Name of journal: World Journal of Psychiatry
ESPS Manuscript NO: 10034
Columns: EDITORIAL

What’s in a name? Compliance, adherence and concordance in chronic psychiatric disorders

Subho Chakrabarti

Chakrabarti S. Compliance, adherence and concordance

Subho Chakrabarti, Department of Psychiatry, Postgraduate Institute of Medical Education and Research, Chandigarh 160012, India

Author contributions: Chakrabarti S solely contributed to this paper.

Correspondence to: Subho Chakrabarti, MD, MAMS, FRCPsych, Professor, Department of Psychiatry, Postgraduate Institute of Medical Education and Research, FAO-S, Chandigarh 160012, India. subhochd@yahoo.com

Telephone: +91-172-2756808 Fax: +91-172-2744401 

Received: March 9, 2014 Revised: April 27, 2014 
[bookmark: OLE_LINK1][bookmark: OLE_LINK2][bookmark: OLE_LINK3]Accepted: May 31, 2014
  
Published online:

Abstract
About half or more of the patients with chronic psychiatric illnesses, either do not take their medications correctly, or completely stop taking them. The problem of poor initial compliance or adherence is often compounded by a continued decline in compliance/adherence over time. The failure to take medicines, adversely affects the outcome of treatment, and places a huge burden of wasted resources on the society. Three terms have been used to describe medication-taking among patients with chronic psychiatric disorders. Compliance is defined as “the extent to which the patient’s behaviour matches the prescriber’s recommendations”. Though compliance has been frequently employed to describe medication-taking behaviour, it has proved problematic because it refers to a process where the clinician decides on a suitable treatment, which the patient is expected to comply with unquestioningly. Studies over the past few decades have emphasized the importance of patients’ perspectives in medication-taking, based on their own beliefs, their personal circumstances, the information and resources available for them. Adherence has been used as a replacement for compliance in an effort to place the clinician-patient relationship in its proper perspective. Adherence refers to a process, in which the appropriate treatment is decided after a proper discussion with the patient. It also implies that the patient is under no compulsion to accept a particular treatment, and is not to be held solely responsible for the occurrence of non-adherence. Adherence has been defined as “the extent to which a person’s behaviour, taking medication, following a diet, and/or executing lifestyle changes, corresponds with agreed recommendations from a health care provider”. To overcome certain problems in the concept of adherence, a third term concordance has been used. The concept of concordance has evolved from a narrower view, emphasizing an agreement between the clinician and the patient, which takes into account each other’s perspective on medication-taking, to a broader process consisting of open discussions with the patient regarding medication-taking, imparting information and supporting patients on long-term medication. It is a process, which entertains patients’ views on medication-taking, and acknowledges that patients’ views have to be respected even if they make choices, which appear to be in conflict with the clinician’s views. Although none of these terms are ideal solutions to understanding the complex process of medication-taking behaviour of patients, the move from compliance to adherence and concordance represents genuine progress in this field, which puts the patient’s perceptions at the centre of the whole process.
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Core tip: Medication-taking in chronic psychiatric illnesses has been described using three seemingly related terms. Compliance, the degree to which patients follow the clinicians’ treatment-recommendations, has adverse implications for patient autonomy and the clinician-patient relationship.  Adherence, used as a replacement for compliance, puts the therapeutic relationship in its proper perspective, by focusing on patient participation in deciding treatment choices, and being non-judgmental about patients’ medication-taking behaviour. Concordance emphasizes a therapeutic relationship, which facilitates clinicians’ and patients’ views on treatment, and supports an informed choice of treatment by patients. The evolution of these terms represents genuine progress in understanding patients’ perceptions of medication-taking.
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Keep a watch also on the faults of the patients, which often make them lie about the taking of things prescribed.
[bookmark: _GoBack]
                                                                                                                                  - Hippocrates

