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Concordance is a relatively recent term, and has 
been defined as: 
‘an agreement reached after negotiation 

between a patient and a health care professional 
that respects the beliefs and wishes of the patient 
in determining whether, when and how medicines 
are to be taken (Horne and Weinman, 2004).’ 

This implies that there has been a full and frank discus-
sion between the treating physician and the patient, 
and that the plan incorporates both respective views. 
Thus to achieve concordance, it is necessary that the 
patient has a conceptual understanding of the issues 
being discussed. 

A major problem in psychiatric research (and indeed 
in all therapeutic fields) is that many authors tend to 
talk about measuring concordance and then go on to 
measure compliance or adherence. In contrast to con-
cordance, compliance has been defined as: ‘the extent 
to which the patient’s behaviour matches the prescrib-
er’s recommendations (Haynes et al, 1979)’ – this con-
cept is falling out of use as it implies a patronising 
behaviour of the treating physician and the bending of 
the patient’s will to the views of the physician. The 
term adherence, defined as: ‘the extent to which the 
patient’s behaviour matches agreed recommendations 
from the prescriber’, was introduced to emphasize the 
patient’s freedom to follow the advice of the physician, 
or not (Barofsky, 1978). Thus the terms ‘adherence’ 
and ‘compliance’ both describe the behaviour of one 
individual – the patient. 

A key problem in discussing concordance is that it 
describes a much more complex relationship – relating to 

the process (e.g. partnership) and outcomes (agreement 
or shared decision-making) of prescribing. As the report 
by Horne et al (2005) states:

‘It is nonsensical to use the term concordance 
when we want to describe the behaviour of an 
individual (rather than their interaction with the 
prescriber).’

The group discussed that in current practice, most psy-
chiatrists would hesitate to use the term concordance in 
the context of bipolar disorder but would still prefer to 
use the term adherence. Debate took place regarding the 
concept of concordance and how it had originated from 
discussions initiated to understand the importance of 
taking statins for the prevention of cardiovascular health 
(i.e. physical disease) and that it can be harder to apply 
such concepts to mental health. For example, because 
the symptoms of bipolar disorder vary greatly over time, 
it is hard to apply the term concordance across the stages 
of bipolar disorder – can a patient in a manic state really 
be expected to engage fully in the discussion? Also, the 
term concordance cannot be truly applied to the man-
agement of patients who are being treated under section 
(see later).  

How big a problem is non-concordance in 
bipolar disorder?
Non-concordance and non-adherence with medication 
is a major problem in any long-term chronic illness, and 
is an especially big problem in an illness when the patient 
often feels ‘well’ (World Health Organization, 2003). At 
present, the literature is limited to estimates of adherence 
in bipolar disorder, with rates of non-adherence ranging 
from 20% to 60% (Colom et al, 2005). The differences 
in range reported likely reflect the different definitions of 
adherence and study methodologies used, and it is likely 
that partial non-adherence is a bigger problem than full 
non-adherence. 

Numerous studies have shown that the consequences 
of non-adherence to bipolar medication are serious. In 
clinical trials, most primary outcomes (e.g. symptom 
reduction, quality of life, relapse rates, suicide attempts) 
are adversely affected by this behaviour (Colom et al, 
2005). In practice, it has been shown that patients with 
bipolar disorder who have poor adherence to anti-psy-
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chotic medication are at an increased risk of hospitaliza-
tions and emergency room visits (Lage and Hassan, 
2009). Indeed, not taking medications as prescribed has 
been shown to be the major contributing factor to when 
and how often people with bipolar disorder have recur-
rences (Colom et al, 2000). 

How can concordance be measured in 
bipolar disorder?
In theory, a concordant consultation process where treat-
ment decisions are agreed should result in a decreased 
risk of non-adherence. This assumption, however, needs 
further investigation. The patient-centred model of 
treatment is only just being adopted into practice, and it 
is likely that many practitioners do not yet have the type 
of discussions with their patients that are required for 
true concordance, i.e. where patient beliefs, expectations 
and preferences are included (Richard and Lussier, 
2007). 

