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ABSTRACT

Mental illnesses are increasingly being diagnosed among adolescents, and as a result
there is an increase in the prescription of psychotropic medication. Non-compliance with
psychotropic treatment appears to be a growing problem amongst adolescent mental health care
users. Treatment is frequently initiated during hospitalisation periods, which poses the risk
that the in-patient may become non-compliant once responsibility for taking treatment is
transferred to them on discharge. Though there are a multitude of factors that contribute to
treatment compliance amongst adolescents, it appears that self-efficacy, participation in the
decision-making process concerning the treatment pathway, and the ways in which mental
illness is perceived are significant determinants of treatment compliance.

The aim of this study was to investigate which factors influence psychotropic treatment
compliance among South African adolescent inpatients admitted to a psychiatric facility.

A quantitative, non-experimental, cross-sectional, survey-type research design was
employed.  Approximately 170 participants were selected through a nonprobability
convenience sampling method.

Data was gathered by using self-report measures, namely the Drug Attitude Inventory,
the Brief Iliness Perception Questionnaire, and the Decision Self-Efficacy Scale.

The correlation between the variables was calculated through a Pearson Product
correlation coefficient, and a hierarchical regression analysis was utilised to determine the role
of self-efficacy in the relationship between illness perception and treatment compliance.

The results indicated that there is no significant relationship between treatment
compliance and illness perception, but there is a significant relationship between illness
perception and self-efficacy. Self-efficacy was identified as a moderator between illness
perception and treatment compliance of male adolescent inpatients.

The findings of the study and the gender difference which surfaced may contribute
towards a better understanding of the intricate processes related to treatment compliance in

adolescents and help direct intervention aimed at promoting treatment compliance.

Keywords: treatment compliance, psychotropic treatment, illness perception, self-efficacy,

adolescents
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Introduction and Literature Review

The occurrence of mental health conditions in the adolescent developmental age group
IS growing, which has triggered grave concern for the well-being of our future adults (WHO,
2003a; WHO, 2012). Poor treatment compliance, and the strain it places on health care
services, have become an area of weakness for effective health management (DiMatteo, 2004;
Golay, 2011; Osterberg & Blaschke, 2005; WHO, 2003b). The effects of poor treatment
compliance have been experienced on personal, community, and national levels (Martin,
Williams, Haskard, & DiMatteo, 2005; WHO, 2003b, 2013). In order to investigate what
qualifies as poor treatment compliance, one must first define the concept. In more recent years,
there have been discussions about the correct term for the behaviour of a person who uses
treatment according to the prescribing practitioner’s prescription. This question, therefore, is:

“Do we refer to treatment compliance or treatment adherence?”

Terminology is not very clear. Until recently, the terms had been used interchangeably
and were regarded as synonyms (Cramer et al., 2008; De las Cuevas, 2011; Hack & Chow,
2001). Farooq and Naeem (2014) pointed out that both terms continued to be frequently used,
but that there is ongoing disagreement regarding the definitions. The preferred term appears
to be ‘adherence’, as it recognizes the patient’s choice and influence in the decision-making
process and, unlike ‘compliance’, does not suggest that the patient passively follows the
physician’s orders (Cortet & Bénichou, 2006; Felzmann, 2012). ‘Compliance’, therefore,
refers to the patient’s following the physician’s prescription, whereas ‘adherence’ indicates the
extent to which the patient follows through with the decisions about treatment as agreed with
the physician (De las Cuevas, 2011; Cramer, et al., 2008). Non-adherence to treatment includes
complete failure to take medication, terminating the use of medication prematurely, and not
taking the prescribed dosages, all of which may be deliberate or accidental (Bulloch & Patten,
2010). However, Dean, Walters, and Hall (2010) defined treatment adherence as merely the
degree to which a patient takes medication according to the treating physicians’ prescription.
In contrast, Mitchell and Selmes (2007) defined both adherence and compliance as the extent
to which a patient changes their health behaviour according to the physician’s medical advice.
One can therefore see that there may be various opinions regarding the notions of treatment
adherence and treatment compliance, and what it is that distinguishes one from the other.

10
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In the midst of the confusion regarding the definitions of the terms, the World Health
Organization (WHO) (2003b) found that the idea of non-compliance had a negative association
with blame and indicated that the term ‘adherence’ might be more favourable when referring
to the intricate processes required to maintain optimal health. They indicated further that the
main difference between the terms ‘adherence’ and ‘compliance’ is that adherence to treatment
implies that the patient has to be in agreement with the physician’s recommendations and

treatment plan, which is not implied by compliance.

For the purpose of this study, although the terms may be used interchangeably,
‘treatment compliance’ will be used, as it cannot be established or assumed that the adolescent
participants who make up the sample population are in agreement with the treating physician’s
treatment plan, or that the prescribed psychotropic medication is being taken completely

voluntarily and with freedom from coercion.

Treatment Non-compliance. Tendencies are observed regardless of the condition
being treated (WHO, 2003b). Literature, however, indicates that patients treated for a
psychiatric disorder are more likely to be non-compliant with treatment than patients with
medical conditions (Bulloch & Patten, 2010; Chapman & Horne, 2013; Patel & David, 2007,
Mert, Turgut, Kelleci, & Semiz, 2015). Rates of compliance seem to be even lower when the
patient is being treated for both a psychiatric and a medical condition (Reist, Dogin, Van
Halderen, Peregrin, & Surles, n.d.). Treatment non-compliance pertaining to psychiatric
treatment undoubtedly has a significant impact on mental health care services (WHO, 2003b,
2013). This is because treatment non-compliance is the main reason for readmissions to mental
health care facilities due to relapse. It further accounts for the decline in patients’ overall
functioning (WHO, 2013). Psychotropic medication forms the basis of treatment in the mental

health care setting and is in most cases unavoidable (Carrier, Banayan, Boley, & Karnik, 2017).

Psychotropic medication aims to reduce the symptoms of the psychiatric condition in
order to stabilize the patient and enable them to function at an optimal level in society (Shaddel,
Ghazirad, O’Leary, & Banerjee, 2015). Psychotropic medications are medicinal agents
(stimulants, antidepressants, anxiolytics, antipsychotics and mood stabilizers) specifically used
in the treatment of mental or clinical disorders (Huefner & Griffith, 2014). Unfortunately,
psychotropic medication can lead to incapacitating side effects, which can be challenging to
manage for both the treating physician and the patient (DiBonaventura, Gabriel, Dupclay,
Gupta, & Kim, 2012). Several other factors were identified that contribute to patients
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becoming non-compliant with psychotropic medication, with debilitating side effects being the
main reason why patients fail to continue with their treatment (Taj et al., 2008). Treatment
compliance seems to be affected by the patient’s being in the first episode of a psychiatric
iliness, poor treatment efficacy, poor therapeutic alliance, a lack of insight into the diagnosed
condition, a negative attitude towards medication, and the comorbidity of substance use
disorder (Weiden, Kozma, Grogg, & Locklear, 2004; Lui-Seifert, Adams, & Kinon, 2005; Taj
et al., 2008). Other factors associated with non-compliance are concerns about becoming
dependent on psychotropic medication and the potential effects thereof, and the possibility of
over-prescription or misuse of medication by physicians (Mert et al., 2015; Mitchell & Selmes,
2007; Patel & David, 2007).

The consequences of non-compliance with psychotropic medication can be devastating,
not only for the patient, but also for their loved ones, while further affecting the community to
which the individual belongs (WHO, 2003b, 2013). Associated consequences include
substance use (Farooq & Naeem, 2014), as well as violence and suicide (Acar, Bademli, &
Lok, 2017; Faroog & Naeem, 2014). Poor compliance with psychotropic medication has a
substantial impact on treatment outcomes and the course of the psychiatric condition
(Semahegn, et al., 2018). It is therefore not surprising that an estimated 33-69% of all
medication-related hospital admissions are due to poor treatment compliance (Osterberg &
Blaschke, 2005). This gives rise to what is referred to as the revolving door phenomenon
(Garrido & Saraiva, 2012), which is the term used to describe the frequent readmission of
patients with psychiatric conditions to mental health facilities, as they remain mentally healthy
for only limited periods before relapse occurs. Non-compliance with psychotropic medication
poses a higher risk for patients who are readmitted, as a number of psychiatric conditions have

a high frequency of relapse (Botha et al., 2010; Garrido & Saraiva, 2012).

