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INTRODUCTION

About 20-25%o of all general practice
at tendees suf fer  f rom s igni f icant
psychiatric illnesses.' Non-compliance
to treatment has always been one of the
biggest challenges to GPs world wide.2
Apart from treatment failures, non-
compliance to treatment is one of the
main causes of relapse and re-hospitali-
sation world wide.3 Non-compliance to
treatment is a complex phenomena that
is associated with various factors related
to the i l lness. medications and health

care delivery system.a Existing literature
suggest that rnany psychiatric patients
do not believe in the biological basis of
their i l lness.5r'7 Hence lack of under-
standing and lack of confidence in
"Western" approach is a major contribu-
tor for non-compliance in such patients.x
Several investigators report that lack of
i ns igh t  i n to  t he  i l l ness  and  poo r
understanding ofthe chronic nature of
psychiatric conditions contribute greatly
to non-compl iance.e r0 ' r  r '12 However,
other studies suggest that poor insight
may not fully explain this behaviour.rr'ra

The phenomena is also found to be asso-
ciated with complexity of medication
regimens.rsr6 Studies on non-com-
pliance to treatment alnong psychiatric
patients are few and rnainly done in
urban set t ings or  specia l ized care
institutions. This study was conducted
in a rural setting with an appreciable
number of non-compliant patients and
where mental health service is rendered
by general practitioners.rT The focus of
the study was on the subjective aspects
of the patients' reasoning and per-
spective oftheir care giving relatives.
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METHODS

The aim of this study was to understand
the reasons for  non-compl iance to
treatment among psychiatric patients in
Mmametlhake health district. South
Afr ica.  Non-compl iant  pat ients were
identif ied using clinical records. Six
non-compl iant  pat ients f rom f ive
farrilies (two of the respondents were
brothers) were purposefully selected,
ensur ing wide var iat ions in  c l in ica l
diagnosis, medication regimen, gender,
and n-rarital status.rt A descriptive,
qual i ta t ive method was used as the
cho i ce  to  f ocus  on  exp lo r i ng  and
understanding the exper iences and
behav iou rs  o f  t he  non -comp l i an t
p a t i e n t s . r u  A l l  i n t e r v i e w s  w e r e
conduc ted  i n  Tswana ,  t r ansc r i bed
verbatim and translated into English.
The information from the research diary
and field notes was incorporated into the
data. The respondents to verify the
correctness of the data did "member
checks". Colour coding and "cut and
paste" method were used to identify
themes f rom each interv iew.r0 The
analysis ofeach patient's interview and
that of his/ her care giver were integrated
into a single model and, similar themes
from segmented data were grouped
together to form various categories. We
used 'grounded theory'to relate abstract
concepts to propose a theory as an
explanation of a specific phenomenon
and to identify analytical categories as
they emerged from the data.

RESULTS

As various themes emerged from the
data, it was found that multiple causal
factors were associated wi th each
patient's non-compliance. The inte-
grated themes are presented as follows:

Pa tien ts' different belief sys tems
Different belief systems were found to
be associated with medication non-
compliance of some patients. They
believed "witchcraft" as the cause of
their illness and rather took "healing
herbs at the church" as its remedy.
Another patient identified "slrc.r.r " as
the core ofhis illness and thought that
med ica t i on  cou ld  no t  re l i eve  h i s
symp toms  un less  t he  s t ress  was
resolved.

Poor insight and denial
Majority of the patients had poor insight
about their i l lncss. One of therr said he
was "on pill.s /or a long time and left
them as he thought that he v,a.s "tured".

Another one did not take her medica-
tion, as she believed "every; thing was
v'ell " . More over she perceived that the
community had wrongly identified her
as a psychiatric patient. She said: "I/rel'

sa1; this person is mad, while votr are a
prophct" .  Sorne pat ients were in  a sta le
ofdenial. They did not see any reason
to  con t i nue  med ica t i on  when  the
"illness is no longer tltere". One patient
believed that he "did not have a brain
problem " and subsequently stopped the
rnedication.

