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Abstract
Objectives: This study was conducted to determine the effect of an individualized motivational interview-based program to improve medication adherence with a telepsychiatric complement (by telephone) on outpatients with bipolar
disorder in follow-up at a community mental health center.
Methods: A randomized controlled experimental study was conducted with 54 patients who were receiving care for
bipolar disorder at a community mental health center post hospitalization. The data were collected using an information form, the Morisky Medication Adherence Scale (MMAS), and the Medication Adherence Rating Scale. A motivational, interview-based program to improve medication adherence consisting of 6 sessions and a total of 240–270
minutes was administered to the experimental group. After the program, SMS medication reminders were sent to
the patients in the experimental group for 3 months. The scales were readministered to the experimental and control
groups at the end of the third and sixth month to assess medication adherence. Variance analysis, significance test of
difference between means, the Friedman test, the Mann-Whitney U test, a chi-squared test, and correlation analysis
were used to evaluate the data.
Results: The mean MMAS score in the experimental group was 2.96±0.69 before the program, 0.46±0.83 after 3 months,
and 0.14±0.44 after 6 months. The difference in the medication adherence scores of the patients in the experimental
group after the program and telephone follow-up was statistically significant (p<0.05). There was no significant change
in the medication adherence level in the control group (p>0.05).
Conclusion: The results indicated that the motivational interview and telepsychiatric follow-up techniques were successful and can be used to increase medication adherence of bipolar patients.
Keywords: Bipolar disorder; community mental health center; medication adherence; motivational interview; psychiatric nursing; telepsychiatry.

D

rug therapy is a primary component of treatment for
bipolar disorder; however, adherence to medication is
known to be a challenge. Some 20% to 70% of patients stop
taking medication either partially or completely.[1–4] It has also
been reported that at least one-third of bipolar patients fail
to take >70% of their prescribed medication.[5,6] The risk of adherence non-compliance is significant in long-term therapy.

Mechanisms to foster treatment continuity in bipolar patients
with medication non-adherence are important.[7–9] Examination of the causes of non-adherence will assist with the development of effective methods to address non-compliance with
medical therapy.[10]
Studies of bipolar patients have indicated that psychological variables associated with poor medication adherence in-
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What is presently known on this subject?
• Medication adherence is of great importance in the treatment of bipolar
disorder. However, the non-adherence rate of bipolar patients is known
to be quite high. Combined interventions to address the causes of nonadherence have been recommended in the literature, but a search revealed no studies that used motivational interviewing and telephone
message follow-up to increase medication adherence in bipolar patients.
What does this article add to the existing knowledge?
• The medication adherence of bipolar patients increased significantly
following participation in the motivational interview-based medication
adherence program with telepsychiatric follow-up. Comprehensive interventions that support self-guided behavior change can result in sustained improvement.
What are the implications for practice?
• This study provides an example of a successful program to increase the
medication adherence of bipolar patients. Creating conditions that foster
consistency and self-efficacy can improve patient adherence to therapy
and patient quality of life, as well as help prevent relapse and hospitalization. The findings may also be useful for other psychiatric patients.

