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SECTION A: PREFACE

This Portfolio documents completion of the required competencies for the award of
Professional Doctorate in Health Psychology. It demonstrates the process of the ac-
quisition of skills and knowledge while undertaking Health Psychology training. It fo-
cuses on reflections of linking the theoretical awareness that occurred during this

process with applied areas of practice.

The majority of the training illustrated in this portfolio involved the application of
Health Psychology theories and frameworks within a community based mental health
project. Evidence suggests that on average, individuals with serious mental health
illnesses such as schizophrenia, die twenty years earlier when compared with the
general population. They are also twice as likely to develop diabetes, twice as likely
to develop hypertension, three times more likely to die from coronary heart disease,
ten times more likely to die from respiratory disease and four times more likely to die
prematurely (Rethink Mental lllness, 2013). Additionally, weight gain is a common
unwanted side effect of anti-psychotic medication (Kurzthaler & Fleischhacker,
2001). This has been identified as a crucial issue as many patients with schizophre-
nia are exposed to serious health risks due to excessive body weight (Acil, Dogan,
& Dogan, 2008). The clinical implications of these factors are pronounced, particu-
larly when the financial connotations are considered. Hospital treatment and anti-
psychotic medication can be both costly and prolonged in long-term mental health

disorders (Allison et al., 2009). Additionally, research suggests that a lack of



knowledge of the positive aspects of healthy living is prevalent on many mental
health wards (Acil et al., 2008). Furthermore, individuals diagnosed with mental ill-
ness often display a lack of engagement and trust towards health care professionals.
Due to this, their physical health and overall well-being can often be overlooked (Acil
et al., 2008). Developing an effective therapeutic relationship is often considered a
cornerstone to effective treatment (Lehrer & Lorenz, 2014), and communication has
been identified as having a significant impact on therapeutic relationships for individ-
uals diagnosed with schizophrenia. Communication styles and effective health pro-

motion could therefore potentially have a profound impact upon patients.

The training was conducted within the context of these factors. The aim was to utilise
this opportunity to introduce the benefits of the application of Health Psychology the-
ory, within a community based mental health setting. Improving the health of this
population was at the centre of many aspects of the portfolio. It was hoped that this
could impact on overall well-being, enhancing standards and delivery of psychiatric
care and conceivably serving as a pathway, which could potentially result in an up-

take of Applied Health Psychologists working within this field.

The research thesis explored the concept of adherence to anti-psychotic medication.
Anti-psychotic medication is the most common form of treatment for various forms of
psychosis. However, many individuals avoid terms such as psychotic or schizo-
phrenic, with some individuals rejecting their clinical diagnosis altogether. Therefore,
the decision was made for terminology to focus purely on the medication rather than
a particular condition. This was an effort to avoid labelling and to make the research

as inclusive as possible while maximising patient participation. The aim was for the
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research to benefit from a focus on patient perspectives in addition to clinical per-

spectives.

Anti-psychotic medication can deliver considerable improvements in symptoms. Yet,
the estimated rate of non-adherence to anti-psychotics is reported to be 56% (Lacro,
Dunn, Dolder, Leckband, & Jeste, 2002). Non-adherence to anti-psychotic medica-
tion is associated with a range of detrimental outcomes including an increased risk
of relapse and rehospitalisation, increased use of emergency psychiatric services,
detrimental mental functioning and increased risk in suicide (Beck, Cavelti, Kvrgic,
Kleim, & Vauth, 2011). Investigating ways of improving adherence was thus seen as
a crucial element of future research (Acosta, Hernandez, Pereira, Herrera, &
Rodriguez, 2012). The aim was for the thesis to be written in a manner which would
be accessible not only to Health Psychologists but also to those working within men-
tal health settings. The potential real-world impact is presented in the wider context
of the value of the theoretical frameworks of Health Psychology in exploring these
phenomena. The implications of how the Self-Regulation Model provides a useful
framework for understanding how a patient’s representation of their iliness influences
their adherence to anti-psychotic medication is a key element of the results of this
study. The findings from the research thesis are due to be presented at the BPS

Division of Health Psychology conference in September 2017.

