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ABSTRACT

Introduction: Mental health research has consistently focused
on high rates of treatment non-adherence, and how inpatient
programs and health professionals can effectively confront
this reality. The literature has centred almost exclusively on
adult populations. Unfortunately, psychotic and major mood
disorders are serious and persistent mental health problems
that are increasingly recognized as having an early onset,
affecting children and adolescents. Method: This article draws
on a review of the literature and Habermas’s three domains of
knowledge: technical, practical, and emancipatory. This article
has incorporated current research, adherence theories, and the
facilitation of the unique local expertise of health professionals
to generate a framework. This framework is designed to teach
health professionals working in child and adolescent psychiatric
inpatient units how they and the larger unit can practice to
enhance patient treatment adherence during and after admission.
Results: A five-step approach to teach health professionals to
enhance treatment adherence has been developed based on current
research and educational theories and principles. Conclusion:
Health professionals working in child and adolescent psychiatry
can practice to enhance patient treatment adherence, and improve
patient and family outcomes.

Key Words: treatment adherence, psychosis, mood disorder,
hospitalization, learning theory

RESUME

Introduction: Les recherches en santé mentale démontrent
que plusieurs patients ne prennent pas leur médication; ces
mémes recherches suggerent comment aborder efficacement
ce probleme lorsque le patient est hospitalisé. La littérature
s’est surtout centrée sur le patient adulte. Nous reconnaissons
davantage aujourd’hui que les troubles psychiatriques et les
dépressions majeures peuvent se produire plus tot qu’on le croyait
précédemment, c’est-a-dire qu’ils touchent les enfants et les
adolescents, et qu’ils sont séveres et chroniques. Méthodologie:
Cette étude s’appuie sur des données de la littérature et les trois
domaines de la connaissance selon Habermas: le technique,
le pratique et I’émancipation. Nous avons intégré dans cette
étude les recherches actuelles, les théories en vue de faciliter
I’adhésion a ce qui doit étre fait et les habiletés des praticiens
eux-mémes a mettre en place un cadre facilitant. Ce cadre a
pour objectif d’enseigner aux professionnels au sein des unités
d’hospitalisation pour enfants et adolescents comment élaborer
une démarche susceptible d’aider les jeunes patients a prendre leur
médication en cours d’hospitalisation et en postcure. Résultats:
Nous avons développé une démarche en cinq points basée sur les
recherches actuelles, des théories et des principes éducatifs, et
ce, pour enseigner aux professionnels comment aider et motiver
le jeune a prendre sa médication aussi longtemps que nécessaire.
Conclusion: A force de pratiquer et de développer les habiletés
nécessaires, le professionnel en arrive a aider le jeune patient et
sa famille a comprendre I’importance de prendre et de continuer
a prendre sa médication.

Mots clefs: poursuite du traitement, psychose, maladie affective,
hospitalisation, théories d’apprentissage

INTRODUCTION

Treatment adherence is an important issue for healthcare
professionals and consequently has been studied for over fifty
years (Kyngas et al., 2000). Treatment adherence has been
researched in a variety of fields and with numerous conditions,
in efforts to better educate health professionals treating those
specific populations and to ultimately improve patient adherence
rates. While adult psychiatric conditions have received intense
scientific scrutiny, very little research or attention has been
focused on educating and teaching health professionals working
with child and adolescent psychiatric populations. This article
will address this gap in knowledge by applying educational
theories and principles to health professionals. This will be
accomplished by applying Habermas model of knowledge in
adult learning to this phenomenon, which requires learners to
know the information related to that phenomenon, appreciate

related understandings and meanings, and to synthesize this
knowledge into new learning opportunities developed with
critical self-reflection and local expertise.

The article will review the literature to clearly outline the
importance and magnitude of treatment adherence related to
children and adolescents with severe and persistent mental
health disorders. Second, the adult learning theory associated
with Habermas’s three domains of knowledge will be described.
Third, a synopsis of treatment adherence research within this
field will be summarized along a biomedical, psychological, and
social schema. Fourth, an account of the dominant adherence
theories will be discussed. The last, and largest section, will
encourage health professionals to incorporate this information
with their own local expertise into a five-step approach that
facilitates critical self-reflection and learning. Consequently, this
article will provide a forum for health professionals to learn and
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subsequently change their approach in working with children and
adolescents afflicted with psychiatric disorders, and ultimately
to enhance treatment adherence.

Millions of children under the age of 19 years suffer with
mental health disorders, including over 12 million in the United
States alone (Scharer, 2002). Prevalence rates of North American
children with mental illnesses range from 16% to 22% (Roberts
et al., 1998; Rosenblatt & Attkinsson, 1993). It is estimated that
over 2% of children have serious and persistent mental health
disorders.

A literature review of treatment adherence with patients
suffering with schizophrenia, other psychotic disorders, or
major mood disorders uncovered no study or article that focused
exclusively on children and/or adolescents with these conditions,
despite well published prevalence rates. While a burgeoning field
has developed in this area, only a limited number of adherence
studies included patients under the age of 18 years (Svedberg
et al., 2001; Verdoux et al., 2000). Unfortunately, the treatment
of children and adolescents with mood disorders and psychosis
has been distinctly underrepresented in the studies in this field
(Wrate et al., 1994). This is of further concern as it is estimated
that 75% of 21 year olds with psychiatric conditions had mental
health issues as a child (Scharer, 2002). While these psychiatric
conditions are more recognizable and have greater prevalence
rates in adults, the seriousness, younger age of onset, and acuity
of these conditions in children are increasing. Furthermore,
these diagnoses are recognized as the most serious and persistent
conditions. They have immediate and lasting impacts on
adolescents and families, and on public resources, health care
support, and communities.