clude low motivation,[11] reluctance to take medication,[12] and
weak self-efficacy.[13] Individuals who believe that they have
self-control over their health have higher adherence rates.[14]
Forgetfulness and lack of routines have been reported to be
among the most important causes of non-adherence in bipolar patients.[15]
The most positive evidence related to improved treatment
adherence in bipolar patients has been reported in studies in
which drug therapy and psychosocial treatments were applied
together.[16,17] Cognitive-behavioral therapy is long-lasting and
can prevent relapses and increase adherence to drug therapy.
Similarly, psychoeducation has become a standard practice
that can improve medication adherence.[18] In addition, behavioral methods, such as motivational interviews that identify patient beliefs that prevent them from complying with the
treatment, or techniques such as a patient marking the days
when medication is to be taken on a chart have proven useful.
[19]
The common point of these approaches is that they use a
combination of tools to foster the patient’s ability to manage
the disease on their own, which provides a measure of control
that helps to support well-being and successful treatment.[5,6,20]
Behavior change is typically necessary to achieve optimal
results among patients with bipolar disorder. Motivational
interviewing, a form of directed counseling, can provide the
necessary stimulus and reinforcement to promote change.
[21]
The technique can be an effective means of psychotherapeutic intervention and used as an evidence-based approach
to develop behavioral health regimens and medication adherence.[22] As a patient-centered counseling style, motivational interviewing can help individuals discover and resolve
ambivalence.[23] This technique can be especially useful with
reluctant or insecure patients who have false beliefs and attitudes about the need for medication. Motivational interviewing uses behavioral analysis and other methods to examine
and understand the advantages and disadvantages of their
behaviors.[23,24]
In addition to motivation, forgetfulness and individual habits
are other factors that can affect the adoption of behavior
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change. The use of electronic reminders and follow-up systems has been shown to increase adherence and support
behavior change.[25–28] Reminders can be very effective in
cases of forgetfulness and unintentional resistance. Studies
have reported that education, counseling, and follow-up by
telephone reduced recurrent hospitalizations, shortened the
length of hospital stay, and promoted compliance with appointments.[29–31]
A variety of interventions to encourage adherence have
demonstrated some success particularly when used in a combination suited to the individual patient.[25] There are several
reports in the literature noting that a multifaceted approach
is likely to be more successful psychoeducation alone.[32–34]
Based on this foundation, this study was designed to examine
a layered intervention program developed for bipolar patients
that included motivational interviewing and support with
telepsychiatric follow-up to support medication adherence.

Materials and Method
Ethical Considerations
Approval was obtained from the ethics committee of
Cumhuriyet University on April 17, 2015 (no: 2015-04/17). The
patients participating in the study were informed about the
research and provided written consent.
Study Design
This was a randomized controlled trial with pre and post testing of an experimental and a control group. The population
consisted of 92 patients diagnosed with bipolar disorder who
had been discharged from a public hospital in the previous
year and registered with a community mental health center.
Sixty patients who met the inclusion criteria established for
the study and agreed to participate were enrolled. The inclusion criteria were a bipolar diagnosis according to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, educational status of at least primary school graduate,
between the ages of 18-65 years, score of 1-7 on the Medication Adherence Rating Scale (MARS), residence in the city
center, and having a mobile phone. The exclusion criteria were
an Axis II diagnosis, substance addiction, visual impairment,
physical illness, or perception and communication problems.
In all, 30 patients were assigned to the experimental group
and 30 in the control group by drawing lots. Two of the patients in the experimental group and 4 of the patients in the
control group were subsequently excluded due to hospitalization, and the study was completed with 28 patients in the
experimental group and 26 patients in the control group.
Research Hypotheses
H1. Medication adherence would be higher 6 months after
participation in the motivational interview-based medication
adherence program and telepsychiatric follow-up compared
with prior adherence among bipolar patients.
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H2. Medication adherence would be higher 3 months after
participation in the motivational interview-based medication
adherence program and telepsychiatric follow-up compared
with prior adherence among bipolar patients.
H3. Medication adherence would be higher at 3 months
among those who participated in the motivational interviewbased medication adherence program and telepsychiatric follow-up compared with those who did not.
H4. Medication adherence would be higher at 6 months
among those who participated in the motivational interviewbased medication adherence program and telepsychiatric follow-up compared with those who did not.
Data Collection Tools
The Morisky Medication Adherence Scale (MMAS), the MARS,
and an information form were used to collect the study data.
Morisky Medication Adherence Scale
The MMAS is a validated assessment tool originally developed by Morisky. A validity study of a Turkish version was
performed by Yılmaz.[35] The version of the scale used in this
study includes 4 items answered with a yes/no response, and
rates the patient's medication adherence as good (0 points),
moderate (1-2 points), or poor (3-4 points). The original Cronbach alpha coefficient of the scale was 0.63.[35] Patients who
answered "yes" to all of the questions were evaluated as adherent, and patients who answered "no" to at least 1 question
were considered non-adherent. In this study, the Cronbach
alpha coefficient of the scale was 0.72.
Medication Adherence Rating Scale
The MARS was created by Thompson et al. using a combination
of the MMAS and the Drug Attitude Inventory with the aim of
evaluating treatment adherence behaviors and patient attitudes for a 1-week period. The scale consists of 10 questions
answered with a yes/no response. A low score indicates poor
adherence.[36] A validity and reliability study of a Turkish version
of the scale was performed by Koç.[36] The authors found that
a score of 1-7 indicated poor adherence to treatment, while a
score of 8-10 suggested high adherence. The test-retest reliability Cronbach alpha coefficient of the Turkish MARS was 0.92. In
this study, the Cronbach alpha coefficient of the scale was 0.83.

