
 
 
  

 

24 

Ann. psychophysiol. 
ISSN 2412-3188 (Online) | 2410-1354 (Print) 

APP| Published By AEIRC| https://doi.org/10.29052/2412-3188.v8.i1.2021.24-33 
 

 
Original Article                                                                                  

Assessing the beliefs about antidepressant 
medication and adherence to therapy in 
patients with major depressive disorders 
Samia Perwaiz Khan1 , Shagufta Naqvi1, Rabeea Rizwan1, Mariam Ansari1, 
Shaista Emad1,2, Habib ur Rahman Khan1, Aafia Akhtar1,  
Maniya Syed1, Naija Ehsan1 & Anas Moorad1 
1Jinnah Medical and Dental College (JMDC), Karachi-Pakistan.   
2Sohail University, Karachi-Pakistan.   
 

Abstract 
Background: Patients on antidepressant therapy have no contact with their 
physicians until their next appointment, which in most cases could be more than 
two weeks apart. This crucial time is of utmost importance as this could assess the 
patient's will to follow the prescribed therapy and the general belief about the 
benefits of using antidepressant treatment. Thus medication adherence is 
necessary to reduce the risk of suicidal tendencies and mortality in these patients. 
The study aimed to evaluate medication adherence and adherence to 
antidepressant therapy in patients with major depressive disorder. 
Methodology: in this cross-sectional study, a total of 101 clinically diagnosed 
patients with Major Depressive Disorder (MDD) were included in the study from 
psychiatric and medical OPD from June 2018 to June 2019, from Jinnah Medical 
College Hospital (JMCH). Belief about medicines questionnaire (BMQ specific and 
BMQ general), regarding their views about the prescribed medication and the 
modified questionnaire of the medication adherence scale used, scores were 
calculated to give a numerical value to measure the adherence to antidepressant 
medication. 
Results: According to the study, 101 patients with major depressive disorder had 
an overall good belief about medication but have low adherence.   Belief about 
medicines questionnaire (based on BMQ) BMQ- the specific q1-10 score was 36.54 
(necessity, concern), BMQ-general 27.98 score, q11-18 (overuse and harm). 
Regarding their views about the prescribed medication.  86% of participants with 
the major depressive disorder had low adherence (scores 0-5), and those with high 
adherence were only 14% (scores 6-8). The patients diagnosed with the major 
depressive disorder who had co-morbid (diabetes, hypertension, hypothyroidism, 
etc.) had better adherence for their prescribed treatment as compared to those 
without co-morbid. 
Conclusion: This study indicates that although patients with major depressive 
disorder from tertiary care hospitals in Karachi had a positive belief about 
medication but have low adherence to antidepressant therapy. 
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Introduction  
According to WHO, depression is a cause of 
a major burden on public health globally. 
Depression affects over 350 million people 
globally1. Depression is associated with low 
mood, loss of interest in daily activities, 
decreased energy, disturbed sleep and 
altered appetite, reduced performance and 
worst scenario, it can lead to suicides1,2. 
There are two modes of treatment, 
psychotherapy and antidepressant 
pharmacotherapy. Antidepressant therapy 
is most important in reducing the symptoms 
of depression. Belief about medicine 
questionnaire (BMQ)2 is useful as a tool to 
assess the high risk of non-adherence. By 
improving patients, knowledge about their 
illness might positively affect their 
medication adherence. Non-adherence to 
medicines can be defined as patients not 
taking medication prescribed for the illness, 
leading to poor patient outcomes. Non-
adherence leads to an increase in morbidity 
and mortality. Patients with chronic illnesses 
such as depression have difficulty in drug 
adherence due to prolonged therapy periods 
and certain side effects. 
 
Also, once they start feeling better, they tend 
to stop taking the much-required 
medication. Belief about medication is an 
essential factor in adherence, specifically 
when symptoms of depression are 
improving. Negative beliefs include fear of 
adverse-effects, drug dependence and 
expenditure2, 3. A major depressive disorder 
is a mood disorder that causes sadness and 
loss of pleasure over a prolonged period 
once antidepressant therapy has been 
selected. The initial prescription is of sub-
therapeutic dose. It can be gradually 
increased on the follow-up, keeping a close 
watch for any symptoms of adverse -effects4. 
It has been reported that major depression is 
common in primary care hospitals5. This 
study was conducted to assess 

antidepressant drug adherence in MDD 
patients and their belief and outcomes in a 
tertiary care setting of Karachi city of 
Pakistan.  
 