MEDICATION TAKING IN CHRONIC PSYCHIATRIC DISORDERS
A project on treatment adherence sponsored by the World Health Organization               (WHO)[1] described chronic medical conditions as: “Diseases which have one or more of the following characteristics: they are permanent, leave residual disability, are caused by non-reversible pathological alteration, require special training of the patient for rehabilitation, or may be expected to require a long period of supervision, observation or care”. 
[bookmark: R4920356]The adverse impact of these chronic conditions on the life of the sufferers and their families depends on the nature of the medical illness. Some of these conditions are highly disabling, others less so. The adverse effects on the quality of life of patients and their families is also variable, with some conditions, e.g., non-communicable diseases, mental health disorders, HIV/AIDS and tuberculosis having a much greater negative impact than others[1,2]. However, it has been acknowledged that one of the principal difficulties in the treatment of these longstanding medical illnesses is non-compliance or non-adherence with treatment by patients. Though rates vary widely across different disorders and studies, approximately 50% or more of the patients on prolonged treatment for medical illnesses, either do not take medications properly, or completely stop taking them[1]. Estimates of compliance or adherence in chronic mental illnesses also vary widely. According to most reviews of the subject the mean rate of non-compliance/non-adherence in different psychiatric conditions lies somewhere in the range of 25% to 90%[1,3-25]. The evidence indicates that non-compliance/non-adherence rates among mental illnesses are no different from those among physical disorders, and as many as half of those with mental illnesses are non-compliant/non-adherent at any point of time[3-5,9,19,13,21,22,26]. Several studies also show that the problem of poor initial compliance or adherence is compounded by a continued decline in compliance/adherence over time[4–6,15,17,22,26-30].  This indicates that a large proportion of patients, perhaps the great majority, will stop taking their medication if the clinician waits long enough, which means that non-compliance/non-adherence at any level is more or less a universal phenomenon[31]. The consequences of non-compliance/non-adherence are not hard to understand. Non-compliance/non-adherence is the principal underlying cause of ineffective treatment. It worsens the course and outcome of chronic disorders, impairs the quality of life of the sufferers, and increases the costs of care several fold[1,3–26,33-36]. Consequently, health-care providers worldwide struggle to meet their targets, even after making treatment services accessible for patients[1]. To add to the problem, the ability of clinicians to recognise non-compliance/non-adherence is limited, and interventions to improve compliance/adherence have had mixed results; successful interventions have generally proved to be complex and costly[12,18,32-36]. The extent and the adverse consequences of poor compliance/adherence are likely to be greater for low- and middle-income countries, given the shortage of health-care resources, and the limited access to treatment for the majority in such countries[1]. 

THE IMPORTANCE OF THE PATIENT’S PERSPECTIVE ON MEDICATION TAKING
Medication taking is not just dependent on the chemical properties of medications; rather, it is the outcome of a complex bio-psycho-social process, which determines the patient’s choice whether or not to take medications[37,38]. However, the traditional medical model often assumes that any treatment based on scientific evidence is always in the best interests of the patient, and it would be unwise, or even irrational for the patient not to comply with the clinician’s suggestions regarding such treatment[39,40]. Then again, according to social, cognitive and behavioural perspectives, non-compliance/non-adherence often represents a rational decision on part of patients, determined by factors such as their views on medication-taking, their life circumstances and available resources, competing priorities, the need for patients to assert their independence, and their need to carry out with their lives even while they are on long-term treatment[1,4,22,37,38–43]. Recent reviews converge in concluding that non-compliance/non-adherence is far better recognized than comprehended; and, that a focus on the patient's decision making process is of equal, if not of far greater importance in understanding treatment compliance/adherence[1,4,37,38-40,42,43 ]. Problems with compliance/adherence are complex and multidimensional. They are often determined by several variables relating to the patient, his/her condition, the medications prescribed, and factors in the patient’s surroundings[1,4,6-10,11,13–23,25,26,31,34,35,38,39,42,43].  Over the years, socio-demographic, treatment-related and disease-related factors have been considered to be the primary determinants of non-compliance/non-adherence, but the role played by these factors in determining non-compliance/non-adherence has been uncertain. Moreover, these factors do not seem to predict the presence of non-compliance/non-adherence with a reasonable degree of certainty[1,4,15,17,19,21,22,33-35,39,37-45]. On the other hand, the patient’s perspective on medication-taking, which is a key component of compliance/ adherence behaviour, was neglected by research in this area for a long time. However, since around the 1990s this area has been the focus of many reports on compliance/adherence. These have consistently suggested that patients’ views on medication-taking play a key role in determining compliance/adherence[1,3,4,15,17,21,22,39,42-44]. From the patient’s perspective, compliance/adherence, or non-compliance/non-adherence is often a considered decision by people making their own choices about the benefits and disadvantages of treatment, based on their own beliefs, their personal circumstances, and the information available to them. The complete list of such patient-related factors has been presented in several reviews of the subject[1,3,4,6,8,9,13–23,25,26,33-35,37-40,42–45]. They include factors such as patients’ beliefs and attitudes towards medication, attitudes and support of their caregivers, perceived efficacy and side effects of treatment, patients’ knowledge about the illness, its causes and treatment, barriers to compliance/adherence such as costs of treatment or inadequate access, the clinician-patient relationship, patients’ quality of life, their satisfaction with and acceptability of treatment, and many others. Different theoretical approaches incorporating these factors and the mechanisms underlying them have been utilized to understand medication-taking behaviour[1,4,6,7,9,21,22,34,38,39,41-48]. Examples of these include the health-belief model, the social-cognitive theory, the theory of planned behaviour (and its precursor, the theory of reasoned action), the self-regulation theory, and the protection-motivation theory. These models reflect divergent theoretical perspectives on compliance/adherence, such as the bio-medical perspective, the behavioural perspective, the communications perspective, the cognitive perspective, and the self-regulatory perspective. Their common elements include clinician-patient communication and the therapeutic relationship, psychosocial attributes of patients (e.g., their attitude and beliefs), factors in the patient’s immediate environment (e.g., their economic status or availability of family support), and social policies and the nature of the health-care delivery system. The empirical literature on compliance/adherence is voluminous. However, even with these elaborate conceptual frameworks, the phenomenon remains far from understood[34,41]. Studies differ greatly not only in terms of the diseases, treatment-regimens or the patients examined, but also in the way they conceptualize, define and measure compliance/adherence. Since, concepts, assessments and contexts impact the findings a great deal, considerable discrepancy in rates of compliance/adherence, their correlates, and their outcomes are the norm in such research[1,4,5,8,11,13,17,18,33,34,39,41-43].