Psychiatric inpatient units have been a mainstay in the
treatment of adolescents for decades, and have become a
preferred source of stabilization for individuals suffering
from schizophrenia, other psychotic features, and major mood
disorders. The number of children admitted into adolescent
inpatient units is rising, as are the acuity and seriousness of
their conditions (Rosenblatt & Attkinsson, 1993). These trends,
which have exerted an increasing demand for intensive inpatient
treatment, are costly. Mental illness currently ‘“ranks first
among the causes of disability in the United States, Canada, and
Western Europe, according to the World Health Organization”
(Iglehart, 2004). The total annual direct costs associated with
schizophrenia range from 19 to 33 billion U.S. dollars, with
the readmission costs associated with schizophrenia topping
2.3 billion U.S. dollars annually (Buchanan & Carpenter, 2000;
Weiden & Olfson, 1995). While specific costs associated with
childhood mental health inpatient admission (and readmission)
rates are not available, it is recognized that no other health
condition in childhood is more costly (Blanz & Schmidt, 2000;
Davidson et al., 1997; Scharer, 2002; Sourander & Leijala,
2002; Woolston, 1996). “Because schizophrenia begins early
in life; causes significant and long-lasting impairments; making
heavy demands for hospital care; and requires ongoing clinical
care, rehabilitation, and support services, the financial cost of
the illness in the United States is estimated to exceed that of
all cancers combined” (Buchanan & Carpenter, 2000, p. 1097).
Furthermore, these figures do not include the indirect costs,

such as the devastating human dimensions of the illness, loss
of productivity, losses due to premature deaths, or impact on
family and caregiver resources (Weiden & Olfson, 1995).
Consequently, prevention is a major challenge at a societal level
and to the ongoing care of patients, specifically children and
adolescents, with schizophrenia, psychosis, and mood disorders
with psychotic features (Geller et al., 2002; Robinson et al.,
1999; Rosenfarb et al., 2001; Zipursky & Schultz, 2002).

Typically, adolescents with these serious diagnoses require
assessment and treatment services on an inpatient unit (Green
& Burke, 1998; Kolko, 1992; Wrate et al., 1994). Generally,
hospitalization has a positive and dramatic impact on the
stabilization of major psychiatric illnesses. However, financial
costs and deinstitutionalization have resulted in a steady, but
distinct, decline in the average length of stay in hospitals (Mayes
et al., 2001; Sourander & Leijala, 2002). The average length of
stay on a psychiatric inpatient unit is currently less than 30 days,
down from 54 days in the 1980s and 74 days in the 1970s (Mayes
et al., 2001; Shi, 1996; Sourander & Leijala, 2002). This reality
of reduced inpatient admissions reinforces the importance of
medication adherence.

Following inpatient assessment, stabilization, and treatment,
patients are discharged from the hospital. Current statistics state
that 30 to 50% of patients with schizophrenia, other psychotic
disorders, or major mood disorders are readmitted within 1 year
of discharge (Davidson et al., 1997; Favre et al., 1997; Verdoux et
al., 2000). Further, 25% of people with chronic schizophrenia will
be readmitted within three months (Caton et al., 1984). In study
after study the predominant rationale for readmission is patient
non-adherence with their reccommended clinical treatment, which
is typically comprised of medication and clinical therapeutic
interventions. According to Verdoux and associates (2000/2002)
between 33 and 44% of patients with psychosis adhere poorly to
their medications and clinical treatment and, consequently, are
6 times more likely to be readmitted to hospital. Non-adherence
with patients managing schizophrenia ranges from 33% to 60%
(Bergen et al., 1998; Garlach & Larsen, 1999; Svedberg et al.,
2001). Individuals diagnosed with major mood disorders have
a non-adherence range near 50% (Pope & Scott, 2003). Many
patients do recognize that treatment adherence reduces adverse
symptoms and continue treatment (Robinson et al., 2002).
There appears to be a distinct correlation between the risk of
hospitalization and the period of non-adherence to medication
(Weiden et al., 2004).

Clearly, patient treatment adherence is a problematic,
confounding, and understudied experience for mental health
professionals workinginchildand adolescent psychiatricinpatient
units. This article is designed to educate health professionals
working in child and adolescent psychiatric programs about
how they can practice to enhance patient treatment adherence.
This will be assisted by applying Habermas’s three domains of
knowledge to this phenomenon.

HABERMAS’S THREE DOMAINS OF KNOWLEDGE

In educating and teaching adult learners in health
professions, facilitation of critical thinking and reflection on their
knowledge can fundamentally enrich the learning experience.
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Jurgen Habermas, and later Mezirow, proposed three domains of
knowledge that provide a basis for transformative adult learning
experience (Cranton, 1994; Habermas, 1974; Mezirow, 1991).

In Habermas’s three domains of knowledge, technical
knowledge is the first domain and centres on information about
the cause and effect in relationships. This correlates to the
biomedical, psychological, and social factors associated with
the treatment adherence of patients diagnosed with major mood
and psychotic disorders. This is derived from scientific study,
research, and clinical knowledge. Acquisition of such technical
knowledge is fundamental to every learner.

The second domain of knowledge, practical knowledge,
furnishes the learner with meaning and understanding
associated with, and expanded from the earlier acquired
technical knowledge (Cranton, 1994). Here the meanings and
understandings of treatment non-adherence are explored in a
review of the similarities that underpin the dominant adherence
theories. Consequently, this practical knowledge, along with the
earlier technical knowledge, provides a wider understanding
to springboard the learner with their local understanding into
emancipatory knowledge.