To improve medication taking and concordance we 
need to understand how and why people make decisions 
to take their medication. Measurement of adherence is 
key to this. Currently, the most common ways to meas-
ure compliance and/or adherence in mental health are 
to use subjective measures such as patient self-report, or 
objective measures such as pill counts, electronic moni-
toring and blood plasma concentrations (e.g. lithium); 
however, each of these methods has flaws (Horne, 
2000). If measuring true ‘adherence’, one of the inher-
ent problems of measuring patient behaviours is that the 
act of measurement can itself influence the behaviour, 
through for example, self-presentational bias and reac-
tivity. In other words, if patients are aware that their 
adherence is being monitored, this might promote 
adherence by drawing attention to the behaviour. 
Similarly, most studies demand a study visit schedule 
that is more frequent than would be offered in clinical 
practice, and each study visit might be deemed a posi-
tive psychosocial intervention. It has been recommend-
ed that adherence reporting should use techniques to 
produce an amalgamated assessment of adherence using 
information from self-report and another adherence 
indicator.

To measure concordance, one has to have some meth-
od of determining the effect of the physician–patient 
conversation. One approach is to measure the ‘therapeu-
tic alliance’ for which a number of validated scales exist 
(Summers and Barber, 2003; Zeber et al, 2008; Byrne 
and Deane, 2011). These alliance measures usually 
include a therapist- and patient-rated version as well as 
an independent observer version. However, there is evi-
dence that patient self-report is a better predictor of 
outcome than therapist self-report, especially when 
assessed early in treatment (Summers and Barber, 2003). 
Another way that is currently being looked at in other 
therapeutic areas is to record the discussion between the 
physician and patient and measure dialogue ratios or the 

‘preponderance of initiative.’ Such analyses have revealed 
four main communication roles that patients and physi-
cians adopt when participating in medication-related 
exchanges during consultations: listener, information 
provider, participant and instigator (Richard and Lussier, 
2007). These tools have so far been used in other long-
term conditions such as diabetes (Latter et al, 2010), and 
it is hoped that these methods may help in future studies 
of true concordance in bipolar disorder and other fields 
of mental health.    

Is there a particular phase of bipolar 
disorder in which non-adherence is most 
likely to occur?
There was unanimous agreement that patients present 
differently at different stages of illness. A patient with 
mania is expected to lose insight very quickly (Ghaemi et 
al, 1995), and therefore even those patients who under-
stood the reasons for their treatment and have been 
adherent when in the remission stages can very quickly 
become non-adherent when in the manic phase. For 
example, patients in the manic phase may be non-adher-
ent simply because they feel good (Colom et al, 2005). 
Many patients with bipolar disorder say that they feel 
more creative and able to achieve when they are experi-
encing hypomania. In addition, it is important to recog-
nize the many cognitive problems, particularly problems 
with executive function and task completion, which 
patients with bipolar disorder suffer when in the manic 
phase (Taylor and Abrams, 1986; Morice, 1990; 
Martinez-Aran et al, 2000; Quraishi and Frangou, 
2002). Such cognitive problems would likely lead to 
non-intentional non-adherence. 

The group discussed that non-adherence can also 
emerge when the patient enters the depressive phase. 
For example, the lack of adherence can arise from the 
patient simply forgetting to take his/her medication; 
patients in the depressive stage lose their motivation and 
drive and are therefore less likely to adhere to their treat-
ment regimen.

Is it possible to predict rates of patient 
non-adherence based on their behaviour 
and beliefs?
It has been proposed that non-adherence is a complica-
tion of bipolar illness similar to rapid cycling or sui-
cidal ideation. Thus, it is incumbent on the physician 
to try and identify those patients who are most likely to 
be non-adherent so that they can be monitored and 
appropriately treated (Colom and Vieta, 2002). 
However, this is easier said than done. The group dis-
cussed that many factors can influence adherence. Key 
factors are the patient’s age and stage of illness – for 
example, a young newly diagnosed patient is more 
likely to learn ‘the hard way’. Other important factors 
include patient education, social support and previous 
experience of bipolar disorder. 
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It is also useful for the treating physician to recognize 
that there are many types of medicine-taking behaviour. 
Studies have suggested a number of typologies including 
the direct-reactive type, the deferential-compliant type 
and the active discerning and optimizing type (Marland 
and Cash, 2005). These typologies often influence the 
reasons that patients on long-term prophylactic medica-
tion believe that they should continue to take their 
medication. For example, the group discussed that 
patients who are of the ‘deferential-compliant’ type often 
hold to the hope that their illness will ‘end’ if they con-
tinue to take their medication, whereas patients of the 
direct-reactive type are more likely to deviate from the 
original treatment plan while trying to find the regimen 
that they feel best suits them.   

