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Abstract
Objective To examine attitudes towards drug use
among middle aged respondents with high levels of
chronic morbidity.
Design Qualitative study with detailed interviews.
Setting West of Scotland.
Participants 23 men and women aged about 50 years
with four or more chronic illnesses.
Main outcome measure Participants’ feelings about
long term use of drugs to manage chronic multiple
morbidity.
Results Drugs occupied a central place in the way
people managed their comorbidities. Respondents
expressed an aversion to taking drugs, despite
acknowledging that they depended on drugs to live as
“normal” a life as possible. Respondents expressed
ambivalence to their drugs in various ways. Firstly, they
adopted both regular and more flexible regimens and
might adhere to a regular regimen in treating one
condition (such as hypertension) while adopting a
flexible regimen in relation to others, in response to
their experience of symptoms or varying demands of
their daily life. Secondly, they expressed reluctance to
take drugs, but an inability to be free of them. Thirdly,
drugs both facilitated performance of social roles and
served as evidence of an inability to perform such roles.
Conclusions Insight into the considerable tension
experienced by people managing complex drug
regimens to manage multiple chronic illness may help
medical carers to support self care practices among
patients and to optimise concordance in their use of
prescribed drugs.

Introduction
About half of the drugs prescribed for patients with
long term conditions are not taken as prescribed.1

However, few studies of users’ views of drugs have been
published. Those that have, focus on people with
specific conditions, or on samples recruited through
general practice. What is missing is the perspective of
people with long term multiple morbidity. This is
important given that such patients receive a battery of
different drugs to manage their conditions, account for
a substantial amount of health service use, and can
present general practitioners with particular problems
in the management of comorbidity.2 We report on atti-
tudes to drug use among middle aged patients with
multiple chronic conditions.

Participants and methods
This research formed part of a wider study on the
experience and management of illness among people
with multiple morbidity. Our study sample comprised
respondents purposively selected from the west of Scot-
land twenty-07 study.3 4 This is an ongoing longitudinal
study in which respondents have completed interviews

at five-yearly intervals since 1987-8. Analysis of data col-
lected in 1995-6 showed that, although reported
morbidity and symptoms accounted for about a third of
the variation in general practitioner consultations, much
remained unexplained even after taking account of
other factors.5 6 In order to explore this further we con-
ducted a qualitative study with people (born in the early
1950s) who reported high morbidity (four or more
chronic conditions) in the interviews in 2000-2.

Data collection
Forty one respondents who fulfilled our morbidity and
consultation criteria were invited to take part in this
additional qualitative study. We explained that this
would involve two interviews, about three weeks apart,
and the completion of a symptom diary for two weeks
between the interviews. Twenty three people (13
women, 10 men) participated, 20 of whom took part in
two interviews. AT conducted the interviews between
October 2001 and July 2002.

Interviews were semi-structured. The first interview
consisted of three overlapping sections—conditions
and symptoms, the impact of conditions on daily life,
and the use of formal services. The second interview
allowed greater focus on management of symptoms
(which had been recorded on a daily basis in a
symptom diary for 15 of the respondents).

Data analysis
The recorded interviews were transcribed in full. We
used a constant comparative method for our analysis.7

The data gathered from the interviews were wide rang-
ing; here we focus only on how respondents spoke
about their use of drugs.

We analysed the transcripts in stages (see bmj.com).
Some themes related to drug use (such as people’s
aversion to drug use) were immediately obvious.
Others (such as the higher order theme of “ambiva-
lence”) only emerged with further analysis. Once such
a theme had emerged explicitly from some interviews,
we re-analysed the data to establish whether others
referred to the theme explicitly or implicitly and to
look for deviant cases to develop and refine the
findings.