The third domain, emancipatory knowledge, is gained
through critical self-reflection. Emancipatory knowledge can
be supported in specific medical environments, after technical
and practical knowledge are provided. This article forwards that
emancipatory knowledge, which incorporates current research
and adherence theories along with their own unique local
expertise, can assist health professionals’ abilities to maximize
treatment adherence of children and adolescents with psychotic
and major mood disorders, and decrease inpatient recidivism.
This unique local expertise is gained over time as professionals
learn what does not work and why with a specific population,

while appreciating what local interventions and processes are
effective and why.

BIOMEDICAL, PSYCHOLOGICAL, AND SOCIAL FACTORS
ASSOCIATED WITH TREATMENT ADHERENCE

Health professionals are familiar with their specific
components of treatment and care, but due to specialization
can lack a larger understanding of the protective and the
precipitating treatment factors to inpatient readmission. The
following section details the technical knowledge involving the
biomedical, psychological, and social factors that impact and
predict adherence of individuals managing the most serious and
persistent mental health conditions, specifically schizophrenia,
other psychotic disorders, and major mood disorders (see table
1).

Based on the lack of evidence of children and adolescents
with psychosis and major mood disorders, this article will
draw upon studies from adult populations. It is understood that
differences may exist between the adult populations and the
child and adolescent population, but that the available research
is distinctly limited. Existing studies that have included children
and adolescents will be incorporated.

(1) Biomedical Factors

Non-adherence rates range between 30 and 60% with
patients managing severe and persistent mental health disorders.
Treatment non-adherence is highly correlated with readmission
to hospital inpatient units and can result in multi-episode
admissions, often termed the “revolving door” cycle (Bergen et
al., 1998; Caton et al., 1984; Olfson et al., 2000; Sullivan et al.,
1995; Verdoux et al., 2000; Weiden & Olfson, 1995).

The most common biomedical predictor of non-adherence
is the development of side effects from the prescribed psychiatric

Table 1
Factors Associated with Decreased Treatment Adherence in Children and Adolescents
Diagnosed with Major Psychiatric Disorders

Biomedical Factors

Psychological Factors

Social Factors

- Persistence of symptoms
- Harder to treat symptoms
- Poorer prognosis

- Genetics

- Other

- Medication side effects - Lack of insight - Poor family adhesiveness

- Sub-therapeutic dosage of medication - Cultural beliefs - Poor family support/involvement in

- Oral (rather than depot) medication - Religious beliefs treatment

- Older (rather than newer) medications - Poor memory - Family rejection

- Complicated dosing schedules - Feelings of helplessness - Family attitude toward illness and

- Comorbid conditions (specifically, - Feelings of hopelessness treatment
substance abuse, behaviour problems, - Stress (real/perceived) - Family criticism/expressed emotion
and double depression) - Low self-esteem - Less social support

- Severity of symptoms (e.g., delusions, - Other - Lack of appropriate follow-up
suspiciousness) - Missing follow-up appointments

- Poor therapeutic alliance with treating
healthcare professionals

- Limited financial resources

- Cost of treatment

- Loss or change in discharge
accommodations

- Other
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medication (Bergen et al., 1998; Bordenave-Gabriel et al.,
2003; Loffler et al., 2003). Four other predictors are related
to medications. One, a patient receiving inadequate or a sub-
therapeutic dose is at greater risk for non-adherence. This is
specifically relevant with individuals with major mood disorders
(Favre et al., 1997; Ramana et al., 1999; Scott & Pope, 2002).
Two, patients that receive oral medications instead of depot are at
an increased risk of non-adherence (Sullivan et al., 1995). Three,
patients on newer medications (SSRI’s and novel antipsychotic)
have higher adherence rates (Ramana et al., 1999), while those
on older medications have lower adherence rates (Olfson et al.,
2000). Four, others suggest that adherence may be promoted by
more simplified dosing schedules (Keller, 2004).

Another biomedical factor is that patients with comorbid
conditions are more likely to be noncompliant with recommended
medical and clinical treatment (Brent, 2002). The single largest
comorbidity associated with treatment non-adherence and
hospital readmission is substance abuse; others include behaviour
problems and double depression (Bergen et al., 1998; Olfson et
al., 1998; Robinson et al., 2002; Sullivan et al., 1995; Verdoux et
al., 2000). Severity of symptoms, harder to treat symptoms, and
persistent symptoms are also likely to increase risk of treatment
non-adherence (Brent, 2002; Robinson et al., 2002; Verdoux et
al., 2000).

(1) Psychological Factors

The most cited and studied psychological predictor that is
highly correlated with medication and clinical non-adherence
is lack of insight (Bergen et al., 1998; Mutsatsa et al., 2003);
Olfson et al., 1998; Robinson et al., 2002; Sullivan et al., 1995).
Conversely, improved insight positively impacts on adherence
(Ghaemi & Pope, 1994), as does positive attitude towards one’s
medication typically increases adherence (Bordenave-Gabriel et
al., 2003; Loffler et al., 2003). Also, poor insight can persist even
if other clinical features in psychotic illnesses improve (Ghaemi
& Pope, 1994).

Other psychological factors connected to adherence include
the patient’s internalization of their culture and religion, which
can result in non-adherence (Sayre, 2000). Poorer memory
performance has also been found to increase a patient’s risk of
non-adherence; however, cognitive functioning has been found
to have little or no effect (Verdoux et al., 2002). Feelings of
helplessness or hopelessness negatively effect adherence (Brent,
2002). Also, the perception or reality of increased stress impacts
treatment adherence (Bergen et al., 1998). Finally, decreased self-
esteem has been a predictor associated with non-adherence.

(1IN Social Factors

The single largest social factor impacting treatment
adherence with patients suffering from severe and persistent
mental health disorders is their family.