When considering non-compliance, one must take into account the unique
characteristics of certain patient populations. In recent years there has been an increased focus
on adolescent mental health. Adolescence, which is the developmental period between
childhood and adulthood, is often described as a period of vulnerability (Steinberg, 2005). This
may be due to the increase in risk-taking behaviour and the increased emotional reactivity
associated with adolescence (Casey, Jones, & Hare, 2008). Risk-taking behaviour is any
behaviour that may result in adverse short or long-term physical, psychological, or social

consequences (Flisher & Gevers, 2010). Adolescents tend to make suboptimal decisions and
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choose actions associated with negative outcomes such as unintentional injuries, violence,
substance abuse, crime and unprotected sex that may result in unplanned pregnancy and the
contraction of sexually transmitted diseases (Casey et al., 2008; Steinberg, 2005). Flisher and
Gevers (2010) pointed out that mental illness and risk behaviour are certainly associated.
Psychiatric disorders are increasingly being diagnosed in adolescents and even in children
under the age of 12 (Kessler et al., 2005). Since adolescence is a developmental period that is
also characterized by important transitions and acquisitions, mental disorders may have a
significant impact on the young individual’s overall functioning — physical, emotional, and
social (Loureiro et al., 2013). Mental illness is a major contributor to the disease burden in the
age group 10 to 24 years (Sawyer et al., 2012). WHO (2005; 2012) estimates that 20 percent
of children and adolescents are likely to be suffering from some disabling psychiatric condition.
More recently, Polanczyk, Salum, Sugaya, Caye, and Rohde (2015) indicated that the
worldwide prevalence of mental iliness among children and adolescents is estimated at 13.4%.
According to an estimate, approximately 241 million children and adolescents globally appear

to be affected by some form of mental illness (Polanczyk et al., 2015).

In South Africa, the percentage of adolescents treated at mental health outpatient
facilities is unknown owing to poor data collecting and logistical procedures (WHO, 2011).
Flisher et al. (2012) stated that, though prevalence studies regarding mental illness among
youth in South Africa have been conducted, these studies had small and unrepresentative
samples. Nevertheless, according to Jack et al. (2014), it is possible that one in three South
Africans will meet the criteria for a mental disorder in their lifetime. The lifetime prevalence
estimate of DSM-1V disorders in South Africa was 30.8%, and the 12-month prevalence
estimate was 18.8% (Herman et al., 2009). The South African National Youth Risk Behaviour
Survey conducted in 2008 indicated that 24% of high school learners reported having
experienced depressive feelings, specifically hopelessness and sadness (Reddy et al., 2010).
Though not indicative of the prevalence of all mental illnesses, this finding does allude to the
high prevalence of depressive mood symptoms amongst South African youth. In the National
Adolescent and Youth Health Policy 2017 (Hodes et al., 2017), the mental health of South
African youth has been identified as a priority area, which implies that it remains an area of
great concern. The lack of recent surveys regarding the state of adolescent mental health
appears problematic in South Africa but also in more developed nations, such as the United
Kingdom and the United States of America (Hagell, Coleman, & Brooks, 2015).
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It has been determined that a number of mental illnesses first appear during the
adolescent years (Kessler et al., 2005; Jaworska & MacQueen, 2015). As mentioned, this is
due to adolescence being a period in which various life changes occur, which increases
vulnerability to the emergence of mental illness (Patel & David, 2007). According to Kim-
Cohen et al. (2003), it is estimated that more than 50 percent of mental health disorders in
adults were diagnosed in childhood, with fewer than half of these disorders being treated
successfully at the time of diagnosis. This has remained relatively unchanged in recent years,
as WHO indicated that it is likely that up to 50% of mental disorders diagnosed in adults started
before the age of 14 years (WHO, 2013). Mental conditions diagnosed in childhood tend to
become more complex and symptomatically intensify as the child transitions into adolescence
(Patel, Flisher, Hetrick, & McGorry, 2007).

The consequences of such inappropriately treated or untreated mental illnesses increase
the likelihood of negative health, relationship, and behavioural outcomes (Kapphahn,
Morreale, Rickert, & Walker, 2006). With inadequate treatment, the adolescent patient is at
risk of developing more severe psychiatric symptoms which may result in a decline in academic
performance as well as interpersonal problems with peers and family members (Hamrin,
McCarthy, & Tyson, 2010). Seeing that there appears to be an increase in the prevalence of
psychiatric disorders amongst adolescents, it is not surprising that there is an increase in the
prescription of psychotropic medication for individuals under the age of 19 years (Steinhausen,
2015; Zito et al., 2008).

For many disorders, and based on the severity of the diagnosed mental disorder,
pharmacotherapy or psychotropic medication is recommended as the first line of treatment, as
it has been proven to be effective for the management of psychiatric disorders (Charach, Volpe,
Boydell, & Gearing, 2008; Nagae, Nakane, Honda, Ozawa, & Hanada, 2015). Regardless of
the controversy surrounding the prescribing of psychotropic medication for minors, it
undeniably remains an invaluable regime in the treatment approach to mental health disorders
(Huefner & Griffith, 2014; Jensen, Buitelaar, Pandina, Binder, & Haas, 2007; Vitiello, 2008).
According to the American Academy of Child and Adolescent Psychiatry (AACAP, 2012),
there is both over- and under-prescription of psychotropic medication in children and
adolescents, but there has been a clear increase in their use over the past two decades.
Regardless of effectiveness, the occurrence of poor compliance with psychotropic medication
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is prevalent amongst adolescents and remains a major problem (Dean et al., 2010; Pogge,
Singer, & Harvey, 2005; Townsend, Floersch, & Findling, 2009).

A study conducted by Bulloch and Patten (2010) indicated that the 15-24-year age
group has the highest estimate (68,3%) of non-compliance, particularly for antidepressants.
Adolescent compliance rate with prescribed psychotropic medication is estimated to range
from 34% to 54 % (Hamrin et al., 2010). Readmission to adolescent psychiatric facilities is
strongly associated with non-compliance with medication, which corresponds with studies
involving adult psychiatric patients (Bobier & Warwick, 2005; Fontanella, 2008).
Investigating compliance with psychotropic medication among adolescents, Moses (2011)
concluded that the majority of adolescent mental health care users (62%) would discontinue
the use of psychotropics if they could choose to do so unopposed. Compliance amongst
adolescents appears to be dependent on a range of factors and differs between individuals.
These factors include the class of medication, the nature of the mental disorder, and the method

used to evaluate adherence (Moses, 2011).

The problem of non-compliance extends beyond adolescence into adulthood, as a common
treatment goal involves adolescents resuming more responsibility for and ownership of their
condition and adherence to treatment (Moses, 2011). From a biomedical perspective, a number
of mental disorders require long-term treatment, usually involving psychotropic medication,
which the patient will have to maintain for an extended period throughout his or her lifetime
(Insel & Scolnick, 2006; National Collaborating Centre for Mental Health UK, 2011; WHO,
2019). During adolescence, individuals are largely under parental control but increasingly seek
independence and autonomy (Munson, Floersch, & Townsend, 2009; Townsend et. al., 2009).
While parents may initially be responsible for ensuring that their adolescent is compliant with
psychotropic medication, the responsibility gradually transfers to the adolescent as many take

full control in continuing to manage their treatment (Nagae et. al., 2015).

Floersch et al. (2009) emphasised that, in order to improve compliance with
psychotropic medication in adolescents, one must understand the interpretive and psychosocial
aspects that accompany having to use psychotropic medication. The attitudes and beliefs of
patients are said to influence their medication compliance in a meaningful, though complex,
manner (Martin, et al., 2005). Adolescents diagnosed with mental disorders develop beliefs
and attitudes toward their diagnoses and the treatments used that significantly influence
compliance (the decision to initiate and maintain pharmacological treatment) (Hamrin et al.,
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2010; Longhofer & Floersch, 2010; Townsend et al., 2009, 2010). As the responsibility for
treatments is transferred to the adolescents, Nagae et al. (2015) argue that their views on
psychotropic medication may differ from those of their parents, which has been found to impact
decisions regarding the continuation of their medication. Molteni et al. (2014) concluded that
attitude towards medication is a major component in understanding treatment compliance in
the adolescent population. They further indicated that the early detection of a negative attitude
towards psychotropic medication would aid in the identification of other factors that contribute
to non-compliance. In a study focusing particularly on adolescent psychiatric inpatients,
Timlin, Riala, and Kyngés (2013) indicated that most adolescent patients who were non-
compliant with their treatment regimens had negative attitudes towards taking psychotropic
treatment. Misconceptions amongst adolescents regarding psychotropic medication were
highlighted as one of the main contributing factors towards a negative attitude or pessimistic
view of psychiatric treatment (Imran, Azeem, Chaudhry, & Butt, 2015). The negative attitude
is largely influenced by the adolescents’ views of psychotropic medication as not being entirely
helpful (Imran et al., 2015). Compliance with psychotropic medication amongst adolescents
improves if they regard the treatment as effective and beneficial (Moses, 2011; Timlin et al.,
2013).