Having identified issues surrounding the prevalence of physical health and weight

gain amongst individuals prescribed anti-psychotic medication, it was apparent that

a healthy eating behaviour change intervention would be of considerable benefit in
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optimizing well-being of service users within a community based mental health set-
ting. To this end the behaviour change competency focused on the development and
implementation of Health Psychology based behaviour change workshops. This pro-
vided service users with an opportunity that they might not otherwise receive and
further amplified the real-world potential and benefits of the application of Health

Psychology theory and input within a mental health setting.

Health Psychology and health promotion are complimentary and proved to be an
antecedent to first component of the teaching and training competency. During dis-
cussions with a director at a community mental health service, the impact of the be-
haviour change competency was assessed. It was agreed that raising awareness of
the benefits of healthy eating, focusing specifically on aiding service users within
mental health settings, would be of great use to staff members within the organisa-
tion. The director was eager for training on Health Psychology perspectives to be
rolled out to the multi-disciplinary staff team. Training was adapted to focus on com-
munication styles and introduced Motivational Interviewing as a useful technique in

helping people change health related behaviour in mental health settings.

Throughout the course of the training there were numerous opportunities to lecture
on various undergraduate and postgraduate psychology programmes. The case
study included in this portfolio focuses on a lecture on the Research in Action mod-
ule, which explored the psychological impact of Alopecia (the area of the systematic
review), as this lecture was designed purely from the research undertaken while car-
rying out work for this portfolio. The process of designing and conducting a lecture

which helped disseminate findings to post graduate psychology students proved to
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be an extremely worthwhile and enjoyable experience. It provided the opportunity to

develop new skills and was a particular highlight of the training process.

The concept for the systematic review, developed from an interest in the promotion
and engagement of psychological interventions for relatively obscure conditions.
This stemmed from a conversation with an Alopecia patient in which their experi-
ences of the condition were described. It was highlighted how family members had
suggested that it was vain to focus on physical appearance. While healthcare pro-
fessionals emphasised that it did not involve physical pain, and had expressed how
the individual should be grateful that the hair loss was not due to a more serious
illness such as cancer. This was paralleled with the experience of working with indi-
viduals diagnosed with mental health conditions. Some of whom had described frus-
trations at how, many of their symptoms such as lack of motivation, were often
viewed as behavioural issues and not as symptoms of their illness. Alopecia is not
life threatening, it does not involve loss of mobility or physical pain. However, it can
have a profound negative impact on one’s psychological health (Williamson, Gonza-
lez, & Finlay, 2001). A systematic review was conducted to develop a more detailed
understanding of the psychological and social impact of Autoimmune Alopecia and

the psychological treatments currently available for this impact.

The consultancy involved the opportunity to work with a different client group in the
area of smoking cessation. Smoking is a complex health behaviour involving an
amalgamation of biological, psychological and social processes (Marks, Murray, Ev-

ans, & Willig, 2000). Addiction to smoking and the process of cessation is an im-
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portant area for Health Psychology practice and research, and a priority for the gov-
ernment in reducing health inequalities, while improving overall health. Although the
trainee was experienced and qualified in providing specialist smoking cessation sup-
port amongst mental health populations, working with a completely different client
group afforded the option to develop new skills, expand upon communication tech-
niques and hone pre-existing skills. The Consultancy, Teaching and Training and
Systematic Review thus provided an opportunity to work with different populations.
This has demonstrated that although there was a core emphasis during the training,
there has also been variety, highlighting the scope of Health Psychology to be ap-

plied within a diverse range of settings.