Family adhesiveness, family members’ support, and shared
values have been found to have inordinate influence on patients
and their adherence to treatment (Robinson et al., 2002).
Negative attitude of relatives, family rejection, or high levels
of criticism and expressed emotion are powerful predictors
of non-adherence and relapse (Brent, 2002; Giron & Gomez-
Beneyto, 1995; Sellwood et al., 2003; Sullivan et al., 1995).

Opposition of family or friends to medication treatment has a
negative influence on treatment adherence (Bordenave-Gabriel
et al., 2003). Furthermore, in a study conducted by Favre and
associates (1997), only 20% of the relatives of first episode
patients with schizophrenia consider medication necessary. Also,
patients have lower adherence if family members do not want
to be involved in treatment or aftercare (Olfson et al., 1998).
Conversely, treatment adherence is increased if both parents of
younger patients are involved (Robinson et al., 2002).

General social support is another well studied social factor,
with higher support correlating with higher adherence, and
decreased or poor social support a predictor on non-adherence
(Bergen et al., 1998; Robinson et al., 2002). Patients discharged
with appropriate and available clinical follow-up is another
factor associated with treatment adherence (Caton et al., 1984;
Svedberg et al., 2001). Similarly, patients’ missing outpatient
appointments increases the risk of non-adherence (Caton et al.,
1984; Robinson et al., 2002; Sullivan et al., 1995). Also, patients
with a positive and well formed therapeutic alliance are more
likely to remain compliant, while patients that feel professionals
do not listen to them or experience relationship discord are at
higher risk for non-adherence (Bordenave-Gabriel et al., 2003;
Pope & Scott, 2003; Sayre, 2000).

Financial constraints of treatment and/or the cost of
medication place some patients at an increased risk for non-
adherence (Sullivan et al., 1995). Another negative social factor
is the loss of or poor accommodations (Bergen et al., 1998;
Kozuki & Froelicher, 2003). A final important social factor
associated with treatment non-adherence is the negative reaction
to hospitalization (Sayre, 2000). Further, past hospitalization
is a strong predictor of future hospitalizations (Sullivan et al.,
1995).

ADHERENCE THEORIES

It is important for health professionals to have some
understanding of the underlying theoretical constructs of
adherence in order to effectively enhance treatment adherence
and engage with patients (Fisher, 1992, pp. 266-7). This
understanding parallels Habermas’s second domain of
knowledge—practical knowledge. Practical knowledge provides
the learner with meaning and understanding associated with the
technical knowledge of the phenomenon.

Most health professionals understand treatment adherence
issues based on their direct patient practice within their respective
practice sites. While the concept has received significant attention
across medical fields, there is little consistency in regards to its
application or definition (Kyngas et al., 2000). There are several
terms associated with this concept of adherence: including
compliance, therapeutic alliance, mutuality, cooperation, and
collaboration. Each term may have some subtle differences in
nuances, but the core meaning centres on a patient’s ability to
engage and abide by the agreed upon treatment recommendations
co-developed with their health professionals.

Like the definitions of adherence, the different theoretical
models lack uniformity or standardization. Some writers have
sought to consolidate the vast array of information on adherence
theories into digestible taxonomies (Eraker et al., 1984;
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Leventhal & Camerion 1987). However, they are informative
but arbitrary. The adherence theory models described by Richard
Fisher (1992), encompass the dominant models associated
with the medical professions. According to Fisher, adherence
theories are reflected in five models. One, the biomedical model,
identifies factors that may cause adherence and seeks to use this
information to address patient adherence. Two, the behavioural/
social learning model, constructs adherence as a behaviour which
is learned. Subsequently, it can be relearned to improve patient
adherence. Three, the communication model, associates poor
adherence with a breakdown in doctor-patient communication.
Consequently, it seeks to enhance communication between the
patient and health professionals in order to increase adherence
(Dickey et al., 1975, Fisher, 1992). Four, the rational belief
model or health belief model, hypothesizes that adherence can
be modified on the basis of rational thought. If a patient provided
with the logical breakdown of risks and benefits, he or she will
become more adherent to treatment recommendations. Five,
the last model, is the self-regulatory system model and relies
on patient cognitive factors and planning. Patients are seen as
problem solvers and will develop compliant behaviour.

Adherence theories seek to enhance understanding associated
with patient adherence. While these models reflect different
aspects that impact upon treatment adherence, no single model
incorporates all the constructs underpinning adherence and can
be applied to every patient across specific medical conditions
and contexts. However, an appreciation of these models can
facilitate opportunities for professionals to synthesize this
practical knowledge with technical knowledge to better address
treatment adherence. This is achieved in Habermas’s third
domain of knowledge — emancipatory knowledge.

IMPACTING ON TREATMENT ADHERENCE

In teaching health professionals to enhance treatment
adherence, a five-step approach incorporating educational
theory and principles that are congruent with emancipatory
knowledge is proposed. According to Habermas, the learner gains

emancipatory knowledge after they have received technical and
practical knowledge. Habermas depicted that a learner reaching
this third domain would be free to critically evaluate the specific
situation and adapt their own knowledge to the situation.

These steps are not developmental or linear in structure, but
reflect separate yet interconnected components that encapsulate
an approach to enhance treatment adherence (see Table 2: A
Five-Step Approach). The first step is to encourage the health
professional to become a reflective practitioner. Based on the
work of Donald Schorn, reflective practitioners need to reflect in
action and reflect on action (1983/1987). It is suggested that two
levels of reflective practice are required, a macro and a micro
level. The macro level encourages the learner to critically reflect
on the larger phenomenon, specifically treatment adherence in
psychiatry. Treatment adherence with adult patients suffering
from major psychiatric conditions has remained virtually
unchanged in the range between 30% and 60% for over two
decades. Davidson and colleagues (1997) critically concluded
that the traditional medical model approach is insufficient
to address this reality of psychiatric non-adherence. The
ineffectiveness of existing practice requires change and new
learning. Emancipatory knowledge fosters critical thinking.
Fisher’s (1992) analysis on medication adherence recognizes that
improvement requires adherence initiatives, patient education,
and treatment collaborations to be “practice-site dependant”
(p- 263). Consequently, health professionals need to look
beyond traditional practice and to adjust their learning based on
technical and practical knowledge that incorporates their local
expertise. The macro level recognizes that more needs to done
by health professionals in psychiatry, if treatment adherence is
to be improved.