Side effects of medications
Almost  a l l  pat ients ment ioned s ide
ef fects of  var ious medicat ions as a
deterrent to cornpliance and the care-
giving relatives objectively confirmed
th i s .  I n  some  cases ,  t he  pa t i en t s
preferred the experience of syn-rptoms
related to tlre disease rather than the
medication side effects. The respon-
den ts  used  exp ress ions  such  as
"s leepy",  "weok",  "power less " ,
"duzv", "no energy" to highlight the
side effects. Some complainedthar "the

pills made nte sleepv", "Mv tongue is
always ottt o/'m1, mouth with drops of'
saliva coming ottt" and "l can not even
speak". These observations occurred
irrespective of what medications they
took. It was found out that none ofthese
pat ients were in formed about  s ide
effects, possible rernedies and coping
strategies before commencefirent of
drug therapy. Although some of them
were put on anti-parkinsonian drugs, the
effectivity of these drugs was never
evaluated.

In effe ctiui ty of m edi ca ti on s
Some pa t i en t s  and  the i r  r e l a t i ves
informed that the medications were
ineffective. One of them mentioned:
"The treatment I was taking did nothing

/br me". The mother of another patient
said: "They (the nurses) gave ntedicct-
tion, btn it./ai I ed ". It appeared plausible
that  some found the rat ionale for
continuation of medication for a long
time hard to understand, especially if its
main function was prophylactic.

Fear and dislike of iniection
One pat ient  expressed h is  fear  and
dis l ike of  in ject ion he was receiv ing as
his reason for non-compliance. During
the interview he mentioned his disgust
s ix  t imes:  "The in iect ion made me
^srcfr". His relative confirmed: "The

inj ection c'aused complications ". It
appeared that this patient developed
ex t ra  py ram ida l  symp toms  a f t e r
receiving fl uphenazine depot injection.
Despite his concems, he was repeatedly
injccted with the same drug.

Lack of family suppott
Lack of family suppofi was identified
by half of the patients for their non-
conrpliance. They rnentioned "mis-

understanding " within the family as an
issue. One of them complained "They
(the./amily ntembers) chased me away ".

Another patient directly attributed his
default of treatment to family discord:
"l skippedJbur months because we had
a difference ofopinion at home".

Improper pets u asion stntegy
To ensure corrp l iance,  one fami ly
coerced the pat ient  in to tak ing her
medication. This strategy of forcing the
patient rather than understanding and
promoting insight made the patient more
rebe l l i ous .  The  pa t i en t ' s  mo the r
acknowledged: "We brought her to
Lefisoane (clinic) JorceJully; she
re/used, and we were.fighting".

Lack of continuity of care
Lack of continuify of care was identified
as a deterrent to compliance to treatment
in some patients. One patient angrily
said: "Every time I cameJbr treatment,
they (the clinic nurses) said my.file was
missing". He was very disappointed that
at each occasion he had to tell his story
over and over again until he promised
himself " I will never come back again " .
As there was no doctor specifically
allocated to these patients, there was no
continuity of care. One of them claimed
he "never saw " the same doctor twice.

Lack of ongoing assessment
The interviews of half of the patients
revealed lack of ongoing assessment.
Two patients appeared to have their
symptoms controlled and they believed
their symptoms had resolved. However,
they were not reassessed on the basis of
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their changing context or on the basis
of changing magnitude of their illness
to redefine "compliance" in them. On
the other  hand,  another  pat ient 's
symptoms were not controlled despite
compliance to treatment and but no
assessment was done for possible dose
adjustment or modification of drug
regimen.