Results
Drugs occupied a central place in the lives of all
participants, and, as they all had multiple chronic con-
ditions, most drug regimens were complex and some-
times demanding and restricting. For some partici-
pants, a complex drug regimen was the only means
through which they could gain equilibrium, relief from
distressing symptoms, or a sense of having a “normal”
life (though this varied in degree of success and
setbacks) (see box 1). Although drug use seemed to
have little impact on the lives of a few respondents,
most accounts revealed several tensions and ambiva-
lence in relation to drug use.
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“Regular” regimen v “flexible” regimen
One tension was between the use of drugs taken
routinely at regular intervals in a “drill-like” way (as
some respondents described their use of antihyperten-
sive drugs) and a more flexible regimen. Failure to
keep to a set routine was often perceived to pose risks
to the successful eradication, management, or contain-
ment of current symptoms or undesired future
outcomes. However, almost all respondents were
taking several different drugs, and they often referred
to complex strategies that they had adopted so that
they could remember to take the various drugs at the
prescribed times. Only one respondent (with schizo-
phrenia, depression, a peptic ulcer, diabetes, hiatus
hernia, and hypertension) spoke unproblematically of
his combined drug regimen (saying “keep[ing] taking
the tablets” was the most important part of the
management of his illnesses).

For most respondents, the experience of multiple
morbidity was characterised by fluctuating symptoms,
fear, uncertainty, and lack of control. In the face of
uncertainties about the exact manifestation of their
morbidity at a given time, the management of
medication was a reflexive activity based on constant
self assessment and monitoring. This sometimes led
respondents to vary their use of drugs to gain
maximum symptom control, or to seek further consul-
tations with their general practitioner to request new
drugs or higher doses.

“Flexible” use of painkillers was common (see
box 1) and the subject of lengthy descriptions of varia-
tions in intensity of pain and drug use, although drugs
for many conditions (such as colitis, emphysema, anxi-
ety) were also described in this way (see box 2).
Variations to “fixed” regimens included increasing the
dose, introducing new drugs, or juggling timing.
Respondents might adhere to a regular regimen in
treating one condition while adopting a flexible
regimen for others (see box 2). The process at its sim-
plest was described by one respondent as “As required”
(respondent 2), although this phrase masks the intrica-
cies involved in self regulation. Descriptions of use of

painkillers emphasised a struggle between wanting to
take as few drugs as possible and adequate pain relief.

Reluctance to take drugs v the inability to be “free”
of drugs
All respondents expressed their dislike of drugs to
some extent, and drug use was often portrayed as the
“last resort.” This description served to emphasise a
degree of stoicism in their response to symptoms and
typically their struggle to make “responsible” (minimal)
use of drugs and (maximum) use of other management
strategies (such as going to bed, avoiding certain activi-
ties) to restrict the amount of medication needed.
People also spoke of not wanting to put “pills and
potions” (respondent 8) into their bodies; of fears of
dependency, side effects, or interactions with other
drugs; and of being wary of a prescription as a substi-
tute for a real “cure” or better strategy for managing
their underlying conditions.

However, respondents also talked of their need for
drugs, commonly for pain control and sometimes
explicitly for “survival” (box 3). But respondents’
accounts also focused on the desire to have a life aside
from their experience of illness, to function “half
normally” or to fulfil social roles or obligations (see
box 3). This sense, that drugs were turned to only in
extremis, was commonly voiced.

Drugs as facilitators of ability to perform social
roles v drugs as evidence of inability to perform
social roles
In some cases the main reason given for use and self
regulation of drugs was to control symptoms in order
to facilitate particular tasks or social roles and
obligations (see examples in box 3). Drugs thus played
a part both in suppressing symptoms and in alleviating
symptoms aggravated by people doing more than they
“should” in performing these roles. In some cases this
led to a lengthy discussion of the moral dilemmas and
ambiguities presented. This moral dimension to how
drugs “should” be used could be reinforced by others’
reactions: respondent 15, for example, remarked that
“Other people are always on to you—‘Oh you’re taking
too many of these pain killers, blah, blah, blah’—but
they’ve no’ got the back I’ve got.”