Attitudes can influence Treatment Compliance. While adolescents’ attitude towards
medication appears to be one component related to compliance with psychotropic treatment, it
may be influenced by their acknowledgement and acceptance of their mental illness diagnosis.
Patients form cognitive as well as emotional representations of their illness, which assist in
creating an illness perception (Broadbent, Petrie, Main, & Weinman, 2006; Petrie & Weinman,
2012). lliness perception as a construct is based on Leventhal’s model of self-regulation, which
illustrates the process of a person’s reaction to a perceived health threat (Leventhal, Nerenz, &
Steele, 1984). The particular model implies that when a person experiences a situational
stimulus or symptom, cognitive and emotional representations of an illness or health threats
are formed, and the person then responds with certain coping behaviour which is later evaluated
as effective or not (Broadbent, et al., 2006; Leventhal et al., 1984; Leventhal & Diefenbach,
1991). Iliness perception as a psychological construct, therefore, refers to a patient’s self-
definition of his or her health status, which is influenced by previous illness-related experience
(Petrie, Broadbent, & Kydd, 2008). Illness perception is comprised of the individual’s view of
his or her illness with regard to its identity, cause, timeline, consequences, cure or control,

concern, emotional response, and comprehensibility (Broadbent, et al., 2006). Identity entails
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the label that is attached to the illness and the illness-related symptoms, as well as the link
between the two. Cause is the patient’s perspective on the aetiology, in other words, what they
believe caused their illness. Timeline is the cognitive component regarding how long the
patient believes the illness in question will last. Consequences are the patient’s belief regarding
the possible effects and outcome of the illness, as well as the severity of the illness and its
impact on the various areas of functioning. Lastly, cure or control comprises the individual’s
perception on how he or she can control or recover from the illness. It is important to note that,
although each of these components has a different effect on coping with an illness, they are not
independent of one another, but rather interrelated (Petrie & Weinman, 2012; Weinman, Petrie,
Moss-Morris, & Horne, 1996).

These various components of a patient’s illness perception are said to be significantly
related to his or her medication compliance (Atorkey, Doku, Danquah, Owiredua, & Akwei,
2017; Averous, Charbonnier, Lagouanelle-Simeoni, Prosperi, & Dany, 2018). Patients’ illness
perception and their view of their prescribed treatment have been identified as significant areas
for intervention aimed at improving treatment compliance (Petrie & Weinman, 2012). In order
to improve medication compliance, one can improve patients’ understanding of their illness,
the prescribed treatment, or both (Petrie & Weinman, 2012). As with adult patients,
adolescents may deny that they have a mental illness and need treatment (Timlin et al., 2013).
Averous et al. (2018) found that illness perception impacts on and is impacted by a person’s
attitude towards psychotropic medication in particular. Their study showed that medication
compliance behaviour is associated with one’s illness perceptions. With reference to
adolescent psychiatric inpatients, Timlin et al. (2013) found that a poor understanding of a

diagnosed mental illness may have a negative impact on treatment compliance.

Even though caregivers generally influence their adolescent’s decisions regarding his
or her health care, it is during this developmental period that adolescents become more
independent when making decisions regarding the management of their illness (Munson et al.,
2009). Adolescents have the capacity to be involved in decisions about their treatment, thereby
mediating negative attitudes towards and beliefs about the diagnoses and prescribed medication
(Alderson, Sutcliffe, & Curtis, 2006; Dilallo & Weiss, 2009). Health care professionals are
progressively realising and acknowledging that patients are able to, and should, make
confident, informed decisions regarding their treatment (Knapp, Raynor, Thistlethwaite, &

Jones, 2009). In a study comparing adult and adolescent psychiatric inpatients’ knowledge and
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understanding of their condition and treatment, it was found that the adolescent inpatients
demonstrated better understanding and more comprehensive knowledge (Lurie et al., 2009).
They emphasised that, on the basis of adolescent inpatients’ knowledge levels, they should be
regarded and treated as competent partners in the therapeutic decision-making process and
should, therefore, be considered competent to participate in the therapeutic decision-making

process.

Self-efficacy and its influence on Treatment Compliance. Self-efficacy, which is a
perceived control construct, has been identified as one of the strongest psychosocial variables
related to health care behaviour and has a definite impact on compliance (De las Cuevas &
Pefiate, 2014; Frank, Heiby, & Lee, 2007). A person’s self-confidence, or the belief in his or
her ability to make informed decisions in the shared decision-making process, is referred to as
decision self-efficacy (O’Connor, 2002). Decision self-efficacy, which therefore refers to the
individual’s confidence in participating in clinical discussions and decisions, plays an
important role in his or her inclination to follow the prescribed medication and treatment
(Moncrieff, et al., 2016). Decision self-efficacy can thus enhance the patient’s engagement
and empowerment, specifically regarding the use of psychotropic medication (O’Brien,
Crickard, Lee, & Holmes, 2013). According to Dixon, Holoshitz, and Nossel (2016), it has
been established that self-efficacy is associated with better clinical outcomes in patients with
mental illness. They further hypothesised that if patients believe that they play a role in the
decision-making process, they tend to have a more positive view of the proposed treatment and
experience a higher sense of self-efficacy. It has been found that patients who have a more
active role in their treatment tend to have better results with fewer health care expenses (James,
2013). Furthermore, relating specifically to adolescent patients, participation in the decision-
making process regarding treatment has been found to affect motivation, as well as the

perceived results of the initiated therapy (Tan & Fegert, 2004).

In view of the above literature, it appears that adolescent attitudes towards medication,
their perceptions of their diagnosis, including the extent to which they feel able to direct the
course of their treatment and have an opportunity to participate in decisions regarding their
clinical management, are factors to be considered in how adolescents’ experience psychotropic
treatment and respond to treatment compliance. Exploring the subjective experiences related
to taking medication may improve our understanding of why adolescent psychiatric patients
often fail to comply with prescribed medication (Charach et al., 2008). The aim of this study
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was, therefore, to investigate which factors influence psychotropic treatment compliance in

adolescent inpatients.
From the above aim the following research questions were formulated:

Research question 1

Is there a significant relationship between illness perceptions and predicted psychotropic

treatment compliance amongst adolescent inpatients?

Research question 2

Does self-efficacy mediate or moderate the relationship between illness perceptions and

predicted psychotropic treatment compliance amongst adolescent inpatients?

Methodology

Research Design

In order to obtain a more comprehensive understanding of factors underlying
adolescents’ perceptions of taking psychotropic medication, a quantitative, non-experimental,
cross-sectional, survey-type research design utilizing self-report measures was selected to
investigate the posed research questions. A survey-type research design usually consists of
administering a series of self-report measures, which may be administered to the participants
either through interviews or by means of written questionnaires (Stangor, 2015). For this study,
fixed-format written questionnaires were administered. With the use of questionnaires, in
comparison to interviews, participants tend to have a greater sense of anonymity, and more
honest responses to questions may be obtained (Stangor, 2015). Limitations regarding self-
report questionnaires used in survey-type research include the possibility that participants may
provide invalid responses or respond in a socially desirable manner (Demetriou, Ozer, & Essau,
2015).

Participants and Sampling Procedures

A nonprobability convenience sampling method was used. The advantage of using this
sampling method is that identifying and obtaining participants is fairly easy and convenient,
with the disadvantage being the inability to make inferences about the population based on the
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results (Creswell et al., 2013). Adolescent inpatients between the ages of 12 and 18 years were
approached in private psychiatric hospitals in the Free State that had adolescent in-patient units.
To qualify to participate in the study, the adolescents had to be proficient in English, as
measuring instruments were presented in English. Adolescents had to be fully oriented and
able to provide informed assent. The participants had all been admitted to a private psychiatric
hospital. All participants had to have a DSM-5 diagnosis (American Psychiatric Association,
2013) and at the time of data collection had to be using psychotropic medication as per their
specific diagnosis. Those admitted but not receiving psychotropic treatment at the time of the
survey were excluded from the study. Patients who had been diagnosed with any form of
psychosis, a pervasive developmental disorder or intellectual disability were excluded from

participation in the study.