Methodology 
The study was performed on patients 
attending Jinnah Medical College Hospital 
(JMCH) Korangi, Karachi, to treat the major 
depressive disorder. A total of 101 patients 
were interviewed based on a belief about 
medicines questionnaire (BMQ) regarding 
their views about the prescribed medication. 
BMQ is a tool to measure medication's 
cognitive representation and is valid and 
reliable in various diseases medications. 
BMQ has a five-item scale.  It has two parts: 
assessing patients' beliefs about their 
medications (BMQ-specific) and assessing 
patients' beliefs about medications in general 
(BMQ-general).  
 
The BMQ-specific part covers two themes; 
the specific necessity theme evaluates 
patients' views about the necessity and 
importance of their medication. The specific 
concern theme comprises patients' beliefs 
about potential harm and adverse effects of 
their medications and each of which has a 
score ranging from 5 to 25. A high score in 
the necessity theme means that patients 
think their medications are vital to them; on 
the other hand, a high score in the concerns 
theme means that patients are concerned and 
worried about their medications.  
 
Likewise, the BMQ-general part has two 
themes; the general overuse theme assesses 
how patients perceive the extent of 
medication usage. The general harm theme 
represents patients’ beliefs about the 
harmful nature of medication in general. The 
scores of the last two themes range from 4 to 
20, and the high score in each theme means a 
negative perception of medications in 
general. BMQ-Specific: Specific-necessity 
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(Q1-Q10): higher scores represent stronger 
beliefs for the need for medication to 
maintain health. BMQ-General: overuse 
(Q11-Q14): higher scores indicate negative 
views about the way medicines are 
prescribed. We changed some of the 
questions to make them more applicable to 
our study population. 
 
With the help of a modified form of a 
questionnaire (based on the Medication 
adherence scale), a score was calculated to 
give a numerical value to measure the 
adherence to antidepressant medication. 
Low adherence was 0-5, and high adherence 
scores were 6-14. Questionnaires were filled 
in by interviewing the patients with major 
depressive disorder concerns about 
medicines and their perceptions of the 
medicines' necessity. 
 
The research was carried out one year from 
June 2018 to June 2019. Patients included in 
the research were diagnosed with Major 
Depressive Disorder and those who gave 
consent to participate in the research. 
Individuals with any other psychiatric 
disorder (bipolar, psychosis or substance 
abuse) or concomitant medications other 
than antidepressants were excluded from the 
study.  

Written informed consent were obtained and 
the study protocol was approved by the 
ethical committee of Jinnah medical and 
dental college, Karachi, Pakistan. 
 
Statistical analysis was carried out using 
SPSS version 20.0. New variables were 
designed by recoding and computing 
commands. Descriptive statistics of 
continuous variables, mean, standard 
deviation, and categorical variables, 
frequency and percentages were calculated. 
 

Result 
Out of the total, 80 patients were included 

from the psychiatry out-patient department, 

and 21 patients were included from the 

medicine out-patient department. The 

sample comprised of 41 males and 60 

females. Around 56% of the participants 

were employed at the time of data collection 

and 39% earned within the range of 11-

30,000 per month. 43% were smokers, 

consuming average 9 ± 4.09 cigarettes per 

day. Fifty-three participants were 

overweight. Other baseline characteristics of 

the study participants are given in table 1.  

 

Table 1: Baseline characteristics of the study participants. 

Variable  n=101 

Age (years) 42.85±12.729 

Number of children 4±2 

Cigarettes per day 9±4.098 

Time diagnosed with depression (years) 2.26±2.033 

Time diagnosed with co-morbid (years) 6.45±5.430 

OPD 
Psychiatry OPD 80(79.20) 

Medicine OPD 21(20.79) 

Gender 
Male 41(40.59) 

Female 60 (59.40) 

Employment status 
Not employed 45(44.55) 

Employed 56(55.44) 

Monthly Income <10,000 31(30.69) 
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11-30,000 39(38.61) 

31-50,000 26(25.74) 

>51,000  5(4.95) 

Smoking Status 
No 58(57.42) 

Yes 43(42.57) 

BMI (kg/m2) 

Normal (up to 24.99) 38(37.62) 

Overweight (25-29.99) 53(52.47) 

Obese (>30) 10(9.90) 

No  co-morbid 70(69.30) 

Co-morbid condition  Diabetes Mellitus Type 1 2(1.98) 

Diabetes Mellitus Type 2 7(6.93) 

Hepatitis A 1(0.99) 

Hypertension 14(13.86) 

Hypothyroidism 1(0.99) 

Peptic Ulcer Disease 2(1.98) 

Rheumatoid Arthritis 1(0.99) 

Systemic Lupus Erythematous 3(2.97) 

Medication used 

Bupropion 3(2.97) 

Citalopram 5(4.95) 