Data Collection and Program Implementation
Patients who met the inclusion criteria of the study were assigned to the experimental and control groups using the randomization method (coin toss). The information form, MMAS,
and MARS were administered to both groups. The motivational interview-based medication adherence improvement
program (MIMAP) administered consisted of motivational
interviews conducted in 6 sessions held twice a week, each
lasting 40-45 minutes. The final session included medication
training. After the program, SMS reminders to take medication were sent to the experimental group participants for 3
months. The assessment tests were readministered to the experimental and control groups at 3 and 6 months (Fig. 1).
Medication Adherence Improvement Program
The MIMAP used in this study was based on established motivational interviewing methods. Individual interviews were
conducted, medication training was provided, and SMS reminders were sent as follow-up. The aim of the program was
to analyze the individual's ambivalence towards medication
use, to strengthen their self-management and adherence to
drug treatment, to eliminate lack of knowledge about medications, and to support behavior change. The MIMAP consisted
of 6 sessions, comprising a total of 240-270 minutes. The first
Study population:
BD patients discharged from Sivas Numune
Hospital enrolled for follow-up with CMHC (n=92)

Sample:
BD patients meeting the research criteria (n=60)

Randomization:
Coin toss method

Experimental group (n=30)
2 patients were
excluded due to
hospitalization

4 patients were
excluded due to
hospitalization

Motivational interviews
(6 sessions)
SMS reminders
sent for 3 months

Information Form
The personal information form consisted of 3 sections. In the
first part, 14 questions solicited demographic characteristics,
including age, gender, marital status, educational status, occupation, employment status, economic status, health insurance
status, physical illness history, family type and cohabitants,
and history of suicide attempt. The second part consisted of 8
questions about disease characteristics, and the third part had
8 questions about medications.

Control group (n=30)

No
intervention

Retest by phone at the
end of 3rd month

Retest by phone at the
end of 3rd month

Retest at the end of 6th
month

Retest at the end of 6th
month

Figure 1. The systemic immune inflammatory level by group. Group
1: serum C-reactive protein (CRP) results <3.0 mg/L, Group 2: serum
CRP results between 3.0-9.0 mg/L. SII: System immune-inflammatory
index; SII = neutrophil × platelet / lymphocyte.
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3 sessions were designed to identify and resolve points of ambivalence and create motivation for change, while the fourth
and fifth sessions focused on strengthening commitment to
change, and the final session was centered on medication
training. After completing the program, SMS reminders to
take medication were sent to the patients for 3 months. Evaluations were conducted at the third and sixth months.
Statistical Analysis
The data were evaluated using IBM SPSS Statistics for Windows, Version 22.0 software (IBM Corp., Armonk, NY, USA). The
Kolmogorov-Smirnov test was used to examine the data distribution, and a test of significance of the difference between
2 means, analysis of variance in repeated measurements, the
Friedman test, the Wilcoxon test, the Mann-Whitney U test,
chi-squared test, and correlation analysis were used to further
evaluate data. The level of error was set at 0.05.