An estimated sample of 200 participants was aimed at, however sample collection only
proceeded until 170 adolescent inpatients. The number of participants obtained was influenced
by the timeframe set out for this study. The characteristics of the sample are as follows: 82
male, 88 female; 36.5% African, 50.6% White, 12.9% Coloured; Mage = 15.2 years, SD = 1.5
years. As indicated, the sample is fairly equally distributed between male and female
participants (48.2% male and 51.8% female). It may be further noted that there is an almost
equal distribution between participants of colour (49.5%) and white participants (50.6%). In
terms of diagnoses, participants reported mood disorders as the most frequently experienced
diagnosis (59.4%). The second largest group (20%) of participants reported the condition they
were being treated for as not known to them. Approximately 35.3% of participants stated that

they had been using psychotropic medication for more than two weeks but less than a month.

20



SELF-EFFICACY, ILLNESS PERCEPTION, AND TREATMENT COMPLIANCE IN
ADOLESCENTS

Table 1

Frequency Distribution of Sample According to Biographical Variables

Biographical variable N %

Gender:

Male 82 48.2
Female 88 51.8
Ethnicity:

African 62 36.5
White 86 50.6
Coloured 22 12.9
Home Language:

Afrikaans 97 57.1
English 21 12.4
Sesotho 22 12.9
Setswana 15 8.8
IsiXhosa 3 1.8
Other 12 7.1
Diagnosis:

Mood disorder 101 59.4
Anxiety disorder 6 3.5
ADHD 17 10.0
Other diagnoses 12 7.1
Diagnosis unknown 34 20.0
Period on treatment:

Less than 2 weeks 38 22.4
More than 2 weeks, Less than a month 60 35.3
More than 1 month, Less than 6 months 19 11.2
More than 6 months, Less than 1 year 12 7.1
More than 1 year 28 16.5
No response 13 7.5
Number of admissions

First admission 137 80.6
Two admissions 22 12.9
More than two admissions 11 6.5

Data Collection Method

Consent from the guardians of the participants was obtained by the nursing staff as part
of the admission procedure. The researcher personally obtained assent from the adolescent

participants prior to participation.

Participants were asked to complete three questionnaires as part of their discharge
procedure after the completion of their two-week in-patient and therapeutic program, as
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arranged with the hospital managers. The administration of the questionnaires upon discharge
was at times not feasible owing to time constraints on the part of nursing staff and the researcher
as well as the unpredictability of the timing of a patient’s discharge. Therefore, participants
completed the questionnaires at various points during their admission and not necessarily

towards discharge.

The three questionnaires, as well as a form on which participants were requested to
indicate basic biographical information, were presented in booklet format. The measuring
instruments used in the study were selected conveniently. No South African questionnaires
were appropriate for obtaining the required information, hence non-South African

questionnaires were used.

Administration of the questionnaires was done mostly by the researcher, with the
exception of a few that were administered by nursing staff who had received training on the
data collection process. Completion of the questionnaires took participants approximately 20-
30 minutes, depending on the participants’ speed. Data collection started in April 2018 and

was completed in March 20109.

Measuring Instruments

The shortened form of the Drug Attitude Inventory (DAI-10; Hogan, Awad, &
Eastwood, 1983) was used in order to obtain information regarding the adolescents’ views of
their medication as well as their compliance with the prescribed treatment. The questionnaire
consists of ten dichotomous (true/false) questions indicative of the participants’ subjective
medication compliance or non-compliance (Awad, 1993). A correct answer was scored a value
of 2, while an incorrect response is scored 1. The minimum and maximum scores for this
measure ranged between 10 and 20. The final score was the sum of the responses for these 10
items. The higher the score the more the participant is in compliance (Sajatovic & Ramirez,
2012). In reviewing subjects who were receiving neuroleptic medications, Kampman et al.
(2000) reported a Cronbach’s alpha coefficient of 0.798 and test-retest reliability of 0.92
(Nielsen, Linstrom, Nielsen, & Levander, 2012). No studies could be found in which the
measure was used in the South African context (EBSCOhost, 5 February 2019).

The Brief lllness Perception Questionnaire (BIPQ; Broadbent, Petrie, Main, &
Weinman, 2006) was used to obtain insight into how the adolescents perceive their current

mental diagnosis and the experience thereof. The scale has been used across a variety of mental
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disorders with different population groups, and across various ages ranging from eight to over
80 years (Broadbent, et al., 2015). The scale consists of eight questions that measure the
individual’s perception of his or her illness on an 11-point Likert scale that ranges from zero
(e.g. no affect at all) to 10 (e.g. severely affects my life). In order to obtain an overall score,
items three, four, and seven on the questionnaire, which are negatively formulated, were
reverse-scored as per scoring instructions and added to the sum of the rest of the items
(Broadbent, n.d.). High total scores are indicative of a more threatening perception of the
illness in question (Broadbent, et al., 2006; Broadbent, n.d.). A ninth question asks respondents
to list the three most important factors they view as possible causes of their illness or disorder
(Broadbent et al., 2006). The response to item nine can be grouped into categories in order to
perform categorical analysis (Broadbent et al, 2006). In a systematic review of the BIPQ,
Broadbent et al. (2015) found that most studies that make use of the particular questionnaire
omit the causal item. They further indicated that studies that did include the ninth item
categorized the responses and indicated those most commonly stated. It is suggested that
responses be coded into causal categories (Broadbent et al., 2015; Broadbent et al., 2006). For
the purpose of this quantitative study, a categorical identification was done. Owing to the
nature of question nine, the Biopsychosocial-Spiritual model (BPSS; Engel, 1977) was used to
categorize the various responses in a basic format (Katerndahl, 2008; Saad, de Medeiros, &
Mosini, 2017; Sulmasy, 2002). The themes were calculated in percentage form and reported.
No further in-depth analysis was conducted on this item as it falls beyond the boundary of the
research objectives. The BIPQ has shown good concurrent, predictive, content, and
discriminant validity in numerous studies (Broadbent, et al., 2015). Acceptable test-retest
reliability was demonstrated by a Pearson’s correlation between 0.42 and 0.73, as assessed in
renal patients attending outpatient clinics (Broadbent et al., 2006). The measure has not been
used within the South African context (EBSCOhost, 5 February 2019).

The Decision Self-Efficacy Scale (DSE; O’Connor, 2002) is indicative of an
individual’s self-confidence or belief in his or her ability to make informed decisions regarding
the illness or disorder and the treatment thereof (O’Connor, 2002). The reviewed alternative
format of the scale consists of 11 items that are answered along a 5-point Likert scale ranging
from zero (not confident at all) to four (very confident). The obtained scores were totalled and
ranged between 0 and 44. A low score is indicative of extremely low levels of decision self-
efficacy, while higher scores show good to more effective levels of decision self-efficacy

(O’Connor, 2002). The instrument has been validated in the context of mental illness, as
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demonstrated by Bunn and O’Connor (1996) with a Cronbach’s Alpha coefficient of 0.86 in
subjects diagnosed with schizophrenia who were considering the continuation of treatment with
long-acting antipsychotic injections. According to the psychometric properties, the scale is
correlated with decisional conflict (r =0.55), focusing strongly on feeling informed and
supported (O’Connor, 2002). The measure has not been used within the South African context
(EBSCOhost, 5 February 2019).

The reliability of all scales was investigated by calculating Cronbach’s alpha
coefficients with the use of the SPSS computer software (SPSS Incorporated, 2017). The
reliabilities along with descriptive statistics of the relevant variables are presented in Table 2.