Escitalopram 40(39.60) 

Fluoxetine 21(20.79) 

Paroxetine 11(10.89) 

Pregabalin 1(0.99) 

Sertraline 20(19.80) 

Timing of Medication 

Evening 46(45.54) 

Morning 32(31.68) 

Morning evening 23(22.77) 

Scheme of Medicine 
Once a day 68(67.32) 

Twice a day 33(32.67) 
OPD-Outpatient Department; BMI-Body Mass Index 

*Values are given as mean±SD or n(%) 

  

Only sixteen 16% (16 out of 101) of participants in our study had a family member diagnosed 

with depression, with the most prevalent relation being their mother 6% (total of 6 out of 16). Of 

these family members diagnosed with depression, only 38% (6 out of 16) were being medically 

treated (Table 2). 
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Table 2: Family history of the study participants.  

Variable   n(%) 

A family member diagnosed  
with depression 

No 85(84.15) 

Yes 16(15.84) 

Relation to Patient 

Brother 4(25.0) 

Cousin 1(6.0) 

Grandmother 1(6.0) 

Mother 6(37.89) 

Sister 2(11.9) 

Son 2(11.9) 

Being treated Medically 
No  10(63.0) 

Yes 6(38.0) 

 

 

Table 3:  Mean scores of Believe about Medication Questionnaire (BMQ) 

Variable  Mean±SD Median(IQR) 

BMQ general (q11-q18) 27.98±5.703 29.00(8) 

BMQ specific (q1-q10) 36.54±5.895 38(9) 

BMQ specific-necessity (q1-q5) 17.48±3.882 18(6) 

BMQ specific-concerns (q6-q10) 19.07±2.758 19(4) 

BMQ general overuse (q11-q14) 14.04±3.193 14(5) 

BMQ general-harm (q15-q18) 13.94±3.267 14(5) 

 

 

Using the questionnaire on adherence, a score was calculated to give a numerical value to 

measure the adherence to antidepressant medication. The study has shown 87% of participants 

had a low adherence score (0-5), while only 14% had a high adherence score (6-8) (Table 4). 

 

Table 4: Adherence in patients with major depressive disorder (MDD). 

 

Variable  n(%) 

Adherence 
Low   0-5 86(85.14) 

High   6-8  15(14.8) 
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Figure 1: Correlation between Patients’ adherence levels on a prescribed  

Antidepressant drug regimen. 
Significant correlation was observed between adherence level and Escitalopram as shown in 
figure 1 (r=0.9). 
 

 

Discussion 
This study was conducted in Karachi's 
population to evaluate adherence to 
antidepressant medication and belief about 
medication, where 101 OPD patients 
diagnosed with MDD were enrolled from. 
Around 80% of them belonged to psychiatry 
OPD, and 21% from medicine OPD.  A 
similar study conducted in a tertiary care 
setting of Karachi in 2012, notified 432 major 
depressive disorder patients, of which 53% 
belong to medicine and 47% from Surgery 
units at the age of 405. European studies6,7 

showed that adults and people in middle age 
are frequently ignored and overlooked 
within mental health policy and research. 
According to global data of 2015, World 
Health Organization (WHO) stated 322 
million people with depression8. They 
notified it 5.1% more common among 

females as compared to males (3.6%), where 
regionally depression noted 50% only in 
South East Asia and Western Pacific areas 
with gender prevalence highest and lowest; 
5.9% amongst females in Africa and 2.5% 
amongst males in Western Pacific areas8. 
While in this study, females 60% were more 
depressed in comparison to males. The most 
common relative with diagnosed depression 
were mother 6%. Other studies supporting 
these findings also narrated that 68% of 
females and 57% of males and relatives with 
mental health problems were parents9.  
 
In our study in Karachi, the highest 
frequency of these depressive patients was 
professionally employed at 56% at the 
highest prevalent income range of 11,000 to 
30,000. Although in the study done in 
Peshawar at Khyber Medical College, a 
major depressive disorder was 64% in adult 
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people earning more than 15,000/month10. 
Thus these outcomes are in agreement that 
socio-economic status plays an essential role 
in an individual's life. Many publications are 
demonstrating its negative association with 
depression11-13.  
 
Our study shows the frequency of smokers 
as 43% at mean 9 ± 4 cigarettes/ day. A 
survey conducted in 2011 showed the 
highest depression in adults who smoke 
more than five cigarettes/day14. Another 
study supported these outcomes, positive 
association of tobacco cigarettes with 
depression was observed among 89% of the 
enrolled subjects15. It is assumed that people 
with depression smoke more to relieve their 
depression; thus, their consumption of 
cigarettes increases every day15. 
 