However, drugs could also represent ill health and
act as an indicator of dysfunction (see box 4). This
sometimes had the virtue of being one way of articulat-
ing to others, and affirming to oneself, the severity and
progress of chronic illnesses, thus diminishing the

Box 1: Example of complex drug regimen to
facilitate “normal” life

“I can vary the dosage . . . like during the summer
holiday, I take a low dose morning, lunchtime, and a
big dose at night, you know. But some days I’ll maybe
vary that and will maybe take slightly more in the
morning when I’m not really good because I know
that I’m not going to work and so on. But I still try to
keep to the same daily dosage. You know, if I add
something on here I try and take it off there. . . . But it’s
quite difficult, though, especially if you’re trying to
lead, if you’re trying to be as normal as possible at the
same time, you know, that’s very difficult.
“I cut myself right down before I went back to work
because I knew that, the dosage I was on, I wouldn’t be
able to do the job. . . . I just had to get it down. So about
two to three weeks before going back to work, I just
got it down to three and a half tablets a day, and it was
hell for six months, you know, the pain.”—Respondent
16, with a pelvic abscess, asthma, eczema, and having
had an ileostomy and proctolectomy

Box 2: Example of complex drug regimen
varied in response to symptoms

“My asthma’s normally bad if I take a chest infection.
So I up my inhalers and I up, I get put onto steroids to
help that. If my colitis is bad I take the normal colitis
tablets, plus I get put on steroids to stop if there is any
blood or anything and Prepos [suppository] that you
put inside you. So I take that as well. That’s not all
together. I mean, if my colitis is fine then I don’t take
anything, and if my asthma I just take, if its fine I just
take my inhalers. I’ve got to take the blood pressure
tablets, the ulcer tablets, and the inhalers every day,
and the water tablets.”—Respondent 10, with
hypertension, asthma, colitis, duodenal ulcer, thyroid
problems, and anxiety and depression

Papers

838 BMJ VOLUME 327 11 OCTOBER 2003 bmj.com



sense of “difference” and isolation consequent on hav-
ing a high burden of morbidity at a relatively young
age. However, drug use could equally represent a
threat to identity. Thus drugs could both be seen to
restore previous identities threatened by chronic
illness and be the concrete representation of the threat
to, or loss of, that identity.

Discussion
Drug use was central to the management of the multiple
symptoms and disabilities in these chronically ill people,
and self regulation to gain maximum symptom control
was common.8 9 In common with participants in other
studies,8–13 our respondents also showed an aversion to
taking drugs, despite their acknowledgment that they
depended on drugs to live as normal a life as possible.
Respondents referred to trying not to take drugs,
resourcefulness in stopping or minimising drug use, and
sometimes a preference for other strategies (such as
counselling) over medication. Drug use was discussed in
moral terms to show how individuals remained compe-
tent though seriously challenged by their illnesses, were
stoical in their response to illness, and were responsible
in their roles as paid employees and family members.
This raises the question why such chronically ill patients
with multiple morbidity, who are much sicker and more
restricted than others of their age, feel the need to justify
their use of drugs in their accounts of managing their ill
health.

Two factors could contribute to this. Firstly, these
people are likely to need a complex array of drugs
over a long period to control their chronic conditions.
Rejection of short term use of drugs is not possible for
them. However, research has shown a widespread
cultural belief that drugs should be as little used as
possible.8–11 13 14 Against this background, people who
already may feel isolated or conspicuous because of
their poor health may not wish to exaggerate this by
rejecting common shared beliefs about drug taking.

Secondly, these people are relatively young to have
such high levels of morbidity. They are likely to be con-
scious that they are more incapacitated and larger
consumers of healthcare resources than their contem-
poraries. In their late 40s and early 50s, they have had to
come to terms with the restrictions that their chronic ill-
nesses impose. In this context it is unsurprising that they
take such trouble to show that they are “really” ill and
frustrated in their inability to live normal lives, to show

their moral integrity in the face of challenges to their
ideal or former identities. Their complex drug regimens
mean that keeping their drug use private15 is seldom
possible, and thus it remains an intrusive and constant
indicator of their poor health.

