programs have been
effective In lncreasing patlent knowledge and
decreasing noncompllance.

Noncompllant patlents are Institutionalized and
released over and over. This c¢ycle 1is not only
traumatic to the client and thelr families, but costly
to the taxpavyer. Often, an involuntary hospitalization
involves the pollce, the county attorney, a Jjudge, and
mental health professiocnals before institutionalization
and restabilization can take place.

This study will address this problem by comparing
the amount of knowledge of medlcatlon and 1illness
between rural and urban stable schizophrenic
cutpatients. A difference in the amount of correct
Informatlion about the dlagnosls and medlcatlions would

indlicate alterations In the patlent educatlcn process.
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CHAPTER 2
Method

This study investigated the relationship between
urpan and rural environments of outpatients and
knowledge of medication. Amount of knowledge about
their diagnosis was also assessed.

Sample

The participants in this study were 46
schizophrenic outpatients. They were taken from the
current caseload of two Kansas mental health centers.
Particlpants had a diagnosis of schizophrenia, were
prescr ibed antipsychotic drugs and were Judged
currently stable by thelr psychiatrist or casemanager.
The ages of the participants varied from 18 to 73. An
approximately equal number of men and women were used
in each group.

All stable schlizophrenic outpatients being seen at
poth mental health centers were dlivided into two
groups: those living in the city containing the mental
health facility or satellite office thereof, and those
living In rural areas. These two groups were further
broken down by gender. The names of 12 women and 11

men rural outpatients were then drawn at random. The
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names of 12 women and 11 men urban outpatlents were
chosen In a similar way.

Desian

As with all correlational research, there were
threats to the Internal vallidity of thls study. Some
of these threats Included differences 1iIn the
participant characterlstics between the two groups,
location differences, instrument decay, and data
collector bias.

In an attempt to control for differences in
participant characteristics, only stable outpatlients
were used and an equal number of men and women were
used. Of special concern was lnstrument decay and data
collector bias. To control for this, precise
Instructlions for administration were glven to the
mental health staff surveying the particlipants.

Results of this study were generalizable only to
schizophrenic outpatients served by a mental health
facility whose catchment area contalned rural and urban
clients and which had community support programs for
schizophrenic outpatients. This study was Intended to
help discern whether or not rural outpatients received

less information about their diagnoses and medications.
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Procedure

A questionnaire adapted from one used in a 1983
study by McGiil, Falloon, Boyd and Wood-Silveric was
used to assess the particlpant’s knowledge of their
illness and medications (See Appendix A). The
questionnalre conslisted of eight open-ended questions.
The answers were assessed by mental health staff with
access to the client’s flle. Each correct answer was
scored as one point.

The questionnaires were administered to the
participants by their casemanagers. Each participant
was presented with an informed consent form and an
explanation of what was being asked of them. The
casemanager read the questionnaire to the participant,
answered any gquestions, and recorded the answers.
Durlng a two week perlod, casemanagers acdmlinlistered the
questionnalres during routine vislts to thelr cllent s
homes. All participants could refuse to answer the
survey without penalty.

Each correct answer was used to create an
Individual score for each participant. The total score
would range from 0 to 8, with 8 representing the

greatest number of correct responses.
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Statlistical Deslian

Scorling the survey produced one score for each
participant. The participants’ scores were used to run
a 2 X 2 ANOVA, The four cells of the ANOVA were: men
urban particlpants, female wurban partlclpants, men
rural participants, and women urban participants. The
ANOVA was used to determine 1f dlfferences between the
four groups were slgnlflicant. The null hypothesis
stated that there would be no slignlflcant dlifferences

found in the amount of knowledge among the four groups.
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CHAPTER 3
Results
Four groups of outpatient schlizophrenics currently
being seen by community mental health center workers
were given a questionnaire to measure knowledge of
thelr dliagnoses and prescribed medication. The four
groups were men llving outside of the clty contalnlng
the mental health center, men living within the city,
women living outside of the city, and women living
within the city. The questlonnaires were scored from 0
to 8, wlth a score of 8 meaning all elght questions
were answered correctly. The data were analyzed with a
2 x 2 BANOVA computer program for unequal group sizes.
The results of this ANOVA are shown in Table 1. The
four groups showed different patterns of correct
answers, as shown in Table 2.

Women scored slignificantly higher than men wlith

means of 6.33 (SD= 1.28> and 4.63 (SD= .74
respectively. Those participants living in the city
containing the mental health centers scored

significantly higher than those 1living outslde the
city. The mean sScore for the city participants was
6.17 (8D= 1.08), while the rural partlicipants” mean

score was 4.87 (SD= 1.41).
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Table 1

S8 DE MS F 2

Source

Gender 33.05 1 33.05 15.63 .0003
Location 19.48 1 19.48 9.21 .0041
Gender X

Location 0.01 1 0.01 0.00 .944
Within

Groups 88.84 42 2.12

Total 141 .47 45 3.14
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Table 2

Percentaceg of Correct Responses py Group

City Women Rural Women City Men Rural Men

Question
1 66 .66% 83.33% 72.73% 81.81%
2 ?1.66% 91.66% 63.64% 36.36%
3 100.00% ?1.66% 100.00% 63.64%
4 100.00% 83.33% 100.00% 63.64%
S 100.00% ?1.66% 20.91% 72.73%
6 83.33% 41.66% 54.55% 63.64%
7 83.33% 50.00% ?.09% 2.09%
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City women, as a group, scored higher than all
other groups with a mean score of 7.0 (SD =.833).
Rural women had the next hlghest mean with 5.6 (S0 =
1.33). City men had a mean of 5.27 (8D = .66) correct
responses while rural men had a mean of only 4.00 (8D
={.64) correct responses. There was no significant

interaction pbetween sex and location.
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CHAPTER 4
Discussion

There are two limitations to the current study: the
small sample size and the use of only two mental health
centers. Despite these llimitatlions, the recent
findlings suggest some conclusions that may be useful in
reducing outpatlents” noncompl lance wlth their
medication regimens, and in planning further research
in this area.