This portfolio demonstrates the consolidation of learning and experience on the doc-
toral Health Psychology training programme. The varying competencies illustrate the
process of the application of theory to practice and assessing and critiquing the evi-
dence base to address challenges. The main focus was on the application of Health
Psychology principles, while working as a Trainee Health Psychologist in a commu-
nity based mental health project. Working within this setting provided innovative
ways to expand upon the boundaries of its implementation, expounding the numer-
ous benefits of its applications, and illustrating the positive role that Health Psychol-

ogy can play in addressing key public health challenges.
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Abstract

Introduction

Adherence to prescribed medication is crucial to effective treatment in many chronic
conditions, and particularly for individuals diagnosed with psychosis. Health Psychol-
ogy has traditionally provided robust models that have been employed to explore
adherence in numerous chronic conditions. However, research using these models
to explore adherence to anti-psychotic medication is scarce. This study looked to
implement the science and evidence base of Health Psychology while exploring de-

terminants of adherence to anti-psychotic medication.

Method

In this longitudinal questionnaire study, data was collected at two-time points, six
months apart. One hundred and ten individuals participated in the baseline stage.
Adherence to antipsychotic medication was measured using the Medication Adher-
ence Rating Scale. Social support, illness perceptions, illicit drug use and side effects
were assessed using the Duke Functional Social Support Questionnaire, The Brief
lliness Perception Questionnaire, The Drug Abuse Screening Test and The Glasgow
Anti-Psychotic Side Effect Scale Questionnaires respectively. Analysis of Variance

and Correlation analyses were conducted to explore associations between these
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factors and adherence, while the potential predictive capacity of these factors was

examined through Multiple Regressions.

Results

Social Support, Treatment Control and Personal Control were significantly associ-
ated with adherence, while Treatment Control (3=.407 [.405-.095], p=.000) and So-
cial Support (B=.282 [.682-.214], p=.002) were demonstrated to be a significant de-

terminant of adherence to anti-psychotic medication.

Conclusion

Adherence to anti-psychotic medication presents with a unique set of challenges and
is a complex phenomenon influenced by a number of parameters. Levels of social
support and treatment control are significant determinants of adherence to anti-psy-
chotic medication. Efforts to enhance social support and personal control can be
employed in future interventions designed to increase adherence. Treatment Control
is an important factor and the Self-Regulation Model has the aptitude to be employed
in future research. There is potential for prospective research to apply Health Psy-
chology theories, frameworks and principles to not only scrutinise adherence within
mental health settings but also develop behaviour change interventions that target

identified risk factors for non-adherence.
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SECTION 1. INTRODUCTION

CHAPTER 1. Adherence

1.1 Adherence and Health Psychology.

Non-adherence is an intricate, multi-factorial issue with a variety of forms. The chal-
lenges of patients not following prescribed treatment is not new. Indeed, it was com-
mented upon by Hippocrates in the 4" century BC (Lerner, 1997). It is a problem in
all areas of medication but the very nature of psychiatric iliness, which can have an
impact upon judgment, places psychiatric patients at increased risk of non-adher-

ence (Srinivasan & Thara, 2002).

Adherence is a behaviour that is difficult to detect and individuals may be fully or
partially non-adherent (Schennach-Wolff et al., 2009). Researchers have suggested
that adherence to medication ranges on a spectrum. From patients who take none
of their prescribed medication, to those who take every dose exactly as described,
with various levels in between which can be termed as partial adherence (Haddad,
Brain, & Scott, 2014). In research, adherence is often dichotomised for analysis re-
guirements and a distinction made at missing 20% of medication, as this termination
point has been demonstrated to have validity in predicting subsequent rehospitalisa-
tion in psychosis (Karve et al., 2009). However, others have argued that adherence
should be viewed as continuously disturbed rather than naturally dichotomous, as

complete adherence or non-adherence is uncommon (Razali & Yusoff, 2014).
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Health Psychology has proposed various models to explain the psychological factors
affecting non-adherence, several which will be discussed in this study. Leventhal’s
(1980) Self-Regulation Model has frequently been utilised to explain adherence in
long-term conditions. More recently, the Necessity-Concerns Framework (Horne et
al., 2013) has expanded upon previous research and outlined how common sense
evaluations of prescribed medication influence the motivation to adhere to treatment.
Models such as Leventhal's Self-Regulation model and the Necessity-Concerns
Framework have been used to explore adherence in numerous long-term conditions.
However, research into the application of Health Psychology frameworks amongst
individuals diagnosed with psychosis remains scarce, and there is a deficiency of in-
depth, longitudinal reviews of the unique factors surrounding adherence amongst a
population of individuals prescribed anti-psychotic medication. This study looked to
implement the science and evidence base of Health Psychology and Health Behav-

iour Change into the world of adherence to anti-psychotic medication.