In order to set realistic treatment goals, it is vital to 
understand the patient’s own beliefs underlying the rea-
sons to take a medication. Studies have shown that 
bipolar patients who have a strong belief that they should 
try harder to control to their mood show lower treatment 
adherence (Scott and Tacchi, 2002). The patient also 
needs to have a good understanding of what the medica-
tion can (and cannot) do. For example, most patients 
want to know that the medication will help treat the 
symptoms that affect their daily life, and it is important 
for them to understand what is achievable. In this 
respect, it is important to note the difference between 
the physician’s view of symptoms (e.g. grandiosity or 
reduced ability to concentrate) vs the patient’s view of the 
impact on his/her life (e.g. the ability to go out at night). 
Other patients initially believe that ‘something will grow 
back in their brain’, and it is important to address such 
misconceptions. Finally, when discussing treatment 
goals, it is equally important to try to understand how 
much information the individual patient will be recep-
tive to – in order to be fully engaged in the discussion, 
the patient has to be able to ‘take in’ the information and 
apply it to his/her own situation.

What are the possible reasons for a lack 
of concordance?
Impact of patient beliefs 
It is well established that bipolar patients who do not 
follow their medication plan usually lack insight into the 
nature of their disorder and do not understand the 
imperative for long-term treatment. Some patients can 
view taking medication as something akin to ‘slavery’, 
they often fear drug dependence, and voice that they feel 
ashamed because they view taking their medication as 
something unnatural. Some patients view taking medica-
tions as a sign of personal weakness and as a reminder of 
their lack of control (Clatworthy et al, 2007). The social 
stigma of mental illness is also still held to be a major 
factor contributing to the failure to properly take bipolar 
medications (although the rise in the number of celebri-
ties admitting mental health issues means that this stig-
ma is slowly decreasing). Patient beliefs with regard to 

medication have been conceptualized in the Necessity 
Concerns Framework whereby a patient’s motivation to 
adhere to treatment is influenced by his/her beliefs about 
treatment and judgement of his/her personal need for 
treatment relative to his/her concerns about potential 
adverse effects (Horne and Weinman, 1999; Clatworthy 
et al, 2009). 

The group also discussed that while family and friends 
are crucial allies in promoting medication treatment 
adherence, they may also represent a significant barrier if 
they are not fully informed about the nature of mental 
illness (Sajatovic et al, 2011). This not only relates to the 
social stigma of bipolar disorder, but also to how the 
family deals with the patient when he/she is experiencing 
an episode. Many members of the group had anecdotes 
of how a patient’s family preferred the patient when he/
she was depressed and sitting quietly in a corner. 
Transcultural differences and culturally biased self-per-
ceptions (e.g. medication as a symbol of illness) are also 
important and should be taken into account. 

For the patient who is in the remission stages, the tak-
ing of long-term prophylactic treatment relates to the 
patient’s perceived need to take a medication. The fact 
that they ‘are doing fine’ can often lead to questions as to 
why they need to take medication at all. Indeed, lower 
perceived need has been shown to be associated with 
lower adherence (Clatworthy et al, 2009). Some patients 
may remember past hypomanic episodes positively and 
may subconsciously want to experience them again. 
From the societal perspective, the treating physicians and 
family often expect the patient to take (adhere to) a 
medication to control their symptoms, but the patient 
might believe that the risks of medication outweigh the 
benefits for him/her personally. 

For true concordance, there needs to be a discussion of 
the risks and benefits of the proposed treatment plan. 
Indeed, the group agreed that there is a subtle, yet 
important, difference between informed consent and the 
proper agreement of a treatment plan (that is required to 
meet the definition of concordance). The difference is in 
how well the patient engages in the discussion. 

Impact of medication characteristics 
The group agreed that medication is a cornerstone of the 
management of bipolar disorder, and there is therefore a 
need for a range of medications to ensure patient choice. 
The physician’s choice of medication will not matter if 
the patient does not take it as prescribed. Patients are 
generally primarily concerned about the efficacy of treat-
ment (i.e. how it ‘works’ to enable them to lead their 
daily lives) and then second how safe or tolerable the 
treatment is. These are closely linked as patients are less 
likely to take medication if the perceived benefits do not 
outweigh perceived negatives. 