Another demographic variable that is BMI 
resulting in our findings was 53% highest in 
depressive patients who were overweight 
and obese 10%   while in contrast to two 
studies with the highest 34% and 35% 
incidence of obese16,17. According to WHO 
and other studies on depression has 
indicated depression is the second leading 
cause of disability in Years Lived with 
Disability (YLDs) 18,19. Netherlands Mental 
Health Survey and Incidence Study 
(NEMESIS-2) represented the meantime 
since being diagnosed with depression for 
participants in our study was 2.26 years with 
the meantime since being diagnosed with a 
co-morbid being 6.45 years18. Additionally, 
depression itself is also a risk factor for 
attaining some types of general medical 
ailments, particularly cardiovascular 
disease20, which was also reported in our 
study. The total number of MDD patients 
reported with co-morbid was 31%. Tripathi 
et al. reported Diabetes Mellitus as the most 
common co-morbid 5.78% in depressive 
patients21.  
 

In this study, the common comorbidity 
observed in MDD patients was 14% 
Hypertension and 9% Diabetes Mellitus but 
70% of patients with no associated 
comorbidity. Other studies stated 
cardiovascular disease as the most prevalent 
57% co-morbid medical condition with 
depression22,23. 
 
It is known that a variety of antidepressant 
drugs available with different classifications 
and mechanisms of action. However, 
improbability persists in which therapeutic 
medication or its class provides the best 
therapeutic option. According to current 
clinical medical treatment guidelines by 
NICE (National Institute for Health and Care 
Excellence), 2019 SSRIs (e.g. fluoxetine, 
sertraline, escitalopram, paroxetine) are 
recommended as the first drug of choice for 
depression)24,25. Cipriani et al. recognized the 
best three drugs of choice for treating 
depression: agomelatine, escitalopram, or 
vortioxetine25. We assessed that escitalopram 
(40%) and sertraline (20%) were the most 
commonly prescribed antidepressant drugs 
while the least prescribed was Pregabalin i.e. 
1%.  
 
A study was done in five tertiary care of 
India also displayed their data that 
escitalopram was the most commonly 
prescribed antidepressant drug to 
depressive patients. At the same time, 
trazodone was the least prescribed at 0.96% 
in the year 201621. As we know that the major 
problem we come across in treating 
depressive disorders is the patients' 
adherence and acceptability to drug therapy. 
In the past, it resulted in augmented relapsed 
risk26. Therefore we evaluated patients' 
acceptability and tolerance in our study, 
which was found 86% low adherence, 
especially in those patients whose age was 
above 45 years (95%).  In their study, 
Tamburrino et al. showed 10% of patients 
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were non-adherent to antidepressant drug 
therapy, among which all were at age less 
than 40 years27. A retrospective study also 
shows its results on analogue to our study of 
low adherence 77% in the primary 
psychiatric care of Thailand28.  
 
A study done as UK Defeat Depression 
Campaign indicated that the effective 
antidepressant drug therapy, the treatment 
duration should not be less than four 
consecutive months, but in their study, they 
found only 31% of patients adherence to the 
fourth month (SSRIs: fluoxetine: 31%; 
paroxetine: 30%; sertraline: 24%)25, 29.  This 
study showed that the higher rate of 
adherence (17%) is in males with the P-value 
of 0.324, and it was also observed that 
patients who were never married had a 
higher percentage of adherence (18%). A 
study done by Hans Wouters of Netherlands 
showed females with higher adherence 
(78%), and the most adherent patients (73%) 
lived as partners with a spouse30.  One of the 
reasons for the patient's low drug adherence 
is the social, financial, family barriers and 
beliefs; mostly, it was noted that the spouses 
related non-compliance as they discourage 
their partners from continuing their 
medication. The other reasons stated are 
discouragement from family members and 
fear of drug dependency due to lack of 
communication with the clinician31.   
 
BMQ was an important tool to identify 
psychological factors important in non-
adherence to medication in chronic 
diseases32. This study also has proved the 
utility of this questionnaire for non-
adherence to antidepressant therapy, which 
may increase the risk of relapse.  
 

Conclusion 
This study concluded that the belief about 

medication in MDD patients on 

antidepressant therapy was sufficient in 

participants included from Karachi. 

However, they were evaluated to have low 

adherence to antidepressant treatment. By 

assessing and counselling MDD patients and 

regular follow-up appointments can 

minimize patients' low drug adherence. 

Successful treatment outcomes in MDD most 

necessary as they can be at high risk of 

morbidity, mortality and suicides to 

unmanaged symptoms of depression.  

Counselling and regular doctor-patient 

interaction can improve their compliance 

with medications. 
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