1.2 Adherence and Anti-psychotic medication.

Antipsychotic medications are primarily indicated for the treatment of the symptoms
of psychoses. Psychosis is the term used to refer to the experience of hallucinations
(sensory perceptions of phenomena that are not actually present) and delusions
(false beliefs held despite evidence to the contrary) and the resulting behaviour that
may occur as a consequence of these experiences. lllnesses involving symptoms of

psychosis include schizophrenia and other psychotic disorders such schizoaffective
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disorder, delusional disorder and bipolar affective disorder, Antipsychotic medica-
tions may also be used to treat the psychosis associated with other medical condi-

tions, such as dementia (Lally & MacCabe, 2015).

According to statistics released in 2015 by the Health and Social Care Information
Centre, one in four people in the UK report being diagnosed with at least one mental
health problem (The Health & Social Care Information Centre, 2015). Schizophrenia
is the traditional term for more severe psychoses. Schizophrenia is one of the most
common severe mental health conditions, for many it is a chronic psychotic disorder,
which causes a range of different psychological symptoms and has substantial emo-
tional and financial impact (Popp, Manea, & Moraru, 2014). Itis a disorder that affects
thinking, feeling and behaviour. Symptoms can include delusions, hallucinations
such as hearing voices, and loss of interest, energy and emotions. The cost and
impact of psychosis, both to the individual and at a societal level can be immense
(Zou et al., 2013). Periods of remission and relapse are often precipitated by dysau-
tonomia (i.e. dysfunction of autonomic nervous system), isolation and financial de-

pendence (Popp et al., 2014).

This research will examine adherence to anti-psychotic medication in general rather
than focus on a particular medication or condition due to patients’ preference to avoid
labelling and difficulties with accurate diagnosis. During the Patient and Public In-
volvement (PPI) groups conducted as part of this study (refer to chapter 8.4), it was
highlighted that patients often felt labelled and stigmatised by terms such as “schiz-
ophrenic” and often disassociate from such terminology, many reported that they
would feel more comfortable taking part in research focusing on their medication

rather than their condition. Furthermore, a diagnosis of schizophrenia is made based
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on psychiatric evaluation identifying the presence of two or more of the following
symptoms for over 30 days; hallucinations, delusions, disorganized speech, cata-
tonic behaviour or negative symptoms (emotional flatness, apathy, lack of speech).
As symptoms and Community Mental Health teams had varied over time, feedback
from the PPI suggested that it was common to have multiple diagnoses at a particular
time or to be diagnosed with different conditions by different psychiatrists during the
course of treatment. In addition, it was highlighted that the majority of patients were
treated with a combination of different anti-psychotic medications rather than just one
and that it was relatively common for the psychotropic medication to be changed
numerous times during treatment. Therefore, this study will focus on patients’ iliness
perceptions and adherence to medication in general and will not make any distinction
of the specific medication taken. This was an effort to avoid labelling and to make

the research as inclusive as possible while maximising patient participation.

1.3 Unique aetiology of psychosis.

An important point to consider when investigating adherence to anti-psychotic medi-
cation is the unique aetiology of the condition. Historically, treatments for those suf-
fering from psychoses were often ineffectual and many remained in asylums for
lengthy periods. However, the introduction of anti-psychotic medications in the
1950’s enabled those diagnosed with mental health disorders to be treated in the
community. The conception of typical antipsychotic medication and subsequent in-
troduction of atypical antipsychotics has resulted in improved outcomes for patients,

moving away from Victorian modes of treatment in outdated wards and instigated
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the introduction of community care (Coffey, 1999). Anti-psychotic medication is con-
sidered a cornerstone in the treatment and recovery of severe mental health ilinesses
such as schizophrenia (McCann, Boardman, Clark, & Lu, 2008). Overwhelming evi-
dence suggests that anti-psychotic medication is extremely efficacious in treating the
symptoms of psychosis (Thornley & Adams, 1998). It has the potential to reduce the
risk of relapse substantially (Klingberg, Schneider, Wittorf, Buchkremer, &
Wiedemann, 2008). Numerous studies have highlighted that the key element of fa-
vourable long-term outcomes is continuous adherence to anti-psychotic treatment

(Robinson et al., 2002; Malla et al., 2006).