The micro level of reflective practice encourages health
professionals to focus in on their practice within their specific
site. This level can be achieved with other health professionals in
peer debriefings, seeking feedback, or journal writing (Kaufman,
2003, p. 214). Specifically, health professions may need to

Table 2
A Five-Step Approach to Teach Health Professionals to Enhance Treatment Adherence in
Children and Adolescents Diagnosed with Major Psychiatric Disorders

Step Component Composition
1 Reflective Practice - Macro level: Reflect on large phenomenon of treatment adherence in psychiatry
- Micro level: Focus on individual practice within specific site
2 Critical Thinking - To critically think about management and treatment of child and adolescent
populations
- To critically think about the differences between adult and child psychiatric
populations
3 Planning Family - Plan to involve families in practice and treatment recommendations
Collaboration - Recognize and incorporate this unique resource
4 Evaluation - Evaluate individual practices
- Evaluate team practices
5 Research - Promote and foster research with children and adolescents managing major
psychiatric conditions
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reflect on the nuances of their everyday practice to reassess any
implications that may negatively impact patient adherence. For
example, many professionals may become desensitized over
time and forget the impact of medication and the issue treatment
adherence (Pope & Scott, 2003). They may not explore patients’
points of view; patients often do not believe their illness or
diagnosis (Sayre, 2000). In recognizing the importance of
reflective practice, professionals remain open to critical self-
appraisal that can foster ongoing learning. Typically in child
and adolescent psychiatry, professionals practice within teams,
which can enhance the learning available in reflective practice
(Knowles, 1984). This step supports what Dr. Knapper referred
to as “deep” learning, in which learners incorporate new ideas
“with existing knowledge and personal experience” (Campbell,
1998, p. 1).

The second step centres on the health professionals’ ability
to critically think about the differences between treating adults
and children. Habermas described critical thinking as a process
in which the learner can remove constraints. Health professionals
need to critically evaluate existing research and practice
guidelines that have been established for treating adults, but are
being applied to children and adolescents. However, the paucity
of research on children with major mental health disorders has
left professionals to attempt to apply adult treatment protocols to
a younger population.

This gap in the field is becoming ever more poignant as
psychotic and major mood disorders are increasingly being
recognized as having earlier onset and increased acuity (Blanz
& Schmidt, 2000; Mayes et al., 2001). For example, there do
not exist approved medication protocols for prescribing newer
antipsychotics and antidepressant medications to children
under the age of eighteen years. However, family doctors,
pediatricians, and psychiatrists are critically evaluating standard
protocols in relation to their individual and collective clinical
practice expertise to effectively treat younger populations with
newer medications. Furthermore, it is this critical thinking of the
health professional which they have synthesized with their local
expertise to encourage the expansion of research to incorporate
child and adolescents populations.

Health professionals are required to critically think of how to
most effectively treat this younger population. This is especially
relevant as early treatment in the course of these conditions
has increased positive impacts (Svedberg et al., 2001; Verdoux
et al., 2000), specifically as adherence rates can improve over
time (Robinson et al., 2002). This is clearly associated with the
behavioural/learning model of adherence. Consequently this
example illustrates that health professionals who are learning to
synthesize existing information with clinical expertise and local
knowledge are more able to provide effective treatment with this
population.

The third step is to plan family collaboration. Family
collaboration seeks to enhance treatment adherence with children
and adolescents by encouraging health professionals to maximize
family involvement. In working with children and adolescents
it has been recognized that professionals may need to look for
more systemic plans and interventions (Pope & Scott, 2003).
This is especially important with younger psychiatric patients,

as they are often influenced, supported, and protected by their
family system. Families distinctly impact child and adolescent
treatment adherence, either negatively or positively.

To maximize positive family involvement, professionals,
both as self-learners and in clinical teams, need to establish
family participation as a need and a learning objective. Existing
knowledge informs that initial and early involvement of family
improves adolescent treatment adherence rates (Scharer, 2000).
Furthermore, ongoing parental support, family educational
programs, and access and interaction with professionals help
maintain higher levels of positive family involvement (Brent,
2002; Ran et al., 2003). Maximizing family involvement requires
professionals to support the family as a system. Professionals
need to recognize that parents and families are often traumatized
by the illness and hospitalization of their child and the resulting
changes in their lives (Scharer, 2000). Parents frequently feel
blame or shame, which can be relieved by providing support and
incorporating their strengths into mutual treatment planning.
Every inpatient unit is unique with its own complement of
professional resources, policies, and procedures, and health
professionals with their local expertise can incorporate ‘“site-
dependent’ objectives that support and encourage family
involvement.

The next component in this five-step approach centers
on evaluation. While evaluation has a multitude of essential
educational benefits to the learner, it specifically allows self-
assessment that can enable the learner to reengage in the learning
process by building on their strengths and by contracting to
develop areas that continue to require growth. Further, evaluation
can benefit medical programs, multidisciplinary teams, and
treatment units if evaluation is encouraged in all professionals
and the psychiatric units. Ultimately, patients benefit if individual
and team/unit evaluations remain a standard component in
learning.