FROM COMPLIANCE TO ADHERENCE TO CONCORDANCE 
Research in the area of compliance/adherence behaviour has often changed its preferred terminology to label such behaviour. This change is best illustrated by the use of three common and somewhat overlapping terms to describe the phenomenon.
Compliance, the oldest term to describe such behaviour, was intended to be a neutral alternative to earlier descriptions of patients who did not follow the clinician’s advice, such as “untrustworthy,” “uncooperative”, or as proposed by Hippocrates, patients who lie about taking treatment. The most commonly used definition of compliance is “the extent to which the patient’s behaviour matches the prescriber’s recommendations”[4,21,38,42,43,49]. Though compliance has been employed to describe medication-taking behaviour, it has proved problematic because it appears to portray a process, in which patient autonomy is disregarded and a genuine therapeutic relationship is automatically hampered[1,3,4,9,16,19,21,23,33-35,38,39,42,43,49]. It seems to suggest a one-sided interaction, where the clinician decides on the suitable treatment, which the patient has to comply with regardless of its suitability. Non-compliance in this context is readily equated with either the patient’s inability to understand the treatment regimen or its purported benefits, or even as a sign of irrational or maladaptive patient behaviour when he/she refuses to comply. Thus, compliance becomes synonymous with a paternalistic conceptualization of medication-taking behaviour, which disregards patients’ perceptions on medication-taking. Apart from its pejorative connotations there are other problems with the term, and the traditional bio-medical model of compliance. Accumulated evidence over the last two decades or so shows that compliance, or non-compliance, is often not fully accounted for by socio-demographic characteristics of patients, the nature of the disease, efficacy and tolerability of medications, the complexity of treatment regimens, or psychosocial attributes such as insight in mental disorders, abnormal mood states like depression, or maladaptive personality traits[1,4,6,22,38,39,42–46]. On the other hand, there has been a growing awareness of the significance of patients’ perceptions regarding illnesses or medications in determining compliance. Although viewed from the clinician’s perspective, refusal to comply with a treatment regimen may seem strange and irrational, on the patient’s part non-compliance is often a result of having to balance the need for appropriate treatment with concerns about adverse consequences, such as side effects, costs, stigma and emotional concerns, resources available for patients and other competing priorities in their lives[1,4,22,37,38–43].  It has been proposed that there are basically two notions, which need to be considered while conceptualizing medication-taking behaviour[42]. The “scientific/clinical agenda” focuses on what has been prescribed, and the extent to which patients comply with this advice. In contrast, the “normative agenda involves an understanding of what is good and right about prescribing and medication-taking”[42]. Compliance is in accord with the “scientific/clinical agenda”, but not the “normative” one[42]. In this conceptualization, compliance is always deemed to be appropriate and non-compliance is always considered to be maladaptive. However, non-compliance may not always be harmful for the patient. For example, if the treatment prescribed is inappropriate, non-compliance may actually protect the patient from the unnecessary side effects, or spare him/her from spending money on ineffective medication. Thus, while the construct of compliance may prove useful in defining and measuring the extent of non-compliant behaviour, this approach often fails to adequately account for the reasons behind such behaviour[42].
Adherence has been used as a replacement for compliance in an effort to put the therapeutic relationship in its proper perspective. The concept of adherence places emphasis on a process, in which the appropriate treatment is decided after discussion between the prescriber and the patient. It implies that the patient is under no compulsion to accept a particular treatment, and shall not be held solely responsible for the failure of a treatment-plan because of non-adherence[1,17,19,21,34,38,42]. Therefore, adherence has been defined as the: “extent to which the patient’s behaviour matches agreed recommendations from the prescriber”[21,34,35,38,42,50]. Similarly, in other definitions, adherence refers to the capacity and readiness of the patient to abide by mutually agreed recommendations regarding treatment[51]. The central focus of adherence is, thus, on an understanding between the clinician and the patient about the treatment recommended. The WHO project on treatment adherence took cognizance of the requirement to look beyond paternalistic conceptualizations of medication-taking behaviour incorporated in the term compliance, which placed the responsibility of proper medication-taking more on the patient than the clinician[1]. The adherence project chose a definition of adherence, which was an amalgam of several previous definitions. It also extended the concept of adherence to include other elements of the patient’s behaviour, such as following recommendations about diet or lifestyle. Accordingly, this project defined adherence as: “the extent to which a person’s behaviour, taking medication, following a diet, and/or executing lifestyle changes, corresponds with agreed recommendations from a health care provider”[1]. These definitions of adherence focus on active patient involvement while choosing the most suitable treatment, and emphasize the notion that both parties need to participate in a discussion, which yields the most appropriate medication regimen to be followed. The term is intended to be non-judgmental; it is an observation of a fact and not intended to blame either the clinician, or the patient. It is, however, more patient-centred than the clinician-centred term compliance. Thus, it has been suggested as a improvement over the term compliance, which has negative implications since it disapproves of any patient-behaviour, which does not comply with the clinician’s recommendations. In its current