Conclusions
Part of the solution to the mismatch between
prescribing and consuming drugs lies in trying to
understand people’s experience and use of drugs. A
genuine shared decision making process between
patient and medical carers can only be achieved if the
complexities and ambiguities involved in drug use for
those with multiple chronic illnesses are appreciated by
both parties.
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Box 4: Example of drug use to signify extent of
ill health

Interviewer: “Can you tell me in as much detail as you
can, in your own words, what conditions you have?”
“I take medication for high blood pressure, which is
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Commentary: Does a prescribed treatment match a
patient’s priorities?
Nicky Britten

Within the past 10 years several studies carried out in
different settings have investigated patients’ perceptions
of prescribed drugs. Most of these studies have been
qualitative and relatively small scale. They have all
revealed considerable ambivalence about drug taking.
This study by Townsend and colleagues confirms the
validity of these findings for a community based sample
of middle aged people in Scotland with multiple
morbidities and provides a rich description of the differ-
ent aspects of this ambivalence. Most prescribed drugs
are taken by elderly people with chronic conditions.

This study also helps to explain quantitative
research that has identified core beliefs about the per-
ceived necessity of taking prescribed drugs as well as
concerns about potential harms.1 It shows the futility of
labelling patients as “compliers” or “non-compliers,” as
the same person may take one drug regularly while
altering the dose or frequency of another. The paper
shows the ambiguous yet powerful impact of drug tak-
ing on people’s identity and the efforts that people
make to fulfil their family and social obligations. Above
all, the paper reveals the centrality of the notion of self
regulation of prescribed drugs, in which patients
organise their drug taking around their own priorities.

Patients’ priorities may therefore be very different
from prescribers’ priorities, or indeed from the priorities
that prescribers assume their patients to have. This
paper shows clearly that patients’ moral concerns and
the demands of their social roles are often more impor-
tant for them than the alleviation of symptoms or the
cure of disease. For people struggling to retain their

social identity, the issue of compliance may not be high
on their agenda. Clinicians who are trying to give their
patients the best evidence about treatment options and
to present balanced information about risks and benefits
may find it difficult to take this on board.

Clinicians need to engage with patients’ priorities in
order to understand how prescribed drugs will actually
be used once patients have left the consulting room.
Researchers developing interventions to improve
adherence to treatment may not always engage with
patients’ priorities,2 but clinicians have immediate access
to patients’ perspectives. The integration, within the con-
sultation, of best evidence and the patients’ priorities is at
the heart of concordance.3

Prescribed drugs may be only one element of an
individual’s strategy of self care. This paper shows that
patients used a range of resources in managing their
chronic ill health. They used a minimum-maximum
strategy—minimal use of drugs and maximal use of
other ways of managing their illnesses. The question
for prescribers is not “How can this person use this
drug most effectively?” but “How does this drug
contribute to this person’s self management and the
attainment of his or her goals?”
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care. Oxford: Oxford University Press, (in press).

What is already known on this topic

There is widespread aversion to taking drugs and considerable
non-adherence to prescribed drug regimens

Little is known about the experience of drug taking in people with
chronic multiple morbidity

What this study adds

People with multiple morbidity expressed ambivalence to taking drugs
in several ways: one tension was between the use of a regular drug
regimen and a more flexible regimen as people self regulated their
drug use in an attempt to gain equilibrium, relief from symptoms, or
sense of a “normal” life

Further ambivalence was shown in people expressing reluctance to
take drugs and their inability to be “free” of them; also that drugs both
enabled respondents to continue to function in social roles and acted
as marker for their inability to perform such roles

Drug use was discussed in moral terms to show how people remained
competent though seriously challenged by their illnesses, were stoical
in their response to illness, and were responsible in their roles as
employees and family members
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