Results
The experimental and control groups had similar characteristics in terms of age, gender, education, employment, marital
status, economic status, family structure, and history of suicide attempt (p>0.05) (Table 1).
At baseline, the MMAS scores indicated that 25% of the experimental group and 34.6% of the control group had moderate
medication adherence, and the difference between groups
was statistically insignificant (p>0.05). In all, 75% of the experimental group and 65.4% of the control group were nonadherent to drug therapy, and the difference was statistically
insignificant (p>0.05) (Table 2).
Comparison of the mean MMAS score of the experimental
group recorded before the program, at the third month, and
at the sixth month yielded a significant difference (p<0.05).
When the measurements were compared in pairs, the differences between the mean baseline score and third-month
MMAS score, and the baseline and sixth-month MMAS score
were significant (X2=48.84; p=0.001), while no statistically
significant difference was seen between the mean third- and
sixth-month MMAS scores (p>0.05). The H1 and H2 hypotheses were supported with findings that medication adherence
was higher following participation in MIMAP with telepsychiatric follow-up. The difference was insignificant when the
mean MMAS scores of the control group measured before the
program, at the third, and the sixth month were compared
(p>0.05) (Table 3).
As seen in Table 3, when the baseline MMAS scores of the experimental and control groups were compared, the difference
between the groups was insignificant (p>0.05), while the difference at the third and sixth months was significant (p<0.05).
There was greater medication adherence among the patients
who had participated in the MIMAP and telepsychiatric follow-up than in the controls, confirming the H3 hypothesis.
Medication adherence of the experimental group patients
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Table 1. Comparison of individual characteristics of
experimental and control groups
Characteristics
		

Experimental
N

%

Control
N

Test/p

%

Mean age (years)
42.42±10.05
42.11±10.17
						
Gender
Female
13
46.4
12
46.2
Male
15
53.6
14
53.8
Marital status
Married
19
67.9
17
65.4
Single
2
7.1
4
15.4
Divorced
7
25
5
19.2
Education level
Primary school
19
67.9
16
61.6
High school
6
21.4
5
19.2
University/master's
3
10.7
5
19.2
Employment status
Employed
11
39.3
10
38.5
Not employed
17
60.7
16
61.5
Economic status
In-come < expenses
9
32.1
7
26.9
Income = expenses
11
39.3
15
57.7
Income > expenses
8
28.6
4
15.4
Family type
Nuclear
23
82.1
23
88.5
Extended
5
17.9
3
11.5
Suicide attempt
Yes
9
32.1
5
19.2
No
19
67.9
21
80.8
Total
28
100.0
26
100.0

t=0.11
p=0.910
X2=0.00
p=0.984
X2=1.03
p=0.595

X2=2.27
p=0.517

X2=0.00
p=0.951
X2=2.12
p=0.345

X2=0.42
p=0.514
X2=1.17
p=0.279

Table 2. Comparison of experimental and control group
adherence according to the Morisky Medication Adherence
Scale prior to the study program
Adherence rates
		

Experiment
N

%

Control
N

Test/p

%

Moderate
7
25.0
9
34.6
						
Non-adherent
21
75.0
17
65.4
Total
28
100.0
26
100.0

X2=0.59
p=0.439

was also observed to be greater at 6 months than that of the
controls, validating the H4 hypothesis.
Table 4 shows the comparison of the mean MARS scores measured before the program, at the third month, and at the sixth
month and illustrates a significant difference (p<0.05). When
the measurements were compared in pairs, the difference between the mean baseline and third-month MARS scores, the
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Table 3. Comparison of mean Morisky Medication Adherence
Scale scores of the experiment and control groups at baseline,
3 months, and 6 months
Experimental

Control

Mean±SD

Mean±SD

Before program
2.96±0.69
2.96±0.91
					
3 months
0.46±0.83
2.84±0.83
					
6 months
0.14±0.44
3.15±1.00
					
Test/p
X2**=48.84
X2**=4.29
*
p=0.117
		
p=0.001

Test/p

t=0.01
p=0.990
t=10.46
p=0.001*
t=14.36
p=0.001*

Table 4. Comparison of mean experimental and control group
Medication Adherence Rating Scale scores at baseline, 3
months, and 6 months
Experimental

Control

Mean±SD

Mean±SD

Before program
4.17±1.78
3.65±1.83
					
3 months
7.46±1.95
3.61±1.83
					
6 months
8.57±1.68
3.80±1.81
*
p=0.001
Test/p
X2**=48.59
X2**=0.47
*
p=0.789
		
p=0.001

Test/p

t=1.06
p=0.292
t=7.45
p=0.001*
t=10.00

preliminary and sixth-month scores, and the third- and sixthmonth scores were significant (X2=48.59; p=0.001). There was
a significant difference between the groups in terms of the
mean scores of MARS measured at the third and sixth month
(p<0.05). The mean MARS scores of the control group did not
demonstrate a significant difference over time (p>0.05). The
study hypotheses were confirmed.