conceptualization, adherence is also a broader term than compliance, since its definition includes elements such as initiating a particular treatment-regimen, persisting with the agreed upon regimen, and carrying out the prescriber’s advice regarding a wide range of treatment-related behaviours[1,3,10,11,21,23,34,35,38,39,42,43]. Moreover, adherence is not a dichotomous concept like compliance. Rather, it has been more appropriately conceptualized as a continuum of behaviours ranging from complete refusal to take medications (fully non-adherent behaviour), to following medication regimens partly (partially adherent behaviour), to precise and regular intake of medications (fully adherent behaviour)[19-21,26]. A distinction has also been made between “unintentional” and “intentional” non-adherence[42,52,53]. “Unintentional” non-adherence results from barriers, which prevent patients from following the prescriber’s recommendations. These include personal restrictions such as age, physical or cognitive impairments, as well as environmental hurdles such as problems in affording or accessing treatment. “Intentional” non-adherence is thought to arise from views and preferences of patients regarding medications, which may affect their willingness to adhere to the medications prescribed.
Though adherence is currently the preferred term, it still does not address the “normative” agenda, i.e., whether it is “right or good to take medications,” or adhere to other treatment recommendations[42,54]. As a compromise, the notion of “informed adherence” has been proposed[42,54]. This term serves as bridge between the constructs of adherence and informed consent. It is intended to encapsulate a process, which consists of an informed discussion between the clinician and the patient, which leads to an agreement about the treatment regimen to be prescribed. Both parties are, thus, equally responsible for success or failure of the treatment plan, which has been agreed upon. However, despite the improvements sought in its conceptualization, the term adherence, or its derivatives are often felt to be too unwieldy for clinical use by some authors, who still prefer the term compliance[4,9,43,55]. They suggest that using different names for the same concept only causes further confusion, and does not improve our understanding of the phenomenon. 
To overcome these problems in the definition of adherence, a third term concordance has been used[1,15,16,21,23,34,35,38,39,42,56]. The concept of concordance has evolved over time. The initial conceptualizations described a process of medication-taking reached on the basis of discussion between the clinician and the patient, where the views of both parties, especially the patient’s, were taken into account[16,34,35,42,56]. This view acknowledged that both clinicians and patients could have equally, but somewhat contrasting perspectives on medication-taking. The clinician’s task was not only to convey to the patient his/her views, but also enable patients to express their views about medication-taking. Accordingly, in this model, the therapeutic relationship was employed to reach a consensus about medication-taking, which not only included perspective of the patient, but actually gave greater weight to the patient’s views on medication-taking. The concept of concordance has been subsequently broadened to include additional aspects such as effective communication with the patient, imparting information with the aim to help the patient make an informed choice regarding treatment, and offering support to the patient during the entire course of treatment[42]. There are several ways that the notion of concordance improves upon the earlier terms. Firstly, it accepts that patients might have equally cogent views about treatment, which may not necessarily be similar to the clinician’s views. For clinicians, the decision to adhere to treatment may depend only on clinical factors such as efficacy or tolerability, whereas for patients the decision may be based on additional factors such as adequacy of their resources, or perceived barriers to treatment. However, if the therapeutic relationship is a sound one, an agreement can usually be reached, which incorporates both these views. When the therapeutic relationship does not allow for open expression of these differing views, it more often than not leads to non-adherence on part of the patient[16,34,35,42,56]. Consequently, a positive clinician-patient alliance is the principal element of the concept of concordance. When this alliance promotes open expression of views, and information regarding benefits and risks is properly imparted, decisions about medication-taking can be made on the basis of a truly informed choice by the patient. The chances of a patient adhering to treatment are, therefore, enhanced if this process is followed properly. In this way concordance aims to meet the “normative agenda” of medication-taking[1,21,23,34,35,38,39,42,43,56]. Although concordance is seemingly the ideal solution to addressing the lacunae in understanding medication-taking behaviour, it is still limited in its scope, because it does not address the scientific/clinical aspect of medication-taking. It does not wholly acknowledge the possible conflict between prescribing based on scientific evidence, and decisions of patients based on personal priorities. Indeed, concordance does not seem to have a proper answer to a highly likely situation, in which the patient’s preferences are in opposition to medical facts about treatment. If and when the patient chooses a treatment, which the clinician knows to be potentially harmful, this creates an ethical dilemma for the prescriber. The situation becomes more complicated when patients’ decisions might threaten their health and those of others, e.g., in those who lack insight or control over their behaviour because of mental illness. In such complicated situations it might be difficult to decide between the patient’s freedom of choice and his/her responsibility to get better. Finally, it is evident that concordance is not only a complex construct, but also one that is still evolving. Therefore, it does not lend itself too readily to attempts to operationalize the concept, which explains why it has not been widely used in research on adherence till now[42,56].