Table 2

Descriptive Statistics and Reliability Coefficients for the Three Measuring Instruments

Measures N Mean SD o Skewness  Kurtosis
Treatment compliance 170 14.62 2.18 0.641 -0.533 -0.393
IlIness perception 170 40.80 11.54 0.655 -0.378 0.243
Self-efficacy 170 30.70 8.03 0.818 -0.572 0.459

From Table 2 it is evident that, with the exception of Self-efficacy, the reliability
coefficients for Treatment compliance and Iliness perception fall below the 0.70 reliability
indicator for non-cognitive constructs (Nunnally & Berstein, 1994). This may be attributed to
the length of the measurements used, as both instruments were short regarding the number of
items. The alpha value is affected by the length of the measuring instrument, i.e. the value may
be reduced if the measurement is short (Cortina, 1993; Tavakol & Dennick, 2011; Streiner,
2003). Taber (2018) emphasised that Cronbach’s alpha coefficient applies to the specific
sample and should not be viewed as a fixed feature of the instrument. Therefore, one must take
into account that the use of the particular instruments is not standardized for the South African
population, which may contribute to the lower reliability coefficients.

Regarding Self-efficacy, a good reliability coefficient was found. Additionally, Table
2 also indicates the skewness and kurtosis coefficients. Guideline values were used in the
rating of these coefficients. For skewness, a range between -1 and +1 indicated slight

skewness, and values between -2 and +2 indicated moderate skewness (Peat & Barton, 2008),
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and for kurtosis, normal distribution was between -3 and +3 (Brown, 1997). From Table 2, it
is clear that there is no occurrence of excessive skewness or kurtosis. This implies that the data
meets the requirements for the assumption of normality.

Statistical Procedures

In order to appropriately analyse the data gathered the following research questions
were formulated:

Research question 1

Is there a significant relationship between illness perception and predicted psychotropic

treatment compliance amongst adolescent inpatients?

Research question 2

Does self-efficacy mediate or moderate the relationship between illness perception and

predicted psychotropic treatment compliance amongst adolescent inpatients?

For the statistical exploration of the first research question, a correlation between the variables
was calculated. For the interpretation of the correlation coefficient, the following effect ranges

were used as guideline values: 0.1 = small, 0.3 = medium, and 0.5 = large.

To answer the second research question, a moderated hierarchical regression-analysis
was done. This procedure comprised of three steps. In the first step, the analysis of a single
variable was dealt with, during which the independent variable (illness perception) was added
to the regression equation to determine its unique contribution, after which the intervening
variable (self-efficacy) was included in the equation in order to determine its unique
contribution. During step two, both the independent and the intervening variables were added
to the equation. In this way, the significant proportional contribution to the criterion variable
(treatment compliance) of each of the predicting variables was determined. Lastly, in step
three, the product between the independent variable (lliness perception) and the intervening
variable (Self-efficacy) in the regression model was investigated. When working with the
product between two variables, it is important to prevent multi-colonialism. For this purpose,
the variance settings of the relevant variables were first calculated and then the product was

calculated between the two sets of variance scores.
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With step one, it is determined whether illness perception indicates a significant direct
relationship with adolescent inpatients’ predicted psychotropic treatment compliance. If the

variables are subsequently added to the equation, the following can be deduced:

e |If the calculated Beta-coefficient of illness perception is significant in step one but
nonsignificant in step two, it can be concluded that self-efficacy is a mediator variable.
(Mediator variable serves as an intervening variable to the extent to which it can explain
the relationship between the predictor and the criterion variable.) (Baron & Kenny,
1986).

e |f the calculated Beta-coefficient of self-efficacy is significant in step one but
nonsignificant in step two, it is an indication of entanglement of variables (Gravetter &
Wallnau, 2000).

e |f the calculated Beta-coefficient of the product term (step 3) is significant, it can be
deduced whether there is a significant interaction, which would then be indicative of a
moderator effect (Howell, 2017). (A moderator variable influences the direction and/or
the strength of the relationship between the predictive and criterion variables.) (Baron
& Kenny, 1986).

All analysis was performed using the SPSS program software (SPSS Incorporated,

2017) and both the 1% and 5% levels of significance were used.

Ethical Considerations

Ethical clearance was obtained from the Research Ethics Committee of the Faculty of
the Humanities, University of the Free State (Ethical clearance number: UFS-HSD2017/0282).
Permission to conduct the study at the specific private psychiatric facilities, M-Care Optima
Psychiatric Hospital and Bloemcare Psychiatric Hospital, was obtained from the board of
directors, who then informed the treating mental health team complement. Arrangements were
made with the management of the facilities regarding data collection, and team members in the
relevant units were thoroughly oriented regarding the data collection process. Informed
consent was obtained from the participants’ parents or guardians, and assent was obtained from
the participants themselves prior to completion of the above-mentioned questionnaires. The
researcher throughout the data collection process remained aware of the potential impact the
professional status of the questionnaire administrators (researcher and nursing staff) may have

on the participants’ willingness to participate. It was emphasised to the participants that
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participation was completely voluntary, and the decision to participate or the refusal would not
have any effect on the length of hospitalization or the course of treatment. It was reiterated that
there would be no negative consequences should they decline to participate. Assent was
therefore authentic and not merely compliance with the request from the researcher or nursing
staff. Confidentiality regarding the identifying particulars of the participants was maintained
throughout the duration of the study and thereafter. The collected data was stored according
to the HPCSA guidelines (Health Professions Council of South Africa, 2008). Electronic data
files were stored on the researcher’s personal computer, which remains password protected.
During data collection, the participants were informed, as part of the assent process, that should
any of the items in the questionnaires trigger uncomfortable emotions, they should report this
to the nursing staff. The nursing staff were trained in debriefing the participants and instructed
to inform the treating psychiatrist or psychologist at the hospital if any changes in their
symptom picture or behaviours occurred. Participants completed the questionnaire no less than
a day prior to discharge. Thereafter they were monitored and seen by their treating psychiatrist
at least once more after completing the questionnaire. The nursing staff were asked to inform
the researcher if any negative consequences were reported by participants. No such feedback
was received. The researcher also monitored participants’ reactions whilst completing the
questionnaires and inquired as to how they felt after completion thereof. As far as the
researcher is aware, no adverse effects resulted from participation in the study. Feedback
regarding the results of the study was provided to the facilities.

Results and Discussion

Results

To investigate the first research question, the Pearson Product Moment correlation

coefficient was calculated for the three variables. The results are indicated in Table 3.
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Table 3

Intercorrelations between Variables for Total Sample (N=170)

Variables IlIness Self-
perception efficacy
1 Treatment compliance 0.012 0.146
2 llIness perception - -0.298**
3 Self-efficacy -
**p<=0.01

From Table 3, it can be seen that a correlation between treatment compliance and illness
perception is reported, however not found to be statistically significant (0.012). This
correlation will be discussed in more detail in the next section. There was a significant negative
relationship between illness perception and self-efficacy (0.298; p< 0.01) for the total group on
the 1% level of significance. This correlation was of medium effect size, indicating reasonable
practical significance. From this result it could, therefore, be understood that participants who
lacked commitment to acknowledge the seriousness of their illness are less likely to think of or
see themselves as being able to cope or succeed with treatment.

Thunander Sundbom and Bingefors (2012) emphasised that there are differences
between the treatment compliance behaviour of men and that of women, and that if one were
aiming to improve compliance, one would have to gain an understanding of the impact of
gender on treatment compliance. Though gender differences do occur, there appear to be
inconstancies in the results (Seal, Cave, & Atkinson, 2017; Thunander Sundbom & Bingefors,
2012). In light of this, gender differences were considered in the analysis of the data obtained.

Table 4 illustrates the intercorrelation between the variables for males and females respectively.

Table 4

Intercorrelations between Variables per Gender (N=170)

Variables Illness perception Self-efficacy
Males Females Males Females
1 Treatment compliance 0.122 -0.085 0.126 0.163
2 llIness perception - - -0.128 -0.422**
3 Self-efficacy -0.128 -0.422** - -
**p<=0.01
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As illustrated in Table 4, it is noted that no significant correlation between treatment
compliance and illness perception for either the male or female participants was found.
However, a significant negative relationship was reported between illness perception and self-
efficacy on the 1% level of significance for female participants. In contrast to this, there was
no significant relationship between the two mentioned variables for male participants. The
first mentioned relationship indicated a medium to large effect size and is therefore of practical
value. In line with the current findings, it could be deduced that participants who show a lack
of knowledge and understanding of their illnesses are more likely to have lower levels of self-

efficacy.