The development, progression, consequences and outcomes in psychosis vary
greatly between individuals (Ram, Bromet, Eaton, Pato, & Schwartz, 1992). A rela-
tively low percentage of people diagnosed experience a single episode and fully re-
cover. For the majority, it is a chronic condition. However, the prognosis is favourable
when treated with anti-psychotic medication (Haddad et al., 2014). Research sug-
gests that long-term treatment adherence to anti-psychotic medication coincides with
considerable improvements in symptoms and functioning and it therefore has a sub-
stantial advantage over no treatment or non-adherence (Lee, Kane, Sereika, Cho, &
Jolley, 2011). Despite the evidence suggesting that anti-psychotic medication is im-
perative in the successful treatment of psychosis, it is reported that schizophrenia is
the second most difficult condition in which to obtain suitable adherence, with the
most difficult being weight reduction therapy (Keith & Kane, 2003). The estimated
rate of non-adherence in schizophrenia is reported to be 56% (Lacro, Dunn, Dolder,
Leckband, & Jeste, 2002). However, prevalence rates vary according to clinical set-

ting, assessments used, duration, and study population characteristics (Novic et al.,
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2010). In the first two years subsequent to a psychotic episode, the non-adherence
rate is reported to be 55% and is linked to a fivefold increase in rehospitalisation

within one year (Barkhof, Meijer, de Sonneuville, Linszen, & de Haan, 2012).

In severe psychiatric conditions where insight is often impaired, and the necessity of
treatments may not be recognised by the patient (Emsley, 2010), non-adherence can
be a convoluted, severe issue. In fact, a recent review highlighted several features
that make non-adherence especially challenging for psychiatric patients. These fac-
tors not only include a lack of illness awareness (which refers to iliness perceptions
and insight as well as beliefs and attitudes concerning the composition of the illness),
the direct impact of symptoms (which can include cognitive impairments, depression
and both positive and negative symptoms), comorbid substance misuse, social iso-
lation, stigma and increasing disintegration of mental health services in many socie-
ties (Haddad et al., 2014). However, while a number of studies have investigated
these concepts separately there is relatively scarce longitudinal research exploring

the interaction between these factors.

1.4 Research impediments and distinction between Com-

pliance & Adherence

There are also complexities in the definition of compliance or non-adherence and the
criteria by which it becomes clinically relevant (Kikert et al., 2008). In general termi-

nology, adherence to a medication regime is viewed as the extent to which the indi-
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vidual’s behaviour corresponds with agreed recommendations from a health profes-
sional (Lehane & McCarthy, 2009). The term “non-adherent” may refer to other treat-
ment recommendations and not just medication. This is recognised by the World
Health Organisation (Haddad, Brain & Scott, 2014). In secure mental health wards,
the term compliance is often used rather than adherence. Compliance refers to “the
extent to which the patient’s behaviour (in terms of taking medications, following di-
ets, or executing other lifestyle changes) coincides with medical recommendations”
(Haynes, 1979). Adherence refers to “the extent to which the patient’s behaviour (in
terms of taking medications, following diets, or executing other lifestyle changes)
coincides with medical recommendations jointly agreed between the patient and the
prescriber” (Barofsky, 1978). The difference between the two terms mainly involves
the responsible clinicians’ degree of authority and any other distinction is negligible
(Acosta et al., 2012). However, the term adherence emphasises patient autonomy
whereas the term compliance is often criticised as being overly authoritarian, illus-
trating a hegemony in the relationship. In spite of this, the term compliance remains
in consistent use in mental health setting parlance (Ziguras et al., 2001). The term
concordance has been used to outline mutual agreement while encompassing pa-
tient support in taking medication. A range of alternative terms have been proposed
including treatment compliance and fidelity, however adherence is generally pre-
ferred due to its neutrality (Haddad, Brain & Scott, 2014). For this reason, the term
adherence will be used throughout this study. Additionally, adherence is a behaviour
that is difficult to detect and individuals may be fully or partially non-adherent (Wolf

