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Various ways of understanding compliance:

a psychiatrist’s view

Rafat Jaeschke, Marcin Siwek, Dominika Dudek

Summary

The notion of compliance is commonly considered to be synonymous to the degree to which a patient cor-
rectly follows medical advice. Nowadays this definition is criticised for being a remnant of a paternalistic
tradition in the relations between physicians and their patients.

The authors discuss the contemporary views on the issue of compliance (seen either as the element of
patient-practitioner interaction, self-care behaviour, as a cognitive-motivational process, or as an ideolo-
gy), and highlight possible implications of those views for psychiatric practice.

compliance / psychiatry / philosophy

WHAT COMPLIANCE IS (OR RATHER: WHAT IT
SEEMS TO BE)

Classical perspective and its criticisms

The problem of patients” co-operation in the
process of treatment and their attitude towards
this process has been an object of research since
1950. Depending on the assumed definition,
population included in the trial, nosological is-
sues and adopted ways of measurement, com-
pliance rates vary in a wide range between 10
and 85% [1].

Although compliance has been analysed from
various perspectives (including medicine, nurs-
ing, psychology, sociology, health economics
- and even philosophy), there is no consensus
around the definition of this notion.
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The term ‘compliance’ was introduced into the
field of medical sciences by David L. Sackett in
1976 [2]. His definition of this idea (developed
by Haynes, Sackett and Taylor two years later)
has been the most widely acknowledged (or at
least: the most frequently cited) conceptualisa-
tion of compliance so far. It states that compli-
ance is ‘the extent to which a person’s behaviour
(taking medications, following a recommended
diet or executing life-style changes) coincides
with medical or health advice’ [3].

With its relative simplicity (and perhaps prox-
imity to ‘common sense’) this construct has also
been harshly criticised because of its implicit pa-
ternalistic background. It seems to be rooted in a
tradition of an ‘oblique relationship” between pa-
tient and physician — with dominant position of
the latter. Helvi Kyngas, Mary E. Duffy and Thi-
lo Kroll point out at a quite radical (but not im-
possible in the realm of clinical practice) implica-
tion of Sackett’s hint about compliance. In their
opinion the definition quoted above makes it vir-
tually impossible for the patient to be involved
in therapeutic process on the basis of partner-
ship. This kind of a “primary” submission to the
authority of healthcare personnel leads directly
to a loss of autonomy. Finally, they strongly em-
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phasise (citing opinions of various authors [4,
5, 6]) that: “this definition has been rejected be-
cause of its paternalism and its implication that
healthcare personnel have the right to authori-
ty over the patient’s behaviours and actions’ [1].
Hensook S. Kim also noticed that Sackett’s per-
spective on compliance does not take into ac-
count the fact that apparently identical behav-
iours might arise from completely different moti-
vations. Seemingly ‘good compliance’ might be a
result as different processes as coercion, conform-
ity or — poles apart — therapeutic alliance [5].

What differs the relationship between patient

and physician in psychiatry from similar relations
in other fields of medicine? The differences’
implications for the issue of compliance

In the realm of psychiatry the ‘geometry of re-
lationship” between a physician and a patient
gains paramount importance. The ‘oblique (au-
thority-based) relationship’, although quite com-
mon in somatic medicine, usually leads nowhere
in terms of establishing strong therapeutic alli-
ance in psychiatry.

According to the prominent Polish psychiatrist
Antoni Kepinski relationship between physician
and patient is a reflection of one out of two gen-
eral cognitive patterns making it possible to ex-
plore the outside world.

The first one —‘an oblique (volitional) plane of
cognitive contact’ — reflects the humane tenden-
cy for putting the surrounding universe in order.
This can be considered to be the source of scien-
tific cognition: “The human feels confident if the
world acts in accordance to his ideas; if he can
manage the environment; if he can influence it;
when he feels like being a master. He considers
the environment to be an obstacle to his plans
and aims. He wants to get rid of this hurdle; he
wants to subdue it.” [7]

This cognitive pattern has some undeniable
advantages — at least from physician’s point
of view. It makes it easier for a doctor to avoid
the traumatic experience of the encounter with
somebody else’s suffering. Or — in terms of the
philosophy of Emmanuel Lévinas — it serves as
a protection from the experience of meeting The
Other: ‘the fathomless point’ [8] calling for ethi-
cal responsibility. [9] Lévinas himself expound-

ed this drama in a much more drastic way: "My
relation to the other is not some benign benevo-
lence, compassionate care or respect for the oth-
er’s autonomy, but is the obsessive experience
of a responsibility that persecutes me with its
sheer weight.” [10]

As this demand is unfulfillable, then how can
the subject weaken “the devastating burden of
superego’ [8]? It seems that one of possible strat-
egies bases on separating the disease from the
person. It is much easier to take position of a
‘scientist’ involved in the analysis of somatic pa-
thology at a cost of moving away from the world
of someone’s subjective experiences — someone
who imperceptibly became an object of scientif-
ic investigation.

