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Summary
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for many problemsin the paediatric age-group.At
timesthe mostdfficult problemfor
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indeedallergicand if so,to what.
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important aid in many c&ses.Treatment consistsof avoiding the offending agentif possible,controlling
symptomswith appropriate medication and usingdesensitisationif
indicated.
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the earliest days of the practice of medicine,
Frodo.tort have complained ibout the "problem
H
Iof patient compliance". Hippocrates wrote that
the physician "should keep aware of the fact that
patients often lie when they state that they have taken
certain medicines". In 1710 during an outbreak of
plague a judicia! edict was read from the pulpits in
the Szabin district of East Prussia to the effect that
"all these would be regarded as suicides and their
corpses would be publicly hanged who refused to take
the prescribed medicines even if these proved to be
of no avail".
Today, several centuries later, we have a plethora of
publications on the topic of "patient compliance"
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which have provided a fair amount of information but
not a great deal of enlightenment on the underlying
issues.Severalstudiesrhave illustrated complianceproblemswith medicationsprescribedeven for short
periods of time eg severalarticles concerningshortterm oral penicillin revealed rapid declines in
complianceevenover the first ten daysof therapy.
As far ascompliancewith medicationsprescribedover
long periods of time is concerned,the rates tend to
averageout at + 50% - this is true of such widely
divergent settings as children on long-term oral
penicillin prophylaxis for rheumatic fever and
steelworkerson anti-hypertensivedrugs. It will thus
be seen that 50% of the medication prescribedby
doctorsis not being taken or that 50Voof patientsare
non-compliant.Looked at either way, it representsa
hugewasteof moneyand an evengreatercostin terms
of morbidity and mortality.
Numerousstudieshavebeenundertakenin an attempt
to identify the factors influencing compliance.
Different studieshavecited different pointersasbeing
of importance. Amongst the factors reported to
influencecompliancefavourablyare:
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(i)
(ii)
(iii)
(iv)

Patientviewsdiseaseas seriousl
Family stability;
Patientsatisfactionand expectationsmet;
Favourabledoctor-patient relationship in which
patient is involved in the decision-making
process;
(v) Private doctor (vs clinic) and seeingsamedoctor
consistently(vs different doctor);
(vi) Mental stability.
Factors militating againstcompliancehave been cited
to be:(i) Complexity of the regimen (this was most
significant when four or more drugs were
involved);
(ii) Unfavourable doctor-patient relationship;
(iii) Psychological problems (especially mental
illness).
The inferencesdrawn from these studies have been,
inter-alia, to attempt to:(i) Simplify drug regimensas much as possibleon
as few drugs as possibleand as simple a dosage
schedule(egonceor twice daily) aspossible;and
(ii) To involve patients in the decision-making
processas far as possible.

"Patients often lie when they state
that they haaetakencertain
medicines"- Hippocrates
However, the fact remains that in spite of all these
studies and the well-intentioned efforts to implement
the recommendations arising out of them, patient
compliance remains as thorny an issue as ever. As
recently as January 1988, articles2,3'a
16 this effect
regardingpatient compliancewith tuberculosistherapy
in the Western Cape appearedin the S Afr Med J.
And there is no doubt that non-compliance in areas
other than the taking of medication eg cessationof
smoking,dietary advice,exercise,etc, is of considerably
greatermagnitude.
What then, we may justifiably ask,is the issueof patient
compliance really all about? There are, of course, a
number of aspectsto this question,but perhapswe
should begin by examining the term "compliance"
itself. Roget's Thesaurus5 lists "obedience" and
"observance" as synonyms of compliance, while
synonymsof "obedient" include"meek", "biddable",
"at one's beck and call" and "under control"
Synonymsof "pliancy" (the noun from the adjective
"pliant") include "conformity", "softness" and
"persuasibility". Synonyms for the latter include
"docility", "tractability" and "teachableness",while
synonymsof "softness" include "elasticity", "sponginess"and "malleabilitv". I havemadethesereferences
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to Roget's Thesaurus not in order to indulge in a
semanticor linguistic exercise,but becauseI believe
the very term "compliance" provides us with an
important clue to the nature of the problem which
doctors experiencein this area. For many doctors it
is indeed a matter of expectingtheir patients to be
"pliant" enoughto accepttheir adviceand carry out
their suggestedtreatments without demur. $fhen
patients fail to do so, they are left feeling surprised
and angry, and tend to react in a critical, threatening