WHAT’S IN A NAME?
The question that often arises is whether these three terms are simply different names for an aspect of the patient’s behaviour, which is poorly understood anyway. However, careful consideration of the three terms does not support these notions. Firstly, the move away from compliance to adherence reflects the growing literature on the importance of patients’ views and attitudes towards medication-taking. Secondly, it lays emphasis on the fact that patients need to understood and helped when non-adherence is encountered. At the very least, they should never be held solely responsible for the failure to adhere to the clinician’s recommendations. Finally, it addresses the fact that adherence lies on a continuum from full adherence, to partial adherence, and full non-adherence[1,17,19,21,34,38,42].Concordance goes one step further and focuses on adequate communication and the clinician-patient relationship as the cornerstones of the medication-taking process[16,34,35,42,56]. Moreover, it is the only term that addresses the “normative” agenda, i.e., whether it is “right or wrong” to follow the clinician’s recommendations[42]. Both compliance and adherence focus more on patient-behaviour during medication taking, while concordance highlights the processes, which underlie medication-taking, such as an equal and effective therapeutic relationship, which supports the patient during the entire course of receiving long-term treatment[16,34,35,42,56]. Thus, these three terms are not simply different names for the same phenomena; rather, they are different concepts informed by research, which puts the patient’s perceptions at the centre of the medication-taking process.

CONCLUSION
The concepts of compliance, adherence and concordance have several potential implications for the treatment of chronic mental illnesses; implications, which are diverse and wide ranging. Very briefly, they improve our understanding of the whole process of adherence behaviour, with patients’ perceptions being the central tenet. They promote a research agenda, which focuses on, examines, and attempts to understand these patient related factors. For clinicians involved in the care of such patients, these concepts lay due emphasis on the critical elements of the process, such as sensitivity to patients’ preferences, the need for adequate communication, and, perhaps, the most crucial aspect of all, the need for developing a healthy clinician-patient relationship. Therefore, these three terms are not simply an exercise in finding the right name, but represent real progress in the long-term treatment of chronic psychiatric disorders. However, one of the lacunae in research in this area is the relative lack of studies from developing countries[43]. One can always argue that these concepts are far removed from clinical reality in resource-constrained, low-income countries of the developing world, with their huge patient loads and their overworked health-care services. However, even in these situations a start has to be made in understanding these vital aspects of medication taking, and then implementing some solutions to address the problem of non-adherence, as far as possible. Only by doing so, will we be able to improve the long-term care of those who suffer from chronic psychiatric disorders in these countries.
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