Discussion
In this study, the initial medication non-adherence rate of the
study patients according to the MMAS scores was 76.7% in the
experimental group and 60% in the control group. The results
for participants in the MIMAP revealed that the non-adherence rate in the experimental group decreased by 73.4% at the
third month and by 66.7% at the sixth month. The MMAS score
in the control group did not change significantly at 3 months,
and increased by 13.1% at 6 months.
The MARS evaluation of non-adherence in the experimental
group decreased by 33.3% at the third month, and by 86.7% at
the sixth month. In the control group, the MARS score increased
by 4.2% at the third month and by 13.05% at the sixth month.
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It has been reported that as many as 70% of bipolar patients
will discontinue their medication, although non-adherence
rates varied considerably between studies, partly due to the
heterogeneity of patient populations.[2,3,37] Most often, discontinuation has been observed in the first year.[1,38] Levin et
al.[39] reported that in a 3-month follow-up study of 86 bipolar
patients with poor adherence, the rate of non-adherence was
40.2% in the previous week and 42.8% in the previous month.
The adherence rate data in the literature are consistent with
our study findings.
Although many studies have used and assessed motivational
interviewing techniques,[40–43] a review of the literature yielded
no study using motivational interviewing and SMS reminders
to increase drug adherence in bipolar patients. Related research includes 2 uncontrolled studies and 1 controlled study
designed to improve medication adherence in bipolar patients. One of these studies used motivational interviewing in
a 3-week intervention with 15 patients. The first session was
conducted face-to-face and 2 subsequent sessions were conducted by phone. The results revealed a significant increase
in medication adherence, self-efficacy, and motivation for
change.[40] In a quasi-experimental study of 21 bipolar patients
>50 years of age, it was found that a 12-week training course
to improve medication adherence skills that included education, motivation training, and medication and symptom management resulted in a 15% decrease in the non-adherence
rate of patients and a 31% decrease in difficulty with medication management.[41] The results of a multifaceted randomized controlled experimental study that included motivational
interviewing and psychoeducation to increase medication
adherence in bipolar patients also indicated that adherence
increased by 35% based on MMAS scores, as well as improvement in other measures, including symptoms, quality of life,
and patient beliefs, intentions, and self-efficacy in a 6-month
follow-up.[42] Jones et al.[43] reported that patients in a motivational interview group showed a significant reduction in
impulsivity and substance use, as well as significant improvement in treatment adherence and mood.
Our findings are consistent with previous studies showing that
motivational interviewing can improve treatment adherence
in bipolar patients. Continuity is required for successful treatment of bipolar disorder.[7] Bipolar patients typically adhere to
use of long-term mood stabilizers for an average of 5 months.
[44]
Reminders can be useful in cases of unintentional non-adherence due to forgetfulness or lack of a consistent medication
routine. Studies have reported that education, counseling, and
follow-up by telephone can reduce recurrent hospitalizations,
shorten the length of hospital stay, and improve compliance
with appointments.[29–31] In this study, the SMS reminders sent
to patients every day for 3 months proved an effective tool in
maintaining drug adherence. The reminders to use their medications may have helped to address forgetfulness and organizational difficulties, and contributed to a belief that they were
supported yet capable of managing their condition. This finding
demonstrates the value of home follow-up of bipolar patients.
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For some patients, adherence to drug therapy is difficult for
more complex reasons, as it often requires significant changes in thoughts and behavior. Although some may accept the
benefits of medication, ambivalence may lead to decreased
treatment effectiveness and negative health outcomes.[22] It
has been observed that poor adherence is frequently associated with poor motivation, reluctance, and beliefs that drugs are
unnecessary as well as a high level of anxiety about the side effects of medication.[11,45] The attitudes and thoughts of patients
about bipolar disorder are a primary reason for non-adherence.
[7]
Previous research noted the following factors inhibiting regular medication use: disbelief that the condition will improve
with drug use (32.4%), experiencing side effects (27.4%), belief
that they have been healed (9.8%), forgetting to take medication (7.8%), feeling exhausted due to long-term drug use (5.9%),
belief that they are not sick (5.9%), and other reasons (10.8%).
[4]
Motivational interviewing is an evidence-based psychotherapeutic intervention that can be used to increase patients' adherence to behavioral health regimens and treatment.[46–48] The
results of this study demonstrated that the level of medication
adherence of the patients in the experimental group was significantly greater than that of the patients in the control group.
The motivational interviews conducted to discuss sources of
ambivalence, negative beliefs, and behaviors provided support
for initiating and sustaining healthy changes. Self-awareness
and self-management tools provided a foundation for behavior change and greater medication adherence. Re-evaluation
of medication use in follow-ups may have also contributed to
increases in medication adherence.[2,3,29–31,37,46]