It seemsthat 50% of the medication
prescribedby doctors,is not being
taken.
and even disdainful way. Doctors will often classify
their patientsas"good" or "bad" accordingto whether
they experiencethem as "compliant" or not. It may
be worth reflecting on how doctors would feel if they
were classified as "good" or "bad" according to
whether they were perceivedas "compliant" or not
in the eyes of patients, ie to what extent they
"complied" with patientsrequestsfor certain drugs,
sick certificates,etc!
Bursztajn6et al, in their excellent book "Medical
Choices,Medical Chances",refer to doctorswho did
not seemto know how to care for patients"without
exacting compliancein return". They refer to "an
implicit contract" wherebya patient"owedl'the doctor
compliancein return for care.
Albert Jonsen?,in a paper entitled "Ethical Issuesin
Compliance",has this to say: - "Three serioussins
can be attributed to the physician. The first is
the blameworthy failure to have the
carelessness,
proper informationaboutdrugsand procedures,about
the patientand the patient'ssocialsetting.The careless
physician will fail to take reasonableefforts to educate
and motivate. The second sin is irrationality, the
prescription of medicationsthat are not appropriate
for the illness and are thus inefficacious or harmful,
either in themselvesor insofarasthey keepthe patient
from the more appropriate drug. It would be

proztides
The zteryword compliance
an important clue to theproblem.
monstrous for physicians to pride themselveson
achievinghigh complianceto an ineffectiveor harmful
regimen. Third, the authoritarianismto which
physiciansare often tempted can be a serious sin.
Compliance,it seemsis bestachievedin a partnership
of understanding.The authoritarianphysiciangiving
orderswithout preparingpatientsfor their acceptance
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or supporting them in their observance,can undermine
compliance."
It seems to me that Jonsen's comments are worthy
of closer examination. The first two points, namely
carelessnessand irrationality would appear to be selfevident. However, a careful look at the facts would
indicate that doctor's prescribing habits are not always
rational, and that much controversy surrounds the use
of certain commonly used drugs. An example is the
use of diuretics - numerous studies have indicated
that their long term use causes a disturbance of
electrolyte and lipid profiles and this has been blamed
for the fact that long-term studies of patients
successfully treated for hypertension have still failed
to demonstrate a reduction in the risk of myocardial
infarction in such patients. Even the question of
treatment of hypertension itself is by no means clearcut: John Fry8, in a paper entitled "The case against
treatment for mild-to-moderate hypertension" in the
book entitled "Common Dilemmas in Family
Medicine", points out that there is no general
agreement over when "normal" blood pressure
becomes "high". He argues further that in almost one
in three hypertensive patients there is a chance that

Doctorsoften classifutheir patients

non-compliance is a complex one, which does not
fustify a dogmatic approach on the part of the doctor.
I now turn to Jonsen's7 third point, ie doctors'
authoritarianism and the question of patient participation in the decision-making process. As mentioned
earlier, these factors have been shown to be of great
importance in numerous compliance studies.
Doctors do not have a good track record as far as
involving patients in the decision-making process is
concerned. In a major studyro conducted in general
practice in the UK, involving over 600 consultations
it was found that doctors tended to limit the exchange
of ideas in consultations (eg by ignoring or cutting
short patients' attempts to explain their symptoms or
problems) and controlled the way informarion was
given to patients (.g by withholding information that
would reveal the doctor's own uncertainty or
ignorance) in order to maintain their professional
power and authority. Another interesting finding from
the study was that patients from higher occupational
backgrounds were more likely than those from lower
ones to be active in consultations or to ask questions,
or to express doubts about the doctor's diagnosis,
treatment) etc. The authors express the view that "the
discomfort and evasion implicit in the present
experience of consultations" could well be reflected