Non-involvement of patien ts
and families in management

plans
In most cases the patients and their
families expressed frustrations in the
non - i nvo l vemen t  o f  t he i r  c l i n i ca l
management. The nature of the illness
and pat tern of  therapy were not
explained to them as one patient said:
" l  d id not  know what  was what" .
Another patient, who was initially on
oral medication, had a depot injection
added without any explanation. He
expressed his surprise: "I went (to the
clinic) to collect the pil ls and they
(nurses) injected me as well".The care-
giving relatives accompanied patients to
the health facility but were barred from
entering the consulting rooms with
them.

Cancellation of disability gnnts
The associat ion between non-com-
pliance to treatment and cancellation of
disability grants featured prominently in
two patients. The mother of one patient
positively identif ied her son's non-
compliance with cancellation of his
disability grant. The patient's disability
grant was cancelled when he became
"symptom free" on treatment. The
family depended on his grant and when
it was stopped, this created financial
strain within the family. The mother
claimed.' "That is when he totally lefi
them (the medication) ". The patient
reflected " I got pension for three years,
when I Iook treqtment my pension was
cancelled".

The other patient's application for
disability grant was rejected when the
welfare officer identified that he came
a l o n e  t o  l o d g e  a  r e n e w a l  o f  h i s
application, implying that he was no
longer sick. He regretted that "they
(welfure officials) tore them (the
applicationforms) saying I am okay and
I should go and look for work". The
lack of understandins bv these officials

made h im real ise that  he could not
receive a disability grant if he remained
symptom free.

Social stigma
Adve rse  soc ia l  s t i gma  towards
psychiatric patients contributed to non-
compliance to treatment in some of
them. They were embarrassed by their
"mentally i//" identity and avoided
going to the clinics on a specific day
assigned for  rev iewing psychiat r ic
patients. One relative sard "They go to
the clinic on the day that they were not
suppose to go". Eventually they missed
the i r  schedu led  appo in tmen ts  f o r
review.

Relig"ious sect's obiection to

medical teatment
One of the religious sects featured
prominently in the interview of one
patient. She claimed that the sect wanted
her to take "healing herbs and to pray
instead o/ taking any medication. She
toldus "One priest stood there and said,
people should not  take thei r
medication ". The mother of this patient
agreed with this claim and said, "She

was not allowed to take medication".

Autonomy and ego
It was discovered that the desire for
independence and self-control played a
pivotal role in most of the patients' non-
compliant behaviour. They were not
involved in their own management. The
approach was often confrontational and
coercive. It ultimately made them rebel-
lious and resisted attempts to control
their lives by drugs, as their relatives
expressed frustration as follows: "When
a person is grown up, you cannot
control hint".

"Lastly we.fbught"."Atthe end I was
unable to force her". "He used his manly
power, so I could not do any thing
more".

DISCUSSION

The choice of qualitative method in
conducting the study was found to be
logical as the research was aimed at
understanding the pattems of behaviour
in a group of people and as it was
focused on a holistic insight about a
phenomenon grounded in i ts  own
context.2l The sample represented a

cross section of the study population
who were able to prov ide re levant
information as the key informants. The
variation in gender, diagnosis and in
treatment regimens ensured that despite
relatively 'small size', the sample was
a fair and adequate reflection of the
study population and thus maximized
the transferability of the study.22 The use
of  exploratory quest ion in  the
participant's first language (Tswana),
audio taping of interviews, field notes
and research diary enhanced reliability
and validity of the study. The idea of
conducting free attitude interviews was
to allow unstructured responses from the
participants. as the question was open
ended.2l

We derived the results of this study
from the data through ils interpretation
and conceptualisation. Some of these
results are consistent with those in
existing l iterature, and interestingly
some other opened windows for new
dimensions ofthinking. However, in all
cases the reasons were linked to multiple
factors rather than one specific cause.
Side effects of different medications
(e.g. extra pyramidal symptoms, dizzi-
ness, drowsiness, weakness etc.) were
mentioned by most of the patients for
non-compliance. At the same time about
halfofthe patients attributed their non-
compliance to alleged ineffectivity of
medications.