The last component is research. Research supports best
practices, including treatment adherence. It has been clearly
recognized in the existing literature that there exist distinct
gaps in the research on children and adolescents with severe
and persistent mental health conditions, specifically psychotic
and major mood disorders. In relation to treatment adherence
this research gap is further exacerbated, as there exists little
information on the subjective experiences of these patients with
mental illnesses (Sayre, 2000). Consequently, professionals
working with these populations are calling for the necessity of
on-gong research (Sullivan et al., 1995).

CONCLUSION

Treatment non-adherence has distinct and negative impacts
on the health and prognosis of patients afflicted with psychiatric
conditions (Brent, 2002). While treatment non-adherence has
remained a concerning issue for health professionals, the high
rates have unfortunately continued unabated. Addressing this
oversight, this article has sought to educate health professionals
working in child and adolescent psychiatric inpatient units to
enhance patient treatment adherence. Toward this end, a focus
on Habermas’s three domains of knowledge has been employed.
Technical knowledge provided detailed descriptions of the
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biomedical, psychological, and social factors associated with
non-adherence in children and adolescents managing psychotic
and major mood disorders. Practical knowledge furnished
understanding of the dominant adherence theories. Grounded
in technical and practical knowledge, emancipatory knowledge
enables the learner through critical self-reflection to develop
new ideas. Working with Habermas’s model has facilitated
the development of a five-step adult learning approach to help
health professionals to enhance treatment adherence in children
and adolescents managing serious and persistent mental health
disorders. This five-step approach derived from educational
theory and principles incorporated reflective practice, critical
thinking, family collaboration, evaluation, and research.

REFERENCES

Bergen, ., Hunt, G., Armitage, P. and Bashir, M. (1998). Six-
month outcome following a relapse of schizophrenia. Australian and
New Zealand Journal of Psychiatry, 32, 815-822.

Bloom, B. S. (Ed.). (1956). Taxonomy of Education Objectives,
Handbook I: Cognitive Domain. New York: McKay Publications.

Bloom, B. S. (1980). Taxonomy of Educational Objectives. New
York: Longman Publishing.

Blantz, B. and Schmidt, M. H. (2000). Practitioner review:
Preconditions and outcomes of inpatient treatment in child and
adolescent psychiatry. Journal of Child Psychology and Psychiatry,
41(6): 703-712.

Bordenave-Gabriel, C., Giraud-Baro, E., De Beauchamp, I.,
Bougerol, T. and Calop, J. (2003). Why psychotic patients are not
drug compliant? Encephale, 29(3), 213-22.

Brent, D. A. (2002). Achieving better treatment outcomes
in early onset depression. In M. M. Weissman (Ed.), Treatment of
Depression: Bridging the 21st Century (pp. 175-195). Washington,
DC: American Psychiatric Press, Inc.

Campbell, E. (1998). Teaching strategies to foster “deep” versus
“surface” learning. Teaching options, 2(3), 1-3. Retrieved October 30,
1998, Centre of university teaching, University of Ottawa Web site:
www.edteched.uottawa.ca/options/Nov_98/TeachingStrategies_
en.htm.

Caton, C. L. M., Goldstein, J. M., Serrano, O. and Bender, R.
(1984). The impact of discharge planning on chronic schizophrenic
patients. Hospital and Community Psychiatry, 35(3), 255-262.

Cranton, P. (1994). Understanding and promoting transformative
learning: A guide for educators of adults. San Francisco, CA: Jossey Bass
Publishers.

Davidson, L., Stayner, D. A., Lambert, S., Smith, P. and Sledge,
W. H. (1997). Phenomenological and participatory research on
schizophrenia: Recovering the person in theory and practice. Journal
of Social Issues, 53(4), 767-784.

Dickey, F. F., Matter, M. E. and Chudzik, G. M. (1975). Pharmacist
counselling increases drug regimen compliance. Hospitals, 49, 85-
88.

Eraker, S. A., Kirscht, |. P.and Becker, M. H. (1984). Understanding
and improving patient compliance. Annuals of Internal Medicine, 100,
258-268.

Favre, S., Huguelet, M. A, Vogel, S. and Gonzalez, M. A. (1997).
Neuroleptic compliance in a cohort of first episode schizophrenics: A
naturalistic study. European Journal of Psychiatry, 11(1), 35-42.

Fisher, R. (1992). Patient education and compliance: A
pharmacist’s perspective. Patient Education and Counseling, 19, 261-
271.

Frank, A. F. and Gunderson, J. G. (1990). The role of the
therapeutic alliance in the treatment of schizophrenia. Archives of
General Psychiatry, 47, 228-236.

Gerlach, ). and Larsen, E. B. (1999). Subjective experience and
mental side-effects of antipsychotic treatment. Acta Psychiatrica
Scandinavica, 99, 113-117.

George, E. L., Miklowitz, D. J., Richards, J. A., Simoneau, T. L.
and Taylor, D. O. (2003). The comorbidity of bipolar disorder and
axis Il personality disorders: prevalence and clinical correlates. Bipolar
Disorders, 5(2), 115-22.

Ghaemi, S. N. and Pope, Jr., H. G. (1994). Lack of insight in
psychotic and affective disorders: A review of empirical studies.
Harvard Review of Psychiatry, 2, 22-33.

Giron, M. and Gomez-Beneyo, M. (1995). Relationship between
family attitudes measured by semantic differential and relapse in
schizophrenia: A 2 year follow-up prospective study. Psychological
Medicine, 25, 365-371.

Granboulan, V., Roudot-Thoraval, F., Lemerle, S. and Alvin, P.,
Perdictive factors of post-discharge follow-up care among adolescent
suicide attempters. Acta Psychiatrica Scandinavica, 104, 31-36.