Conclusion
The MIMAP with telepsychiatric follow-up used in this study
demonstrated successful results. Medication adherence increased significantly in the experimental group and was maintained over time. These findings are valuable as an illustration
of the benefit of this type of program for bipolar patients, and
potentially for other patients. Additional randomized controlled studies are recommended.
Conflict of interest: There are no relevant conflicts of interest to
disclose.
Peer-review: Externally peer-reviewed.
Authorship contributions: Concept – Z.G.G., M.K.; Design –
Z.G.G., M.K.; Supervision – M.K.; Data collection &/or processing
– Z.G.G.; Analysis and/or interpretation – Z.G.G., M.K.; Literature
search – Z.G.G.; Writing – Z.G.G., M.K.; Critical review – Z.G.G., M.K.;

References
1. Berk L, Hallam KT, Colom F, Vieta E, Hasty M, Macneil C, et al.
Enhancing medication adherence in patients with bipolar disorder. Hum Psychopharmacol 2010;25:1–16.
2. Montoya A, Pérez Sánchez Toledo J, Gilaberte I, González-Pinto
A, Haro JM, Vieta E, et al. Patterns of drug treatment for manic
episode in the clinical practice. Outcomes of the Spanish sam-

Psikiyatri Hemşireliği Dergisi - Journal of Psychiatric Nursing

ple in the EMBLEM Study. Actas Esp Psiquiatr 2007;35:315–22.
3. Perlick DA, Rosenheck RA, Clarkin JF, Maciejewski PK, Sirey J,
Struening E, et al. Impact of family burden and affective response on clinical outcome among patients with bipolar disorder. Psychiatr Serv 2004;55:1029–35.
4. Aksoy A, Kelleci M. Relationship between drug compliance,
coping with stress, and social support in patients with bipolar
disorder. Dusunen Adam 2016;29:210–8.
5. Colom F, Vieta E, Tacchi MJ, Sánchez-Moreno J, Scott J. Identifying and improving non-adherence in bipolar disorders.
Bipolar Disord 2005;7:24–31.
6. Sajatovic M, Chen D, Dines P, Shirley ER. Psychoeducational approaches to medication adherence in patients with bipolar disorder. Disease management and health outcomes
2007;15:181–92.
7. Scott J, Pope M. Nonadherence with mood stabilizers: Prevalence and predictors. J Clin Psychiatry 2002;63:384–90.
8. Clatworthy J, Bowskill R, Rank T, Parham R, Horne R. Adherence to medication in bipolar disorder: A qualitative study exploring the role of patients' beliefs about the condition and its
treatment. Bipolar Disord 2007;9:656–64.
9. Soykan A. İki uçlu bozuklukta tedavi uyumunu arttırma stratejileri. J Mood Disorders 2013;3(Suppl 1):9–10.
10. Kasper S, Saya L, Tekin B, Loze JY. How to improve adherence
to antipsychotic treatment: Outcomes of the IMproving PAtient outComes in psychiaTry (IMPACT) Berlin 2009 meeting
workshop. Int J Psychiatry Clin Pract 2009;13:245–52.
11. Arvilommi P, Suominen K, Mantere O, Leppämäki S, Valtonen
H, Isometsä E. Predictors of adherence to psychopharmacological and psychosocial treatment in bipolar I or II disorders an 18-month prospective study. J Affect Disord 2014;155:110–
7.
12. Mert DG, Turgut NH, Kelleci M, Semiz M. Perspectives on reasons of medication nonadherence in psychiatric patients. Patient Prefer Adherence 2015;9:87–93.
13. Casaletto KB, Kwan S, Montoya JL, Obermeit LC, Gouaux B, Poquette A, et al. Predictors of psychotropic medication adherence among HIV+ individuals living with bipolar disorder. Int
J Psychiatry Med 2016;51:69–83.
14. Darling CA, Olmstead SB, Lund VE, Fairclough JF. Bipolar disorder: Medication adherence and life contentment. Arch Psychiatr Nurs 2008;22:113–26.
15. Sajatovic M, Levin J, Fuentes-Casiano E, Cassidy KA, Tatsuoka
C, Jenkins JH. Illness experience and reasons for nonadherence among individuals with bipolar disorder who are poorly
adherent with medication. Compr Psychiatry 2011;52:280–7.
16. Sajatovic M, Davies M, Hrouda DR. Enhancement of treatment
adherence among patients with bipolar disorder. Psychiatr
Serv 2004;55:264–9.
17. Jung XT, Newton R. Cochrane Reviews of non-medication-based psychotherapeutic and other interventions for
schizophrenia, psychosis, and bipolar disorder: A systematic
literature review. Int J Ment Health Nurs 2009;18:239–49.
18. Vieta E, Azorin JM, Bauer M, Frangou S, Perugi G, Martinez G,
et al. Psychiatrists' perceptions of potential reasons for non-