Tolerability includes short- and long-term effects, and 
should be discussed in full with the patient. For exam-
ple, since there is considerable variability in the associ-
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ated weight gain and metabolic effects between the cur-
rently available antipsychotics, it is important that the 
patients considering treatment with an antipsychotic 
understand the risks of their proposed medication, as 
well as the need for continual monitoring of weight and 
other metabolic indicators (Rummel-Kluge et al, 2010). 
This is in keeping with the treatment of the patient 
holistically and the notion of a person-centred integra-
tive diagnosis covering both physical and mental health 
(Mezzich et al, 2010). On the other hand, the group 
agreed that overwhelming the patient with adverse event 
statistics can lead to the patient ‘looking’ for adverse 
effects of the medication. 

Other characteristics such as route of administration 
(oral vs injection) and frequency of treatment are also 
important for some patients; injectable therapies are still 
associated with significant social stigma, although some 
patients prefer the necessary contact with a community 
nurse and the reduced need for taking daily oral medica-
tion (Walburn et al, 2001). In addition, the fact that not 
every medication suits every patient means that patients 
can often feel ‘experimented on’ until the right medica-
tion regimen is found (leading to disenchantment with 
treatment).

Impact of comorbidities
In patients with bipolar disorder, comorbidity is the rule, 
not the exception. The most common mental disorders 
that co-occur with bipolar disorder include anxiety, sub-
stance use and personality disorders (Baldassano, 2006; 
Singh and Zarate, 2006; Merikangas et al, 2007). The 
group highlighted that comorbid anxiety is often under-
diagnosed and is particularly difficult to treat, and if this 
occurs while tailoring the treatment approach, patients 
frequently lose faith in all medications. Similarly, patients 
who have been initially misdiagnosed with depression 
have often already developed the perception that no drug 
is effective for their symptoms. The group discussed that 
the type of patients who have a comorbid substance abuse 
(up to 70% of patients with bipolar disorder are reported 
to have an substance abuse issue (Ostacher and Sachs, 
2006)) are often those who display high risk-taking 
behaviours – and risk taking may be a key trait of patients 
who are non-adherent. Comorbid substance abuse has 
been shown to be associated with non-adherence in both 
younger and older patients (Sajatovic et al, 2007). 
Similarly, patients with comorbid personality disorders 
may be associated with difficulty with concordance (for 
example as a result of difficulties in engaging in the dis-
cussion), although the group emphasized that some per-
sonality disorder traits can often complicate and delay the 
diagnosis of the bipolar illness, and that it can take time 
to differentiate personality traits from illness. 

The group further discussed that comorbidities with 
bipolar disorder are not limited to mental health and 
that physical health problems such as obesity, meta-
bolic syndrome, cardiovascular disease and diabetes are 

particularly common (Kupfer, 2005; McIntyre et al, 
2007). These can all impact on medication concord-
ance – particularly as many bipolar medications can 
contribute or further exacerbate the comorbid prob-
lem. While it is clear that assessing and treating medi-
cal comorbidity should be part of the routine care of 
patients with bipolar disorder, the group recognized 
that the need to treat comorbid conditions can mean 
that the patient is taking several types of medication 
and this can only add to compliance difficulties, and 
possibly reduced concordance.  

Current service provision for people with 
bipolar disorder
There was universal agreement that the medical treat-
ment of bipolar disorder is now considered more complex 
given the comorbid conditions and the variety of treat-
ments now available.  Bipolar disorder is a chronic illness, 
with significant impact on the patient, families and carers 
even when the patient is stable. Indeed, it is becoming 
increasingly clear that many patients do not completely 
recover between episodes and fail to regain full function-
ality because of the presence of subclinical symptoms 
(MacQueen et al, 2001). Adding to the milieu, there are 
now an increased number of medications to treat the 
symptoms of bipolar disorder, with their own efficacy 
and tolerability profile. Antipsychotics are now routinely 
used in the management of bipolar disorder and many of 
these products are also available as both an immediate 
and a prolonged release formulation. Finally, co-prescrib-
ing of medications for bipolar disorder is increasingly 
common. This degree of complexity means that many 
primary care physicians now consider that the manage-
ment of bipolar disorder should mainly take place within 
secondary care.