as good or bad according to thetr
compliance.
the diastolic blood pressure will fall spontaneously.
He postulates that within the spectrum of high blood
pressure there are high-risk and low-risk groups that
need to be defined, and that it is the low-risk group
that make up more than one-half of all hypertensives
who do not need therapy.
Another example is the treatment of obesity, an activity
still pursued with great vigour by many doctors. Recent
research and further evaluatione of earlier work have
shown that obesity is nothing like so serious a health
risk as was previously thought. In fact the updated
Framingham Study showed that moderate overweight
was associatedwith the lowest mortality rates. In any
case, long term treatments for obesity are extremely
poor. In Craddock's series only 7 out of 150 patients
maintained their ideal weight after 10-18 years.
If we add to the above examples the indiscriminate
prescribing of antibiotic drugs and psychotropics it
becomes clear that we doctors have no reason to be
complacent.
The comments that have been made thus far could
be misinterpreted as being a kind of therapeutic
nihilism. I would like to emphasise that this has not
been my intention or my meaning. There are many
instances where patients could have derived great
benefits if they had been more compliant and
conversely also many caseswhere the outcome of noncompliance has been a tragic one. However, the point
that has been made is that the question of compliance,/
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in (amongst other things) patient non-compliance.
They alsopoint out that while many doctorsoffer time
as an excusefor not sharing ideaswith patients, there
is someevidenceto indicate that the oppositeis the
caseie if the patient is allowed to expresshis real
fealings,fears,etc about drug treatmentsfor example,
there is less likelihood of time, money, (and drugs!)
beingwastedbecauseof the problemsbeing expressed
in other, more negative ways, eg psycho-somatic
symptoms.
Hoffie Conradierrin an article on Complianceto TB
outpatient treatment in the SA Family Practice
Journal, points out that "The problem of noncomplianceis rarely one of knowledge".He saysthat
attitudessuch as non-complianceis "bad" behaviour
or compliance is the "expected behaviour", need to
be changed to a non-judgemental approach to
compliance.He concludes:- "It is important to
remember that establishing the regime with and for
a particular patient may take at least as much time
and skill as does establishing the diagnosis. Finally,
perhapsthe most important determinant of compliant
behaviouris a doctor-patient relationshipwhich allows
for mutual participationand trust".

A patient owedthe doctor
compliancein return for care!
It seems as though the value of greater patient
participation is supported by patients themselves.
Gawie Pistoriusl2reports on a survey conductedin
the Departmentof Family Practiceat the University
of the OrangeFree Statein which 83,6%of the patients
who completed questionnaires requested greater
participation in the management of their own
problems. Many patients felt that more patient
participation would leadto greatertrust and confidence
in their doctor, and to greatercompliance.
At this point I would like to addressthe question of
"patient participation"in the decision-makingprocess
more closely.There has been much emotional debate
on this topic and some rather loose bandying about
of ideas.On the one hand there are still thosedoctors
who cling to the old authoritariannotion that the doctor
knows best and the patient must do as helshe is told
or suffer the consequences;at the opposite extreme
we have the argumentthat the patient knows iust as
much as the doctor, so the doctor has no contribution
to make to the decision-making process.Both these
viewpoints,in my opinion, miss the point. The point
is zor whetherthe doctor has more or lessknowledge
than the patient, but the fact that doctor and patient
eachhave a different kind of knowledge.The doctor's
knowledgeis of a comparativelymoreobjectivenature,
the patient'smore subjective,embracingsuch entities
as the patient'spreviousand current life experiences
(includingexperiences
of illness),his bodily sensations,
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and his intuitions. Both these inputs have a vital
contribution to make to the decision-makingprocess,
neitheris more important than the other. As Tuckettro
et al put it in their book "Meetings BetweenExperts",
(subtitled 'An Approachto Sharing Ideasin Medical
Consultations')the patient is alsoan expertof a kind.
The doctor fails to make use of the patient's expertise
at his and the patient'sown peril.