Green, |. and Burke, M. (1998). The ward as a therapeutic agent.
In J. Green and B. Jacobs (Eds.), In-Patient Child Psychiatry: Modern
Practice, Research and the Future (pp. 93-109). London: Routledge.

Gregorie, P. A. (1990). The phenomenology of psychiatric
hospitalization: The patient’s experience and expectations. Acta
Psychiatrica Scandinavica, 82, 210-212.

Habermas, ). (1973). Theory and Practice. Boston, MA: Beacon
Press.

Habermas, |. (1984). Reason and the Rationalization of Society.
Boston, MA: Beacon Press.

Hunt, G. E., Bergen, |. and Bashir, M. (2002). Medication
compliance and comorbid substance abuse in schizophrenia: Impact
on community survival 4 years after a relapse. Schizophrenia Research,
54, 253-264.

Island, T. K., Lorentzen, S., Friis, S., Hauff, E. and Vaglum, P.
(1994). Problems in treating late-onset schizophrenia: An 8-year
follow-up study. Nordic Journal of Psychiatry, 48(4), 235-240.

Kaufman, D. M. (2003). Applying educational theory in practice.
British Medlical Journal, 326(7382), 213-216.

Keller, M. B. (2004). Improving the course of illness and
promoting continuation of treatment of bipolar disorder. Journal of
Clinical Psychiatry, 65(15), 10-14.

Kemp, R. and David, A. (1996). Psychological predictors of
insight and compliance in psychotic patients. British Journal of
Psychiatry, 169, 444-450.

Knowles, M. S. and Associates. (1984). Andragogy in action:
Applying modern principles of adult learning. San Francisco, CA: Jossey-
Bass Publishers.

Kolko, D. J. (1992). Short-term follow-up of child psychiatric
hospitalization: Clinical description, predictors, and correlates.
Journal of the American Academy of Child and Adolescent Psychiatry,
31,719-727.

Kozuki, Y. and Froelicher, E. S. (2003). Lack of awareness and
nonadherence in schizophrenia. Western Journal of Nursing Research,
25(1), 57-74.

Kyngas, H., Duffy, M. and Kroll, T. (2000). Conceptual analysis
of compliance. Journal of Clinical Nursing, 9(1), 5-12.

Leventhal, H. and Cameron, L. (1987). Behavioral theories and
the problem of compliance. Patient Education & Counselling, 10, 117-
138.

Loffler, W., Kilian, R., Toumi, M. and Angermeyer, M. C. (2003).
Schizophrenic patients’ subjective reasons for compliance and
noncompliance with neuroleptic treatment. Pharmacopsychiatry.
36(3), 105-12.

Mackeracher, D. (1996). Making Sense of Adult Learning. Toronto,
ON: Culture Concepts Inc. Publishers.

Mayes, S. D., Calhoun, S. L., Krecko, V. F.,, Vesell, H. P. and Hu, J.
(2001). Outcome following child psychiatric hospitalization. Journal
of Behavioural Health Services and Research, 28(1), 96-103.

Mayes, S. D., Krecko, V. F., Calhoun, S. S., Vesell, H. P., Schuch,
S. and Toole, W. (2001). Variables related to outcome following child
psychiatric hospitalization. General Hospital Psychiatry, 23(5), 278-
284.

McEvoy, ). P., Allison, C. H. and Hogarty, G. E. (1984). Differences

112 The Canadian Child and Adolescent Psychiatry Review November 2005 (14):4



in the nature of relapse and subsequent inpatient course between
medication-compliant and noncompliant schizophrenic patients. The
Journal of Nervous and Mental Disease, 172(7), 412-416.

McEvoy, J. P., Apperson, L. J., Appelbaum, P. S., Ortlip, P.,
Brecosky, J., Hammill, K., Geller, J. L. and Roth, L. (1989). Insight in
schizophrenia. lts relationship to acute psychopathology. The Journal
of Nervous and Mental Disease, 177(1), 43-47.

McEvoy, |. P., Freter, S., Everett, G., Geller, J. L., Appelbaum,
P. S., Apperson, L. J. and Roth, L. (1989). Insight and the clinical
outcome of schizophrenia patients. The Journal of Nervous and Mental
Disease, 177(1), 48-51.

McKeachie, W. |. (2002). Teaching tips: Strategies, research, and
theory for college and university teachers, 11th edition. Boston, MA:
Houghton Mufflin Company.

Memmott, |. and Brennan, E. M. (1998). Learner-learning
environment fit: An adult learning model for social work education.
Journal of Teaching in Social Work, 16(1/2), 75-98.

Menzin, )., Boulanger, L., Friedman, M., Mackell, J. and Lloyd,
J. R. (2003). Treatment adherence associated with conventional and
atypical antipsychotics in a large state Medicaid program. Psychiatric
Services, 54(5), 719-23.

Mezirow, ). (1991). Transformative Dimensions of Adult Learning.
San Francisco, CA: Jossey Bass Publications.

Mutsatsa, S. H., Joyce, E. M., Hutton, S. B., Webb, E., Gibbins,
H., Paul, S. and Barnes, T. R. (2003). Clinical correlates of early
medication adherence: West London first episode schizophrenia
study. Acta Psychiatrica Scandinavica, 108(6), 439-46.

Mwaba, K. and Molamu, R. B. (1998). Perceived causes of
relapse among a sample of recovering psychiatric patients at a
making hospital. Curations, 21(1), 55-57.

Novak-Grubic, V. and Tavcar, R. (1999). Treatment compliance
in first-episode schizophrenia. Psychiatric Services, 50, 970-971.

O’Donnell, C., Donohoe, G., Sharkey, L., Owens, N., Migone,
M., Harries, R., Kinsella, A., Larkin, C. and O’Callaghan, E. (2003).
Compliance therapy: A randomised controlled trial in schizophrenia.
British Mediical Journal, 327(7419), 834.