To investigate the second research question, a series of subtests regression analyses
were conducted with psychotropic treatment compliance as the dependent variable, illness
perception as the independent variable, and self-efficacy as the intervening variable. The
analysis for the two genders was done separately. The results for male participants are
indicated in Table 5.
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Table 5

Hierarchical Multiple Regression between Treatment Compliance, Iliness Perception and Self-
Efficacy for Male Participants

Model Unstandardized  Standardized R Adjusted

Coefficients Coefficients t p F R Square R Square

B Std. Beta

error

1. 13.83 0.79 1760 0.00 1.22 0.12 0.015 0.003
1p 0.02 0.02 0.12 1.10 0.27
2a 12.51 1.29 973 0.00 145 0.19 0.036 0.011
2h 0.03 0.02 0.14 1.26 0.21

0.04 0.03 0.14 1.30 0.20
3a 10.97 1.40 783 0.00 297 032 0.102 0.068
3b 0.03 0.02 0.18 1.65 0.10

0.08 0.03 0.31 2.42 0.02

0.01 0.002 0.31 2.41* 0.02

Model 1: Predictor: 1, = constant; 15 = Iliness perception

Model 2: Predictors: Predictor: 2, = constant; 2, = llIness perception; Self-efficacy

Model 3: Predictors: Predictor: 3, = constant; 3, = IlIness perception; Self-efficacy; Iliness

perceptionXself-efficacy
** <= 0.01
* p<=0.05

Firstly, from Table 5, it appeared that self-efficacy cannot be identified as a mediator

in the relationship between illness perception and treatment compliance for male participants.
This inference or assumption could be made, seeing as the independent variable, illness
perception, delivered nonsignificant Beta-coefficient (B = 0.12; p=0.27) in model 1 as well as
in model 2 ( = 0.14; p = 0.20). Secondly, it further appeared that, according to model 3, the
interaction between the independent variable (illness perception) and the intervening variable
(self-efficacy) does provide a significant result (f = 0.31; t = 2.41; p = 0.02) on the 5%-level.
Consequently, it could be concluded that self-efficacy moderates the relationship between

illness perception and psychotropic treatment compliance of male participants.
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Figure 1: Regression lines for low and high self-efficacy with illness perception as predictor

of psychotropic treatment compliance in male participants

Based on the findings from Table 4, the nature of this moderator effect was investigated
to determine the relationship between illness perception and psychotropic treatment
compliance for those who were low and high respectively on the moderator variable (self-
efficacy). For this purpose, two separate regression lines were calculated — one for those who
obtained high scores on self-efficacy (on or higher than the 75" percentile, N=21; a score of 39
or higher) and another for those who scored low on self-efficacy (on or lower than the 25™

percentile, N=20; a score of 26 or lower). The regression lines are illustrated in Figure 1.

From figure 1, it was clear that male participants with high levels of self-efficacy show
a relative increase in the regression line (slope = 0.064) leading to a positive relationship
(0.169) between illness perception and psychotropic treatment compliance. For the male
participants with low levels of self-efficacy, there was a slight decrease in the slope (-0.064) of
the regression line. This indicated that for male participants with low levels of self-efficacy
there was an increase in illness perception (deficiency in admission of or commitment to the

severity of the illness) with the occurrence of a decrease in treatment compliance.

The results of the hierarchical regression analyses for the female participants are
indicated in Table 6.
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Table 6

Hierarchical Multiple Regression of Treatment Compliance, Iliness Perception and Self-
Efficacy for Female Participants

Model Unstandardized  Standardized R Adjusted

Coefficients Coefficients t p F R Square R Square

B Std. Beta

error

1a 15.42 1.08 1423 0.00 0.62 0.09 0.007 -0.004
1y -0.02 0.02 -0,09 -0.79 0.43
2a 13.46 1.85 728 000 1.17 0.16 0.027 0.004
2y -0.01 0.03 -0.02 -0.16 0.87

0.05 0.03 0.15 131 0.19
3a 13.59 1.95 6.97 000 0.79 0.17 0.027 -0.007
3b -0.01 0.04 0.14 1.09 0.28

0.04 0.003 0.03 0.23 0.82

Model 1: Predictor: 1. = constant; 15 = lliness perception

Model 2: Predictors: Predictor: 2, = constant; 2, = llIness perception; Self-efficacy

Model 3: Predictors: Predictor: 3z = constant; 3, = IlIness perception; Self-efficacy;

Iliness perceptionXself-efficacy
**p<=0.01
* p<=0.05

From Table 6, it appears that self-efficacy was not identified as a mediator in the

relationship between illness perception and psychotropic treatment compliance for female
participants. This deduction could be made because the independent variable, namely illness
perception, provided a non-significant Beta-coefficient (f = -0.09; p = 0.43) with model 1 as
well as model 2 (B =-0.02; p = 0.87). The results obtained with model 3 further reinforced the
result that self-efficacy does not moderate the relationship between illness perception and

psychotropic treatment compliance for female participants (8 = 0.03; t=0.23; p = 0.82).

Lastly, as indicated, the Brief Illness Questionnaire also consisted of a more
qualitatively oriented question, which required participants to indicate three possible causes
that they believed had led to the development of their diagnosed mental illness. Not all
participants provided the three causes. Fifteen of the participants (8.92%) did not respond to
the question, although they completed the rest of the questionnaire. The remaining
participants’ response rate was as follows: one cause 12.94%, two causes 17.06%, and the

majority of 61.79% indicated the requested three causes. As previously indicated, a categorical
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identification was done with the use of the BPSS-model. The smallest number of responses
(8.86%) referred to a Biological factor being the cause of the diagnosed condition, followed by
Spiritual aspects (13.92%). The majority of the causes could be categorised as Psychological
(35.19%) and Social factors (42.03%). These results are mentioned only briefly, as they form
part of the questionnaire; however, an in-depth analysis was not done as this forms part of
qualitative methodology. The obtained results should be explored in a follow-up qualitative

research report.

Discussion

As stated, the aim of this study was to investigate some factors that may influence
psychotropic treatment compliance, specifically amongst adolescent inpatients admitted to a
psychiatric facility. The study focused on their experiences and perceptions regarding the use
of prescribed psychotropic medication, their diagnosis, as well as how their levels of self-
efficacy influence health decisions. Flowing from these aims, the following research questions

were formulated, namely:

Research question 1

Is there a significant relationship between illness perceptions and predicted
psychotropic treatment compliance amongst adolescent inpatients?

Research question 2

Does self-efficacy mediate or moderate the relationship between illness perceptions and

predicted psychotropic treatment compliance amongst adolescent inpatients?

The descriptive statistics yielded satisfactory results. Demographically the participants
were predominantly female, from the white racial group and Afrikaans-speaking. This finding
seems to concur with a recent study conducted among adolescents in Johannesburg that
reported that mood disorders, specifically depression, are highest amongst adolescent females
(Cheng et al., 2014). In this study, most participants had also been diagnosed with a mood
disorder. A study by Burger, Van der Westhuizen, Lubbe, & Serfontein (2009), which focused
on South African children and adolescents, found that antidepressants are more frequently
prescribed for females than for males. Females are said to be more at risk of developing a

mood or anxiety disorder, and these are hence more prevalent amongst females (Stein et al.,
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2008; Williams, et al., 2008). With regard to race, the majority of the sample consisted of
white participants. This may be ascribed to the fact that white South Africans are more likely
to make use of Western medicine than black South Africans, who are more frequently to make
use of complementary and alternative medicine (CAM — Traditional and spiritual healers etc.)
in keeping with many traditional African belief system. (Seedat, et al., 2009; Sorsdahl et al.,
2009).

In order to answer the posed research questions, three questionnaires were used to
investigate each of the three variables respectively (DAI, BIPQ, and DSES). The mean scores
obtained from each of the instruments compared reasonably well with those obtained in
previous studies. The mean score on the DAI was lower than the mean score as indicated by
Nielsen et al., (2012). This implies that participants in the current study may have had a more
negative attitude towards their medication and may, therefore, be less compliant in future. This
may be due to the acute nature of the mental disorders of the current study participants, as the
measure does not take into account any adverse physical effects of the medication that the
participants might have been experiencing, as most had only recently been initiated on
treatment, which in turn may have affected their view of the prescribed medication (Molteni et
al., 2014; Pomykacz, Mao, Weiss, & Teter, 2007). Regarding the BIPQ, a mean score of 40.8
(SD 11.54) was obtained. Most studies reported on a single item mean score and not the
summary score of the scale (Broadbent et al., 2015). The mean score compared well with a
previous study on adolescents with allergic rhinitis, which was 34.69 (SD = 11.89) (Pesut, et
al., 2014). Lastly, the mean scores of the DSES could not be compared to the results of the
study by Bunn and O’Connor (1996), as the instrument was adjusted for the investigated
population. The obtained mean score, 30.7 (SD = 8.03), was similar to the mean scores of a
study that focused on patients taking antipsychotic medication, in which the mean scores of

multiple administrations were between 29 and 32 (Moncrieff, et al., 2016).