Complianceis bestachiezted
in a
partnership of understanding.
David Sackettr3in a paper entitled "A Compliance
Practicum for the Busy Practitioner" suggeststhat
before any attempt is madeto find and help the patient
with low compliance,the practitioner must, inter alia,
answer the question whether the patient is a free,
informed, consentingpartner in this intervention.
This brings me to another hotly-debated question,
namely the giaing of idormatiolt to patients. Here once
again we have doctors divided into two opposing
camps. There are those who argue that the giving of
information is a waste of time as the patient neither
understands nor is interested in what the doctor is
telling him. In support of this view they cite the bored
expressionson patients' faces when regaled with
medical lectures, and the comments made by certain
patients that they acceptthe doctors judgement so he
should iust tell them what to do. On the other hand
there arethosewho arguethat without full information
about his condition and treatment) the patient is not
in a positionto makeappropriatedecisionsand is less
likely to comply with treatment. Once again, both
argumentsare off the mark. For it is not information
per se which is of importance to patients, but a
particular kind of information which is of importance
to the particular patient and which necessarilydiffers
from one patient to another. One patient requiring

A patient is morelikely to comply
with treatmentif it makessenseto
him.
treatment for hypertension, for example, may want
to know what the risks are of his having a stroke with
or without the medication the doctor wishes to
prescribe,while another may want to know whether
the pills the doctor recommendsare likely to result
in his becomingimpotent. It is thereforeof the utmost
importance that rather than launch into long treatises
on medical conditions and their treatment, the doctor
should first attempt to ascertain what the patient
understandsabout his./her condition and the need for
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treatment. It does, after all, stand to reason that a
patient is more likely to comply with treatment if it
makessenseto him - the doctor cannot assumethat
what makes senseto him will necessarilymake sense
to the patient.
From what has been said thus far it should be clear
that treatmentdecisionsare much more complexthan
is commonlysupposed,from the point of view of both
the doctorand the patient.Both approachthe situation
from a position of uncertainry):the doctor knows (or
should know) that responseto treatment is always
unpredictable to a lesser or greater degree, that
treatment regimens (such as diuretics which were
mentioned earlier) which may be considered highly
efficacious at a certain time may later prove to be
uselessand even harmful; the patient for his part is
faced with the uncertainty of the implications of the
doctor's diagnosis and suggestedtreatment for his
future health, marital and family life, work situation,
etc. How can doctor and patient, both to someextent
groping in the dark, cope with the uncertainty which
facesthem? One way this uncertainty has been dealt
with frequently up till now has been to deny it. The
doctor may manifest this denial with a dogmatic and