Current models of treatment in bipolar disorder 
require a multidisciplinary integrated approach, and it is 
therefore important that there be a coordinated service 
provision where all the health-care professionals involved 
in the management of bipolar patients are linked to pro-
vide continuity of care. Patients often want to be man-
aged in the primary care setting – especially when they 
are stable and doing well. Thus GPs are ideally placed to 
help in the recognition of when a patient is entering a 
manic or depressive episode. It is therefore vital that GPs 
should have easy access to specialists who are often better 
placed to understand the complexities of bipolar manage-
ment. However, service provision in the UK is currently 
disjointed in certain locations and is often dependent on 
the personal interests of the local physicians. Current 
National Institute for Health and Clinical Excellence 
guidelines are considered too vague in delineating the 
need for bipolar services such as early intervention. 
Moreover, the NHS sets targets for the number of 
patients who should receive early intervention for psy-
chosis and therefore the management of psychosis is 
often prioritized. 
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The role of psychosocial support in the 
management of bipolar disorder
The group discussed the numerous studies that have 
shown how psychosocial interventions enhance pharma-
cotherapy understanding as well as patient outcomes in 
bipolar disorder (Miklowitz et al, 2007). However, 
research emphasis has been on the medication with 
‘adjunct’ psychosocial intervention, and there is less lit-
erature on the efficacy of psychosocial techniques alone. 
The group discussed that there is accumulating evidence 
that psychoeducation, cognitive behavioural therapy, 
interpersonal and social-rhythm therapy, and marital or 
family therapy improve outcomes in bipolar disorder 
(Scott and Tacchi, 2002; Colom et al, 2003a,b; British 
Psychological Society, 2010). Although each therapy has 
a different emphasis, they all focus on medication man-
agement, social and family problem solving, and com-
munication training. They also all fit with current models 
of patient-centred care, on which the tenets of concord-
ance are based.  

Advance statements 
The group specifically discussed the utility of advance 
statements in the management of patients with bipolar 
disorder. Although well-educated patients can use such 
assertions to their advantage, the group’s collective experi-
ence of advance statements was generally negative. Only 
a minority of patients demonstrate any interest in com-
pleting them, even when specifically educated about their 
use (Foy et al, 2007), and when they are used patients 
often make unrealistic demands (such as treatment in 
specific locations) or to refuse injections – even when 
they are experiencing acute levels of disturbance such as a 
manic episode. Moreover, under Part 4 of the Mental 
Health Act a doctor is allowed to treat a patient for a 
mental health condition without consent. 

Closing thoughts
The goal of all treatment is to assist recovery, stabilize and 
maintain an individual at the optimal level of function-
ing. Treatment has to include the whole individual – that 
is body and mind. This goal requires a multidisciplinary 
integrated approach to empower the individual to recov-
ery through joint responsibility, mutual respect and 
understanding. One of the best ways to achieve this aim 
is to promote concordance between patient and provider 
with regard to the patient’s medication regimen. However, 
concordance is vulnerable to events in the patient’s life 
and to patient expectations, which can change over the 
course of the illness. Physicians should therefore plan for 
long-term wellbeing while retaining the ability to react to 
issues as they arise. 

The definition of concordance implies a certain com-
petence of the prescribing physician to educate the 
patient regarding the nature of bipolar disorder, taking 
into account patient beliefs, expectations and goals. In 
order to ensure concordance throughout the course of the 

illness, the prescribing physician has to be able to inter-
vene as early on as possible and effectively manage the 
illness. The physician also needs to be able to discern the 
level of information that the patient will be receptive to. 
Studies of clinical practice have found that concordance 
is a lot easier to assimilate into language than it is into 
practice. One survey found that although nurse prescrib-
ers often believed they were applying the principles of 
concordance within their prescribing activity, their 
behaviour suggested a much more directive approach 
which can be unhelpful (Latter et al, 2007).

The development of educational programmes to 
improve physician skills in developing concordance 
would therefore represent an important investment to 
improve management of bipolar disorder. A first step into 
this might be the use of programmes such as ‘The 
Common Ground’ (www.patdeegan.com), developed in 
the US, which provides a software-based system for 
shared decision making between the prescribing doctor 
and patient, thereby offering a structured way of improv-
ing concordance (Deegan and Drake, 2006; Deegan et al, 
2008). BJHM
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