Regarding the skewness and kurtosis, the analysis indicated that all the scores fell
within the acceptable ranges and did not adversely influence the results. This implies that the
requirements for the assumption of normality were met by the obtained data. With the
exception of the DSES (measuring self-efficacy), the other two measures, namely the DAI
(predicted treatment compliance) and the BIPQ (illness perception) fell below the 0.70 guide

for non-cognitive instruments (Nunnally & Bernstein, 1994). As mentioned earlier, this may
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be attributed to the small item load of the measurement, which may result in reduced alpha
coefficient values (Cortina, 1993; Tavakol & Dennick, 2011; Streiner, 2003).

In order to answer the first research question, a Pearson Product Moment correlation
coefficient was calculated among the three variables. The second research question was
answered by doing a moderated hierarchical regression-analysis, which comprised three steps,
as described under the statistical procedure. All analysis was performed using the SPSS
program software (SPSS Incorporated, 2017) and both the 1% and 5% levels of significance

were used.

Firstly, a significant negative relationship between illness perception and self-efficacy
for the total group (male and female adolescent inpatients) was found. From this result, it could
be understood that adolescent inpatients who were unable to grasp or understand the nature and
dynamics of their diagnosis were less likely to think of or see themselves as being able to cope
or manage with the consequent treatment process. This was in keeping with previous results,
which indicated that patients who have a more negative illness perception tend to view the
illness as uncontrollable and may view themselves as unable to successfully manage their
iliness (Petrie, Jago, & Devcich, 2007; Steca et al., 2013). Self-efficacy and illness perception
are considered to be cognitive dimensions and were identified as integral to the self-

management of an illness (Steca et al., 2013).

By contrast, no significant relationship was found between illness perception and
treatment compliance, as posed by the first research question. This was not in keeping with
results from previous studies that found a significant relationship between illness perception
and medication compliance (Atorkey et al., 2017; Averous et al.; 2018; Hussain, Imran,
Hotiana, Mazhar, & Asif, 2017). Various factors may have affected the lack of correlation
between illness perception and predicted medication compliance. With regard to illness
perception, it may be important to note that 20 percent of the participants had minimal
understanding of their diagnosis, as well as the prescribed treatment. It appears that there is a
lack of awareness raising and other psychoeducational initiatives in the area of mental health
and wellness, that may impact on participants’ illness perception and treatment compliance.
Existing health information initiatives seem to share an over-riding focus on psycho-education
and raising awareness of HIV and its negative impact on attitudes towards medication and
treatment compliance among South African youth (Bikaako-Kajura et al., 2006; Mahloko &
Madiba, 2012; Okawa et al., 2017).

35



SELF-EFFICACY, ILLNESS PERCEPTION, AND TREATMENT COMPLIANCE IN
ADOLESCENTS

Another possibility (lack of correlation between illness perception and predicted
medication compliance) that this could be related to is the length of time participants have been
on treatment. With reference to the period in which participants had been taking treatment,
57.7% of them had been taking medication for less than a month (35.3% more than two weeks
but less than a month; while 22.4% less than two weeks). The larger group started medication
just prior to admission or on admission, as the study focused on inpatients. In addition to this,
it was the first admission to a psychiatric facility for 80.6% of the participants. The adolescent
patient has not necessarily accepted or processed the diagnosis. Part of the adolescent
developmental phase is the need to belong and to be accepted, which is accompanied by a fear
of rejection. Being diagnosed with a mental illness may result in the adolescent questioning
his or her normalcy and therefore rejecting the diagnostic label (Wisdom, Clarke, and Green,
2006). For adolescent mental health care users, taking medication contradicts their views of
themselves as normal adolescents (Kranke, Floersch, Kranke, & Munson, 2011; Wisdom et al.,
2006). This is further supported by the impact of self-stigma, which is the internalization of
societal and cultural stigmatizing views of mental illness (Corrigan & Rao, 2012; Corrigan,
Watson, & Barr, 2006), which has been identified as one of the factors hindering adolescents
from engaging in treatment related behaviour and accepting the help provided (DeLuca, 2019).
The recent diagnosis and initiation of treatment could thus impact their perception of their

illness, as well as their attitude towards their prescribed medication.

In the analysis of gender, a significant negative relationship between illness perception
and self-efficacy for female adolescent inpatients, but no significant relationship for the two
variables, was found for male adolescent inpatients. Pesut, et al. (2014) found similar gender
differences in a study investigating illness perception in a medical condition. They attributed
these differences to females having a tendency to worry more about health concerns and hence
to perceive the experienced symptoms as more threatening. Laurier, Lafortune, and Collin
(2010) also found significant differences with regard to male and female adolescents’ attitudes
towards, and behaviour related to, psychotropic medication. They also indicated that anxiety
regarding their illness plays a role in compliance behaviour amongst adolescent females.
Furthermore, their study illustrated that, for adolescent males, coping strategies and how they
perceive the relationship with the prescribing physician, as well as their readiness to change,

were more prominent when exploring compliance behaviour, while anxiety did not play a role.
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The second research question was answered by performing a regression analysis with
psychotropic treatment compliance as the dependent variable, illness perception as an
independent variable, and self-efficacy as an intervening variable. The analysis for the two
genders was again done separately.

In the initial analysis a significantly positive result interaction between illness
perception (independent variable) and self-efficacy (intervening variable) was found. From
this result, self-efficacy seems to moderate the relationship between illness perception and
psychotropic treatment compliance of male adolescent inpatients. The nature of the moderator
effect of self-efficacy for male adolescent inpatients was investigated further, using regression
lines. This illustrated that male participants with low levels of self-efficacy had higher levels
of illness perception and showed lower levels of treatment compliance. Male participants
having high levels of self-efficacy reported greater commitment toward treatment compliance
and seemed to understand their mental conditions much better (illness perception).

Bandura (2004) emphasized that self-efficacy beliefs influence and are influenced by
one’s outcome expectations. Individuals with high levels of self-efficacy tend to expect
positive outcomes, and in contrast, individuals with low levels of self-efficacy would expect
that their efforts will not result in a good outcome, as linked to their doubt in their abilities to
effect change (Bandura, 2004; Moeini et al., 2008). Bandura (2004) went on to highlight that
one’s belief in one’s ability to exercise control, as would be the case with decision self-efficacy
related to health decisions, will affect personal change in one’s health-related behaviour, which
treatment compliance may be regarded as. In contrast with these findings, Hou, Cleak, and
Peveler (2010) stated that especially younger patients with a negative perception of their
medications may still view themselves as having the ability to handle their condition on their
own, without medication. Concurring with current findings regarding male participants with
low levels of decision self-efficacy, James (2013) concluded that, even if patients received the
necessary comprehensive health information, they may feel overwhelmed and consequently
doubt their abilities to make choices about their health care. This may account for the
moderating effect of low self-efficacy resulting in increased illness perception and the
consequent decrease in treatment compliance. Gender differences were again identified. It has
been found that boys tend to have less knowledge and experience regarding mental health and,
accompanying this, be less likely to willingly make use of mental health services (Chandra &

Minkovitz, 2006). The lack of knowledge accompanied by a lack of engagement in the

37



SELF-EFFICACY, ILLNESS PERCEPTION, AND TREATMENT COMPLIANCE IN
ADOLESCENTS

treatment may account for the decrease in treatment compliance with a low level of self-
efficacy. Adolescence as a developmental phase is a period during which the adolescent has
the need to gain more independence, make their own choices, and exert control over their lives.
Adolescents who are diagnosed with a psychiatric condition that necessitates taking medication
are at greater risk of feeling powerless and not taking medication, in the hope that they can still
exercise control over the situation (Taddeo, Egedy, & Frappier, 2008). Consequently, attitudes

and perceptions may be negatively affected by the age-old stigma surrounding mental illnesses.