The doctor must always be ready to
hear thepatient's reasons
for being
unwilling to comply.
authoritarian set of instructions to his patients which
seemdesignedto portray the doctor as the bearer of
immutable truths. The patient in his turn, may deal
with his own uncertainty either by slavishly adhering
to the doctor'sassertions(and suppressingall his own
deep and agonising misgivings about them) or else
dismissing what the doctor says entirely and manifesting what is ordinarily described as "noncompliance". Either way, we are dealing with a highly
unsatisfactorysituation: a patient who is faced either
with a threat to his senseof control over his own life
or a threat to his life itself.
What then, is a more appropriateway for doctors and
patientsto deal with the uncertainty which is a feature
of everymanagementdecisionin medicine?Bursztain6
et al attempt to answerthis questionby postulating
the needfor doctorsand patientsto learn to "gamble"
togetherin the decision-makingprocess.Their use of
the word "gamble" requiresclarification:it is different
from the ordinary English usageof the word which
refers either to the playing of random gamesof chance
or to the compulsivepathologicalactivity of certain
individuals in settingssuch as casinosor racetracks.
As describedby Bursztajn6et al, "gambling" is based
on the recognition that there are no certainties in
medicine, only probabilities of certain occurrences
which may be judged with a lesseror greaterdegree
of accuracy. Constructive, co-operative gambling
between doctor and patient would imply a mutual
examination of all the factors involved in assessing
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the probable advantagesand probable risks of a
particular course of action. Actually doctors are
engagingin this kind of "gambling" all the time, often
without realisingit. What Bursztajnet al have called
for is the consciousapplicationof theseprinciplesin
consultationwith the patient. To use the exampleof
hypertensionyet again:the doctor needsto be aware
not only of the likely benefits of therapy, but also
the risks, the incidenceof side-effects,etc. The patient
hasto consider,for example,the effectsof drowsiness
(a common side effect of anti-hypertensivemedication
and one which Bursztajn et al describeas "a high
cost indeed for an active person who may have
experiencedno symptoms and no apparent disability
from the diseaseitself') on his work - and family
life. His responseto this considerationwill depend
inter-alia, on his own personality make-up and life
circumstances.
A patient from my own practice, for example,resisted
taking pills for his hypertensiveheart diseasebecause
his wife was much younger than he was,and he feared
that (a) symptomslike drowsinessand impotencemight
antagonisehis wife and (b) the very act of taking tablets
was a reminder to his wife and himself that he was
a "sick old man", something which he desperately
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wantedher not to believe.It needsto be pointed out
arenot merelyincidental,but
that suchconsiderations
are crucial factors in the equation which doctor and
patient must iointly attempt to resolve.As Bursztajn
put it: "Such treatmentdecisionsand the manner in
which they are made are part of the diagnosisand
thus themselvesbecome causesof the patients'
condition. For example, by participating in the
the patientmay becomemorerelaxed
decision-making,
andthereforemay showa lowerbloodpressurereading.
This, too, is part of the treatmentto which the patient
is observedto respond".
Another exampleis that of malignant diseasewhere
the doctor's knowledge of survival-rates with or
without variousforms of treatment,risk of side-effects
of treatment, etc have to be consideredwith the
patient'sattitude to life and death,health and disease,
etc. Bursztajn6et al cite the exampleof an 85 year
old man with widespreadcancerof the colon who has
developed intestinal obstruction and is rushed to
hospital in a confusedstate. The surgeon performs
a physical examination, and proceeds quickly to
perform a colostomy. The authors argue that the
patient may have had a number of good reasonsnot
to want this operation,eg the operation might have
left him less comfortable and more dependent on
medical assistance,and possiblebrain damagefrom
the anaesthesia,possibly promoting dementia and
leaving the patient more helpless than before.
Whateverthe costsof the surgery, if it didn't stand
a reasonable chance of making the patient more
comfortable and better able to take care of himself,
he may well have felt that at this point there would
be little benefit in prolonging his life by such extreme
measures.Given the patient's wishes (he had
previouslyindicatedthat he did not wish to have any
heroic measureswhich would prolong his life) and
his condition, it is not at all clear that he should have
beenoperatedon.
A final exampleis from my own recent experience.
An elderly asthmatic woman presentedwith severe
broncho-spasm.She had already used her bronchodilator inhaler and nebulisedbroncho-dilatortherapy
at home to no avail. She was in a distressedstate.
I administeredan ampoule of aminophyllin intravenouslywhich resultedin a slight improvementbut
I was still far from happy with her condition. I told
her that I felt it would be best if I referred her to
hospitalfor further intensivetreatment.Sheprotested
strongly againstthis suggestion.!7hen I asked her
why she objected to hospitalisation, she replied,
strugglingto speakproperly,that shefelt very "lonely"
when shewasin hospital.
I now found myself in a predicamentwith this "noncompliant" patient. If she did not go to hospital,her
condition might deteriorate, possibly with a fatal
outcome.On the other hand, if I were to try to force
her to go to hospital,might not the effectsof a bronchodilator drip, oxygen,etc be cancelledout by the terror
(for this woman) of the hospital experience,to say
nothing of the emotionalsuffering itself. I informed
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the patient that if she did not go to hospital there
was a risk that her condition might get worse and
that she could even die as a result. She said she was
prepared to accept that risk.
I then said I would give her a cortisone injection,
the advantages of which might only be felt after a
few hours. She agreedthat if there was no improvement
after some hours she would go to hospital accompanied
by her son, who would stay there with her.
She phoned me the next day and told me that she
was feeling better. She had only begun to feel better
several hours after the cortisone injection, but after
that she had felt all right. She said that she had phoned
to thank me for my concern. I said that I was pleased
that she was feeling better. "But I phoned to thank
you for yorJr concern" she insisted, her tone of voice
indicating that she felt I had not understood her
correctly, "You were so obviously concerneA'.
I think this interaction illustrates the points I have
been trying to make very well. The issue that concerns
us is not merely the narrow matter of "compliance",
but concern for the patient as a whole-concern, respect,
and an attempt to understand the patient's world as
reflected in the treatment situation. In fact I would
like to regard this paper as an appeal to all of us to
look beyond compliance towards truly holistic patient
care.