Zarif Gaye Gülcü, Medication adherence improvement program for bipolar patients / dx.doi.org/10.14744/phd.2022.24582

and partial adherence to medication: Results of a survey in bipolar disorder from eight European countries. J Affect Disord
2012;143:125–30.
19. Maçkalı Z, Tosun A. Cognitive behavioral therapy in bipolar
disorder. Curr Approac Psychiatr 2011;3:571–94.
20. Miklowitz DJ, Simoneau TL, George EL, Richards JA, Kalbag
A, Sachs-Ericsson N, et al. Family-focused treatment of bipolar disorder: 1-year effects of a psychoeducational program in conjunction with pharmacotherapy. Biol Psychiatry
2000;48:582–92.
21. Miller WR, Rollnick S. Motivasyonel görüşme: İnsanları
değişime hazırlama. (Karadağ F, Ögel K, Tezcan AE, Çeviri
Editörleri). Ankara: HYB Yayıncılık; 2009.
22. Laakso LJ. Motivational interviewing: Addressing ambivalence
to improve medication adherence in patients with bipolar disorder. Issues Ment Health Nurs 2012;33:8–14.
23. Rollnick S, Miller WR. What is motivational interviewing?. Behav Cogn Psychother 1995;23:325–35.
24. Ögel K. Motivational interviewing. Turkiye Klinikleri J Psychiatry-Special Topics 2009;2:41–4.
25. Haddad PM, Brain C, Scott J. Nonadherence with antipsychotic medication in schizophrenia: Challenges and management
strategies. Patient Relat Outcome Meas 2014;5:43–62.
26. Vervloet M, van Dijk L, Santen-Reestman J, van Vlijmen B,
van Wingerden P, Bouvy ML, et al. SMS reminders improve
adherence to oral medication in type 2 diabetes patients
who are real time electronically monitored. Int J Med Inform
2012;81:594–604.
27. Montes JM, Medina E, Gomez-Beneyto M, Maurino J. A short
message service (SMS)-based strategy for enhancing adherence to antipsychotic medication in schizophrenia. Psychiatry
Res 2012;200:89–95.
28. Välimäki M, Hätönen H, Adams CE. Mobile.net: Mobile telephone text messages to encourage adherence to medication
and to follow up with people with psychosis: Methods and
protocol for a multicenter randomized controlled two-armed
trial. JMIR Res Protoc 2012;1:e8.
29. Hyler SE, Gangure DP. A review of the costs of telepsychiatry.
Psychiatr Serv 2003;54:976–80.
30. Craig J, Patterson V. Introduction to the practice of telemedicine. J Telemed Telecare 2005;11:3–9.
31. Shoffner J, Staudt M, Marcus S, Kapp S. Using telephone reminders to increase attendance at psychiatric appointments:
Findings of a pilot study in rural Appalachia. Psychiatr Serv
2007;58:872–5.
32. Zygmunt A, Olfson M, Boyer CA, Mechanic D. Interventions to
improve medication adherence in schizophrenia. Am J Psychiatry 2002;159:1653–64.
33. McDonald HP, Garg AX, Haynes RB. Interventions to enhance
patient adherence to medication prescriptions: scientific review. JAMA 2002;288:2868–79.