Olfson, M., Mechanic, D., Boyer, C. A. and Hansell, S. (1998).
Linking inpatients with schizophrenia to outpatient care. Psychiatric
Services, 49(7), 911-917.

Olfson, M., Mechanic, D., Hansell, S., Boyer, C. A., Walkup, J.
& Weldon, P. J. (2000). Predicting medication noncompliance after
hospital discharge among patients with schizophrenia. Psychiatric
Services, 51(2), 216-222.

Perkins, D. O. (1999). Adherence to antipsychotic medications.
Journal of Clinical Psychiatry, 60, 2530.

Pope, M. & Scott, J. (2003). Do clinicians understand why
individuals stop taking lithium? Journal of affective disorders, 74, 287-
291.

Ramana, R., Paykel, E. S., Surtees, P G., Melzer, D. and Metha, M.
A. (1999). Medication received by patients with depression following
the acute episode: Adequacy and relation to outcome. British Journal
of Psychiatry, 174, 128-134.

Ran, M. S., Xiang, M. Z., Chan, C. L., Leff, |, Simpson, P,
Huang, M. S., Shan, Y. H. and Li, S. G. (2003). Effectiveness of
psychoeducational intervention for rural Chinese families experiencing
schizophrenia: A randomized controlled trial. Social Psychiatry and
Psychiatric Epistemology, 38(2), 69-75.

Renner, P. (1999). The art of teaching adults: How to become
an exceptional instructor & facilitator. Vancouver, BC: Training
Associates.

Roberts, R. E., Attkisson, C. C. and Rosenblatt, A. (1998).
Prevalence of psychopathology among children and adolescents.
American Journal of Psychiatry, 155(6), 715-725.

Robinson, D. G., Woerner, M. G., Ma, ., Alvir, )., Binder, R. M.,
Hinrichsen, G. A. and Lieberman, J. A. (2002). Predictors of medication
discontinuation by patients with first-episode schizophrenia and
schizoaffective disorder. Schizophrenia Research, 57, 209-219.

Rosenblatt, A. and Attkinsson, C. C. (1993). Assessing outcomes

of sufferers of severe mental disorder: A conceptual framework and
review. Evaluation and Program Planning, 16, 347-363.

Sayre, |. (2000). The patient’s diagnosis: Explanatory models of
mental illness. Qualitative Health Research, 10(1), 71-83.

Scharer, K. (2000). Admission: A crucial point in relationship
building between parents and staff in child psychiatric units. Issues in
mental health nursing, 21, 723-744.

Scharer, K. (2002). What parents of mentally ill children need
and want from mental health professionals. Issues in Mental Health
Nursing, 23, 617-640.

Schon, D. A. (1983). The Reflective Practitioner. San Francisco,
CA: Jossey Bass Publishers.

Schon, D. A. (1987). Educating the Practitioner. San Francisco,
CA: Jossey Bass Publishers.

Scott, J. and Pope, M. (2002). Self-reported adherence to
treatment with mood stabilizers, plasma levels, and psychiatric
hospitalizations. American Journal of Psychiatry, 159(11), 1927-1929.

Sellwood, W., Tarrier, N., Quinn, J. and Barrowclough, C. (2003).
The family and compliance in schizophrenia: the influence of clinical
variables, relatives’ knowledge and expressed emotion. Psychological
Medicine, 33(1), 91-6.

Shi, L. (1996). Patient and hospital characteristics associated
with average length of stay. Health Care Management Review, 21(2),
46-61.

Sourander, A. & Leijala, H. (2002). The clinical course of children
in a short-term inpatient programme. Child psychiatry and Human
Development, 33(1), 75-88.

Sullivan, G., Wells, K B., Morgenstern, H. and Leake, B. (1995).
Identifying modifiable risk factors for rehospitalization: A case-control
of seriously mentally ill persons in Mississippi. American Journal of
Psychiatry, 152(12), 17491756.

Svelberg, B., Mesterton, A. and Cullberg, J. (2001). First-episode
non-affective psychosis in a total urban population: A 5-year follow-
up. Social Psychiatry and Psychiatric Epidemiology, 36, 332-337.

Verdoux, H., Lengronne, |., Liraud, F., Gonzales, B., Assens, F.,
Abalan, F. and van Os, |. (2000). Medication adherence in psychosis:
Predictors and impact in outcome. A 2-year follow-up on first-
admitted subjects. Acta Psychiatrica Scandinavica, 102, 203-210.

Verdoux, H., Liraud, F., Assens, F., Abalan, F. and van Os, .
(2002). Social and clinical consequences of cognitive deficits in early
psychosis: A two-year follow-up study of first-admitted patients.
Schizophrenia Research, 56, 149-159.

Weiden, P. ]., Kozma, C., Grogg, C. and Locklear, . (2004). Partial
compliance and risk of rehospitalization among California Medicaid
patients with schizophrenia. Psychiatric Services, 55(8), 886-891.

Weiden, P. J. and Olfson, M. (1995). Cost of relapse in
schizophrenia. Schizophrenia Bulletin, 21(3), 419-429.

Woolston, J. L. (1996). Psychiatric Inpatient Services. In M. Lewis
(Ed.), Child and Adolescent Psychiatry (pp. 890-894). Baltimore, MD:
Williams & Wilkins.

Wrate, R. M., Rothery, D. J., McCabe, R. ]. R., Aspin, |. & Bryce,
J. G. (1994). A prospective mulit-centre study of admissions to
adolescent psychiatry inpatients units. Journal of Adolescence, 17,
221-237.

The Canadian Child and Adolescent Psychiatry Review November 2005 (14):4 113