et al., 2009).
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It is also difficult to distinguish between intentional and non-intentional non-adher-
ence. Individual perception and practicalities can impede a distinction between un-
intentional non-adherence, which is non-adherence due to lack of capacity, re-
sources and other practical factors and intentional non-adherence which is non-ad-
herence due to motivational beliefs, preferences and other perceptual factors
(Horne, 2001). Unintentional non-adherence to treatment may be due to lack of un-
derstanding of the treatment regime. Based on this premise, the target is to enhance
knowledge, skills and awareness, which is necessary and beneficial. Another reason
for unintentional non-adherence may be due to retrospective memory. Patients for-
get the details of the treatment regime. If that is the case, patients may benefit from
written or even illustrative examples of the regime. A third reason for unintentional
non-adherence may be that patients forget their postponed intention of what to do at
the time when they are supposed to recall their intention to do it (Park and Kidder,
1996). Retrieval can be improved by event based retrieval or time based retrieval.
Or making an implementation intention, delegating control to the environment by
specifying where, when and how to adhere to medication. The focus of the present
study will be on intentional adherence. The problem with targeting unintentional ad-
herence is that education, knowledge and memory cues do not often predict better
adherence when non-adherence is deliberate. The predictors of intentional adher-
ence have been modelled in the same way as other health behaviours. In the present
study cognitive determinants of adherence as well as demographics and social sup-

port will be explored.

Researchers (Haddad, Brain & Scott, 2014) suggest that adherence to medication

ranges on a spectrum, from patients who take none of their prescribed medication,
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to those who take every dose exactly as described, with numerous other levels in
between which can be termed as partial adherence. However, in research adherence
is often dichotomised for analysis requirements and a distinction made at missing
20% of medication as this termination point has been demonstrated to have validity
in predicting subsequent rehospitalisation (Karve et al., 2009). Conversely, others
have argued that adherence should be viewed as continuously disturbed rather than
naturally dichotomous as complete adherence or non-adherence is uncommon
(Razali & Yusoff, 2014). Therefore, for the purpose of this research, adherence is

considered to be on a continuous spectrum rather than dichotomised.

1.5 Depot neuroleptics provided in long-acting injections.

Long acting depot injections offered in the form of depot neuroleptic medication were
identified as a means of improving adherence and relapse prevention when they
were first introduced in the United Kingdom in 1966 (Tattan & Creed, 2001). The first
atypical neuroleptic to be produced in depot form is Risperidone, a commonly pre-
scribed atypical anti-psychotic originally available in oral form. The influence of depot
risperidone in clinical settings has resulted in other atypical neuroleptics becoming
available in the form of long-acting injections including paliperidone depots and
olanzapine depots both of which have the additional advantage of being available on
a monthly rather than fortnightly basis. Some typical anti-psychotic medications such
as haloperidol and fluphenazine are also available in long-acting injection formula-

tions. The advantage of depot neuroleptics, in the form of long-acting injections, is
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the simplification of the administration of the medication. The patient does not ad-
minister the medication themselves, providing opportunities for monitoring, review
and regular patient contact. There are less associated issues surrounding obtaining

prescriptions or collecting medication.

There are a range of political reasons for the use of long acting depot injections, as
it associated with increased cost savings (Aldridge, 2011). Depot injections are nor-
mally administered by a Registered Mental Health Nurse and their administration is
often used as an opportunity for patient contact, monitoring and termed as a review.
This can lead to job losses for community social workers and other health care pro-
fessionals who would normally provide these fortnightly reviews. However, there is
prevalent research suggesting that long acting depot injections are more coercive
than oral antipsychotics, with c