The findlngs from this study suggest that the
amount of correct Information schlizophrenlic outpatients
have regarding their 1illnesses and prescribed
medications is affected by gender and distance from the
mental health facility providing treatment. The
results showed that women know more about thelr
diagnoses than men do. This may be because women
generally seem more compllant with outpatient treatment
procedures, such as keeping appcintments with mental
health staff. Therefore, they have more contact with
mental health staff than men (Krucko, 1978).

The results of the current study showed that while
a large percentage (66.67%) of women knew the effects
of consuming alcohoi, only a very small percentage of

men (9.09%) sald that they knew that they were not
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supposed to consume alccohol whlle taking medicatlion.
These findings are consistent with those of an earlier
study conducted by Blazer (1985>, in which Blazer
interviewed schizophrenic outpatlients on antipsychotic
medications. It was discovered that In comparison to
their urban counterparts rural cllients are more likely
to abuse illegal substances or alcohol while on
medication.

Chu, Lee, and Sallach (1986) studied 9?4 urban and
rural schizophrenics. Chu et al. found signiflcant
dlfferences In the clinlcal course of urban compared to
rural schizophrenic outpatients. Speciflically, rural
subjects were more likely to experience relapse due to
medlicatlon noncompliance. If lgnorance of dlagnosis
and medicatlon 1s considered one of the foundatlons of
outpatient noncompliance, then the current study also
supports the findings of Chu et al. The current study
showed that rural sublects were less knowledgeable
apout their diagnoses, symptoms, medication, and side
effects than their urban counterparts.

In the current study, rural men appeared to have
the least knowledge of their diagnoses and medication
among the four test groups, based on their average
number of correct responses (4.0) to the questlonnaire.

Two major factors contribute to the lack of knowledge
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about diagnoses and medications among rural men. One,
as Krucko noted, men are less likely to participate
fully wlth treatment programs. Men In general have
less contact with mental health staff than women. Two,
as Chu et al. found, rural outpatients are seen less
often by mental health staff because of their distance
from the mental health facllity.

Urban women are on the other side of the spectrum,
They recelve a great deal of contact with mental health
staff because they are close to the mental health
facility. In addition, women are generally more likely
to meet with their casemanagers weekly. Curiously,
several cf the wurban women who were highly
knowledgeable about their symptoms and medication
missed only the first question. They could not, or
would not, ldentify their dlagnosls as schizophrenla.
They seemed to have some clinical sophlistication and
knew about different disorders, yet chose not to accept
their dlagnosis of schizophrenia, but to label
themselves otherwise. For instance, several urban
women insisted that their diagnosis was multiple
personality or borderline personality disorder, both of
which currently receive considerable attention in the

media.
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The patient”’s understanding of the lllness and the
medicatlion Is crucial to the treatment of the disease
and the prevention of relapse. Various studies have
shown that educating the schlizophrenic patient about
the illness and medications can signiflcantly Improve
compllance (Seltzer, Roncar & Garflnkel, 1980)>. In
addition, Kinney (1985 reviewed the use of
psychoeducational Interventlions in rural mental health
programs. These programs were found to be effectlve
when the famllies of the outpatients were also
educated.

The current study seems to Indlicate that further
research should be done in developing educational
programs targeting both rural and male patlents.
Speclal attentlon should be pald to educating these
groups about the effects of alcohol on antlpsychotic
medications. At the same time, mental health
professionals should attempt to Insure greater contact

between themselves and these hlgh-risk groups.
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Appendlix A

ID

Instructions: These questions are designed to find out how
much you know about vyour dlsorder. Please answer each
question as best you can, do not worry If you are not sure
of the answers.

1. What ls your diagnosis, the name of your
illness?

2. Name three symptoms of your |llness.

3. What 1s the name of the medication or medications you
have been prescrlibed?

4. What directlons are you to follow 1In taking the
medication, such as how much to take and when to take jt?




5. What symptoms or problems is the medlcatlion deslgned to

help?

6. Name one side effect of each medication.

7. How would drinking alcohol affect the medication?

8. Name one food or
medication.

drug you should not use with

each

Age Sex

City or Rural

Diagnosis: Axis I

Axis II

Axis III

Axls IV

Axis V

Medications




Appendix B
Informed Consent Form
I, Pam Bantam, am conductlng a study which deals
with the amount of knowledge patients have about their
diagnosis and medications. Particlipation in the study
involves answering guestlions. There are no risks
Involved at any time and vyou do not have to
participate. You may stop participating at any time
during the gquestions. All Iinformation will be kept

confidential.

e e e e e e o ——— - - ——————

I, , affirm that I have

read and understand the above statement and have had

all of my questlons answered.

Date:

Signature:
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