Of all rhe drugsusedin general
practice, the onemostcommonly
prescribed,yet leastunderstood,is
rhe douor himself.
Marie Campkintain a chapter entitled "Why don't
you listen to me) for a change", in the book entitled
"\J7hile I'm here doctor", has this to say: "Just as
we prescribea decongestant
for sinusitis,an analgesic
for a sprain) or an antacid for a dietary indiscretion,
so we may also discusssmoking,eating and drinking
in a fairly superficialway with thosepatientsfor whom
this seemsappropriate.But discussingthe patients'
habitsis not a substitutefor attemptingto get to grips
with the underlying distressof which seriouslyselfdestructivebehaviourmay be the presentingsymptom.
Nor is assumingan obligation'to alter his behaviour
an adequatealternativeto looking with the patient at
his whole life to seehow, or indeed whether, he can
makesomechanges.
"No matter how strongly he believesthat the patient
should follow the proferred advice, a doctor must
alwaysbe readyto hearthe patient'sreasonsfor being
unable or unwilling to comply. In this way he may
sometimesfind a route to a new understanding and
toleranceof the patient'slife and problems.Fruitless
repetitionof argumentand admonitioncan reducethe
whole relationshipto a stalemate.The patient might
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becomereluctantevento presentwith newandpossibly
important symptoms for fear of further scolding, or
out of guilt that as they must be of his own making
he has no right to complain. What price health
educationthen?" sheconcludes.
Her point is well-made:complianceis but one aspect
of the complex mosaicwhich is the patient's worldview and the society in which he finds himself. As
far asthe latter aspectis concerned)we can againrefer
to Yach's3recentpaper on TB patient compliancein
the WesternCape.He points out that the lowestlevels
of compliance were found among blacks and the
unemployed and suggeststhat fundamental changes
in the social and economic status of deprived groups
are required to overcome major impediments to
compliance.
He pleads for a region-wide compliance-improving
plan which needs to take cognisanceof the realistic
problems of ensuring high levels of compliancein
townshipswhere political instability is likely to be a
problem for sometime.
As far as the individual doctor and his patient are
concerned, we would do well to remember Michael
Balint'sr5aphorismthat of all the drugsusedin general
practice,the most commonlyprescribed,and yet least
understood,is the doctor himself. He pleadedfor a
closer study of the "drug doctor" in order better to
understandits indications,contra-indications,dosage,
side-effects,etc. I believethat the better we are able
to understandand judiciously use the drug doctor,
the further we will havemovedawayfrom the outdated
and inappropriatepre-occupationwith ."compliance"
as though it were somesacredcow to be pursuedand
preservedat all costs.As we approachthe 1990slet
us r4ther attempt to advancebeyond compliance and
towards a cooperativeeffort with our patients in order
best to help them facethe increasinglydifficult choices
which lie aheadof them.
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From the journals
age. The results were related to weight gain in the first
year of life.

Energy expenditure and intake in infants
born to lean and overweight mothers
SUSAN B ROBERTS, et al
Address reprint requests to Dr Roberts at the Department of Applied Biological
Sciences, Massachusetts Institute of Technology, Cambridge' MA 02139.

N EnglJ Med1988;318:461-6.
Abstract S7e investigated the contributions of low
energy expenditure and high energy intake to excessive
weight gain in infants born to overweight mothers. The
subjects were infants of 6 lean and 12 overweight mothers,
recruited soon after birth. Total energy expenditure and
metabolizable energy intake were measured with a new
doubly labeledwater method over a period of sevendays
when the infants were 3 months of age, and the
postprandial metabolic rate was measured by indirect
calorimetry when the infants were 0.1 and 3 months of
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No significant difference was observed between infants
who becameoverweightby the ageofone year (50 percent
of infants born to overweight mothers) and those who
did not, with respect to weight, length, skinfold
thicknesses,metabolic rate at 0.1 and 3 months of age,
and metabolizable energy intake at 3 months. However,
total energy expenditure at three months of age was 2017
percent lower in the infants who became overweight than
in the other infants (means + SE, 256 + 27 and 323
+ 12 kJ per kilogram of body weight per day; P <0.05).
This difference could account for the mean difference
in weight gain.
These data suggest that reduced energy expenditure,
particularly on physical activity, was an important factor
in the rapid weight gain during the first year of life in
infants born to overweight mothers.
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