It was found out that the patients (and
thei r  fami l ies)  were not  general ly
involved in managing their illness. The
paternalistic approach by the health
professionals,  coerc ion by fami ly
members and lack of continuity of care
were a lso h ighl ighted.  The heal th
worke rs  d id  no t  p rov ide  enough
information to the patients and their
families about the illness and about the
role of medication. They also failed to
address the concems ofthe patients and
their relatives (e.g. concerns about side
effects)" which hindered medication
compliance. Patients' cultural values
and belief systems were also associated
with non-compliance to treatment and
some patients expressed their faith in the
"church" and "spiritual healing". Others
were in denial and did not believe that
they were "mentally i l l". They also
demonstrated poor insight about their
illness. Inadequate family support and
lack of compassion by the family were
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a lso  l i nked  to  t he  p rob lem.  These
circumstances prevented a conducive
environment for medication supervision
by the fami ly  that  is  essent ia l  for
promoting compliance.za The coercive
strategies used by some families failed
to ensure compliance to treatment.

Social stigrna and fear of labelling
attributed to non-compliance in some
pat ients.  They were not  wi l l ing to
ident i fy  themselves as psychiat r ic
patients. So they avoided going to the
clinics on the specific review dates in
an at tempt to escape label l ing.  I t  is
important to note that this particular
behaviour  was not  ident i f ied in  the
previously conducted studies we went
through.  There were few other
interesting themes emerged from this
s tudy .  One  pa t i en t  men t i oned  the
objection of her religious sect to the
rnedical  t reatment  and her  mother
confirmed the fact. Surprisingly, another
patient who belonged to the same sect
d id not  ment ion th is  object ion.  For
better understanding this needs furlher
inquiry about this sect for objective
conf i rmat ion of  i ts  posi t ion on the
management of its mernbers suffering
from psychiat r ic  i l lness.  From the
interviews oftwo patients, the cancella-
tion oftheir disability granrs resulted in
thei r  non-corapl iance to t reatment .
These patients were denied disability
grants apparently because they were
symptom free on treatment. The patients
and the families realized that the grants
were declined as the patients took their
treatment and were in stable conditions.
It created an enoffnous impact on the
families, as they were dependent on the
grants.  The mother  of  one pat ient
confirmed that he "totally left" his
med ica t i on  a f t e r  cance l l a t i on  o f
disability grant. The behaviour ofthese
pa t i en t s  rep resen ted  " s i ck  ro le
deviation" by them. It was not clear
whether these patients' non-compliance
was their own initiative or influenced
by the families' attempt to portray thern
as "uncontrolled" in order to receive
disability grant. It was however obvious
that the families directly or indirectly
benef i ted f rom the pat ients '  non-
comp l i ance  th rough  rece i v i ng  o f
disability grant. This finding highlights
the issue of'secondary gain' as reflected
in various studies.i.25.r6 Although the
latter mentioned the possibil i t ies of

secondary gain, no explicit account
the nature of gain emerged as it did
this study.

This study adds a new dimension to
unde rs tand ing  non -co lnp l i ance  to
t rea tmen t  among  pa t i en t s  w i t h
psychiatric i l lness frorn family practice
perspective by its methodology and
design that were pragmatically justi-
fiable when cornpared to the previous
quantitative studies. This study suppofts
findings of some previously conducted
research'rr0 and contradicted one study.r6
New areas ofexploration has also been
suggested in terms of examining the
relationships between medication non-
compliance and disabil ity grants, and
re l i g i ous  g roups '  v i ews  on  an t i
psychotic medication.

CONCLUSIONS

We believe that the management of
patients with psychiatric i l lnesses can
be improved by addressing the reasons
ofnon-compliance as highlighted in this
s tudy .  Howeve r ,  more  qua l i t a t i ve
research needs to be undertaken in
various contexts similar to and different
f rom our  s tudy.  I t  wi l l  prov ide an
unde rs tand ing  abou t  t he  soc io -
demographic var iables that  af fect
medication compliance. D
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