107

34. Dolder CR, Lacro JP, Dunn LB, Jeste DV. Antipsychotic medication adherence: Is there a difference between typical and
atypical agents? Am J Psychiatry 2002;159:103–8.
35. Yılmaz S. Psikiyatri hastalarında ilaç yan etkileri ve ilaç uyumu.
(Yüksek Lisans Tezi) İstanbul: İstanbul Üniversitesi Sağlık Bilimleri Enstitüsü; 2004.
36. Koç A. Kronik psikoz hastalarında tedavi uyumunun ve tedavi
uyumu ile ilişkili etkenlerin değerlendirilmesi. (Tıpta uzmanlık
tezi) Ankara: Gazi Üniversitesi; 2006.
37. Murru A, Pacchiarotti I, Amann BL, Nivoli AM, Vieta E, Colom F.
Treatment adherence in bipolar I and schizoaffective disorder,
bipolar type. J Affect Disord 2013;151:1003–8.
38. Sajatovic M, Valenstein M, Blow FC, Ganoczy D, Ignacio RV.
Treatment adherence with antipsychotic medications in bipolar disorder. Bipolar Disord 2006;8:232–41.
39. Levin JB, Tatsuoka C, Cassidy KA, Aebi ME, Sajatovic M. Trajectories of medication attitudes and adherence behavior
change in non-adherent bipolar patients. Compr Psychiatry
2015;58:29–36.
40. McKenzie K, Chang YP. The effect of nurse-led motivational interviewing on medication adherence in patients with bipolar
disorder. Perspect Psychiatr Care 2015;51:36–44.
41. Depp CA, Lebowitz BD, Patterson TL, Lacro JP, Jeste DV. Medication adherence skills training for middle-aged and elderly
adults with bipolar disorder: Development and pilot study.
Bipolar Disord 2007;9:636–45.
42. Pakpour AH, Modabbernia A, Lin CY, Saffari M, Ahmadzad
Asl M, Webb TL. Promoting medication adherence among
patients with bipolar disorder: A multicenter randomized
controlled trial of a multifaceted intervention. Psychol Med
2017;47:2528–39.
43. Jones SH, Barrowclough C, Allott R, Day C, Earnshaw P, Wilson
I. Integrated motivational interviewing and cognitive-behavioural therapy for bipolar disorder with comorbid substance use. Clin Psychol Psychother 2011;18:426–37.
44. Otto MW, Reilly-Harrington N, Sachs GS. Psychoeducational
and cognitive-behavioral strategies in the management of bipolar disorder. J Affect Disord 2003;73:171–81.
45. Sajatovic M, Ignacio RV, West JA, Cassidy KA, Safavi R, Kilbourne AM, et al. Predictors of nonadherence among individuals with bipolar disorder receiving treatment in a community
mental health clinic. Compr Psychiatry 2009;50:100–7.
46. McKenzie K, Chang YP. The effect of nurse-led motivational interviewing on medication adherence in patients with bipolar
disorder. Perspect Psychiatr Care 2015;51:36–44.
47. Hettema J, Steele J, Miller WR. Motivational interviewing.
Annu Rev Clin Psychol 2005;1:91–111.
48. Levensky ER, Forcehimes A, O'Donohue WT, Beitz K. Motivational interviewing: An evidence-based approach to counseling helps patients follow treatment recommendations. Am J
Nurs 2007;107:50–9.