Limitations

Several challenges were encountered, and limitations revealed, during the research
process. As previously indicated, the administration of the questionnaires was not consistently
done upon discharge of the participants as initially planned, owing to various logistical
constraints. The implication thereof was that patients were at different stages of their treatment
process and may still have been adjusting to the new environment. It would have been
preferable to have participants’ views regarding the variables upon discharge, as the
responsibility for medication compliance was then completely transferred to the participants.
This also implicated the length of treatment. Some of the participants had been taking treatment
for less than two weeks, which could have had an effect on their attitude towards their treatment
as well as their diagnosed illness, as this might not have sunk in and the participant might still
have been adjusting and might not have had the opportunity to ask questions and realize the

implication of the diagnosis.

The participants had all been admitted to private psychiatric facilities, and the length of
admission was not likely to exceed two weeks as per the hospitals’ policy and the nature of the
treatment programmes. All the participants were on medical aid or their parents or guardians
had the means to pay for the treatment. It may be assumed that the participants were in the
middle-income group or higher. It may be of interest to conduct similar research with
adolescent patients who have been admitted to public psychiatric facilities, who find
themselves in a different socio-economic context and may be exposed to a longer

hospitalization period.

The study relied on self-report questionnaires, which provided subjective data that may
be influenced by the emotional and psychological state of the patient. It might be of value to
the study if the questionnaires were re-administered after a period once the patient has been

discharged, to see the effect that stabilization on medication and manifestation of treatment
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side-effects has subsided. Furthermore, all three of the questionnaires used in this study were
not South African standardized instruments. First world nations, for which the instruments
were standardized, may differ from developing countries in a number of ways, which would

include their experiences of mental health.

Conclusion and Recommendations

A decade ago, Floersch et al. (2009) emphasized that it cannot be assumed that
adolescents understand their diagnosed condition and comprehend their prescribed treatment
in order to be treatment compliant. This study aimed to shed light on how adolescent inpatients
admitted to a psychiatric facility perceived their prescribed psychotropic treatment and viewed
their diagnosed illness, and how confident they were in their abilities to make health decisions
in an attempt to manage and cope with their condition. | support the view of Charach et al.
(2008), who suggested that if one were to investigate treatment compliance, it would be
preferable to complement quantitative data with the use of qualitative methods in order to
obtain a more holistic view of the intricacy involved. The current study did warrant mixed
method approach, but due to the time-consuming nature of the inpatient programme the
participants were involved in and the limitation it therefore places on the availability of the
participants, this was deemed not feasible.

A mixed-method approach may thus be recommended for future research, as this would
provide insight into why adolescents would become non-compliant with psychotropic
treatment. Furthermore, it may be of value to investigate treatment compliance for specific
mental disorders, as this study did not differentiate between the prevalent disorders amongst
the population of interest. It appeared that limited literature is available that focuses
specifically on adolescent psychiatric inpatients, even though perspective and behaviour

related treatment compliance appears to be multifaceted.

The focus of the study was not to compare male and female adolescent inpatients with
regard to psychotropic medication compliance. Correlational and regression analyses, as well
as the analyses of group differences on variables that are said to impact treatment compliance,
have proved to be of great value (Rapoff, 2010). Therefore, the differences identified with
regard to attitude towards medication, illness perception, and decision self-efficacy between
males and females may be of value. Interventions aimed at improving medication compliance

need to be adjusted and gender differences need to be considered. The relationship between
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treatment compliance and demographic variables such as gender may help guide interventions
aimed at improving compliance, though the nature of said interventions is not clear (Horne,
Weinman, Barber, Elliott, & Morgan, 2005). This could be explored further, as the
developmental age of maturation supports longitudinal follow-up studies aimed at determining

whether perceptions and treatment compliance behaviour changes.

The contributions of this study assist researchers in understanding the impact of self-
efficacy on treatment compliance and health care perceptions of the adolescent mental health
care users, as a definite need exists to better understand how self-efficacy is impacted upon and
henceforth affects medication compliance in adolescents. It is only through acknowledging
and exploring the intricacy of psychotropic treatment compliance in adolescents that we will

be able to meet their needs and assist them on their journey towards adulthood.
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APPENDIX B: DRUG ATTITUDE INVENTORY (DAI-10)

Drug Attitude Inventory
DAI-10
Developers: Hogan, Awad, & Eastwood (1983)

Please read the following statements. Next to each statement you will find T and F. If you

feel you agree with the given statement, circle T (True). If you feel you disagree with the

statement, circle F (False). The questions ask about your opinion. There is no right or wrong.

Please answer all the questions.

T =True F = False
1 | For me, the good things about medication outweigh the bad T F
2 | | feel strange, "doped up", on medication T F
3 | I take medications of my own free choice T | F
4 | Medications make me feel more relaxed T | F
5 | Medication makes me feel tired and sluggish T F
6 | | take medication only when | feel ill T | F
7 | | feel more normal on medication T | F
8 | Itis unnatural for my mind and body to be controlled by T F
medications
9 | My thoughts are clearer on medication T | F
10 | Taking medication will prevent me from having a breakdown T F
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APPENDIX C: BRIEF ILLNESS PERCEPTION QUESTIONNAIRE (BIPQ)

Brief Illiness Perception Questionnaire
BIPQ
Developers: Broadbent, Petrie, Main, & Weinman (2006)

For the following questions, please circle the number that best indicates your views. For

example, question 1 is “How much do you feel your illness affects your life”. If you mark O it

means that it has no affect at all, if you mark 10 it means it severely affects your life, and if

you feel it is somewhere in between, you can mark the a number that best indicates how much

it affects you. Please read the questions carefully and answer as honest as possible. Again,

there is no right or wrong answer, it is about how you feel and experience your illness.

Please answer all the questions.

1. How much does your illness affect your life?

0 1 2 3 4 5 6 7 10
no affect at severely
all affects my

life
2. How long do you think your illness will continue?

0 1 2 3 4 5 6 7 10
a very short forever
time
3. How much control do you feel you have over your illness?

0 1 2 3 4 5 6 7 10
absolutely extreme
no control amount of

control
4. How much do you think your treatment can help your illness?

0 1 2 3 4 5 6 7 10
not at all extremely

helpful
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5. How much do you experience symptoms from your illness?

at all

0 1 2 3 4 5 6 7 10
no many
symptoms severe
at all symptoms
6. How concerned are you about your illness?

0 1 2 3 4 5 6 7 10
not at all extremely
concerned concerned
7. How well do you feel you understand your illness?

0 1 2 3 4 5 6 7 10
don’t understand
understand very clearly

scared, upset, or depressed?)

8. How much does your illness affect you emotionally? (e.g. does it make you angry,

0 1 2 3 4 5 6 7 10
not at all extremely
affected affected
emotionally emotionally

illness.

The most important causes for me:

9. Please list in rank-order the three most important factors that you believe caused your

1)

2)

3)
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APPENDIX D: DECISION SELF-EFFICACY SCALE (DSES)

Decision Self-Efficacy Scale

DSES

Developer: O’Connor (2002)

Below are listed some things involved in making an informed choice. Please show how

confident you feel in doing these things by circling the number from 0 (not at all confident) to

4 (very confident). Your answer will show how much you believe in your abilities to make

decisions. There is no right or wrong answer. Please answer all the questions.

1. | feel confident that | can get the facts about the medication choices available
to me
not at all 0 1 2 3 4 very
confident confident
2. | feel confident that | can get the facts about the benefits of each choice
not at all 0 1 2 3 4 very
confident confident
3. | feel confident that | can get the facts about the risks and side effects of each
choice
not at all 0 1 2 3 4 very
confident confident
4. | feel confident that | can understand the information enough to be able to
make a choice
not at all 0 1 2 3 4 very
confident confident
5. I feel confident that | can ask questions without feeling dumb
not at all 0 1 2 3 4 very
confident confident
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6. | feel confident that | can express my concerns about each choice
not at all 0 1 2 3 4 very
confident confident
7. | feel confident that | can ask for advice
not at all 0 1 2 3 4 very
confident confident
8. | feel confident that | can figure out the choice that best suits me
not at all 0 1 2 3 4 very
confident confident
9. | feel confident that | can handle unwanted pressure from others in making my
choice
not at all 0 1 2 3 4 very
confident confident
10.1 feel confident that | can let the hospital team know what’s best for me
not at all 0 1 2 3 4 very
confident confident
11.1 feel confident that | can delay my decision if | feel | need more time
not at all 0 1 2 3 4 very
confident confident
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