The second cognitive pattern pointed out by
Kepinski (‘horizontal or volitional plane of cog-
nitive contact’, as he called it) derives from the
ability of recognising other people’s emotional
states, gained in the environment of the early re-
lationship between mother and child. Although
knowledge achieved this way is much more dif-
ficult to verify than data gained by using “the sci-
entific method’, the author claims that reliabili-
ty of ‘emotional information” achieved this way
cannot be underestimated. Kepinski argues that:
‘Not only it is the oldest way of recognising the
surrounding world, but also the most important
one. (...) Objectivity and truthfulness of the cog-
nition of somebody else’s psychological state is
the necessary condition of staying alive.” [7]

The evolution from the “oblique’ to the ‘verti-
cal” attitude towards patient seems to be a de-
fining element of psychiatric practice. But this
kind of regression ‘from a scholar to a child’ (the
process of regaining the ability of feeling other
people’s emotions regardless of masks, curtains
and entanglements) has its price. The cost is a
direct, traumatic (in a Lévinasian sense, where
‘a trauma is something that comes from outside
the self, the irruption of a heteronomous fact that
can strike without warning, like a terrorist ex-
plosion’ [10]) exposition to the world of the oth-
er’s emotions. In the realm of emotional inter-
play between two subjects it is much more diffi-
cult (if not impossible) to defend ego behind the
firewall of authority of ‘A Doctor’. Nevertheless,
the ultimate award is also high: only this kind of
relationship makes it possible to pass from ‘com-
pliance’ in a conservative sense (i.e. ‘following
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the instructions of a physician-mentor”) to ‘con-
cordance’ — the partnership between a physician
and a patient, where the latter person is a right-
ful subject, fully engaged in the two-way com-
munication with a doctor and actively shaping
the decision-making process. [11]

BEYOND RELATIONSHIP: ALTERNATIVE
PERSPECTIVES ON COMPLIANCE

The history of research on the issue of com-
pliance can be succinctly described as the his-
tory of attempts to define this notion, as well
as related terms. So, there is nothing peculiar in
the fact that there do exist much wider concep-
tions of compliance than those that just confine
to the microcosm of relations between patient
and physician.

According to Kyngas et al. compliance can be
seen:

1. as the element of the patient-practitioner in-
teraction,

2. as self-care behaviour,

3. as a cognitive-motivational process,

4. as an ideology [1].

Each of those perspectives are discussed be-
low.

Untangling the onomastic maze

First of all, let us tidy-up the mess around the
meaning of words closely related to “‘compli-
ance’.

As we mentioned above, such terms as ‘com-
pliance’, “adherence’ and ‘therapeutic alliance’
are often considered to be synonymous. Never-
theless, they do not mean the same.

According to B.P. Madden both ‘compliance’
and ‘adherence’ refer to the interaction between
patient and physician, while ‘therapeutic alli-
ance’ is related with the process of interaction
itself [1, 12].

In the interpretation given by J. Fawcett the
difference between ‘compliance” and ‘adher-
ence’ comes down to different layout of respon-
sibilities. While ‘adherence” emphasise physi-
cian’s role in the establishment of therapeutic
relationship, ‘compliance’ seems to stress pa-

tient’s responsibility for following doctor’s in-
structions (yet again, this perspective is root-
ed in the conservative point of view, where pa-
tient’s actions are a function of physician’s au-
thority) [1, 13]. Both notions of ‘adherence” and
‘compliance” seem to apply to the ‘oblique rela-
tionships” between patient and practitioner, al-
though the word “adherence’ is intended to be
less judgmental [1, 14] ]J. Wilder, R. Plutchnik
and H. Conte suggested that in the term of com-
pliance responsibilities of patient and physician
focus in equal parts (quote: ‘compliance [is] as
much a function of their [patients] interactions
with psychiatric personnel and of the suitability
of the recommendations as it is of personal char-
acteristics of the patients themselves.” [15, 16].
‘Concordance’ seems to be a much more mod-
ern term, stressing partnership between patient
and practitioner. According to R. Gray, T. Wykes
and K. Gournay: ‘Concordance emphasizes pa-
tient rights, the need for information and the im-
portance of two-way communication and deci-
sion-making. In stark contrast with a compliance
model, a concordance model suggests that pa-
tients have the right to make decisions (such as
stopping medication) even if clinicians do not
agree with the decision.” [11]

Compliance in the context of interaction between
physician and patient

In the viewpoint of Dracup and Meleis (1982)
compliance is a dynamic process in which pa-
tient and physician together make decisions
about a suitable healthcare regimen. They de-
fine the notion as: “The extent to which an indi-
vidual chooses behaviours that coincide with a
clinical prescription, the regimen must be con-
sensual, that is, achieved through negotiations
between the health professional and the patient.’
[1, 4].

B. Vivian points out at the important role of
a nurse in the process of compliance. In the au-
thor’s opinion the nurse’s task is to assist the pa-
tient and his or her family with compliance [17].
This statement assumes an active role (i.e. the
joint responsibility) of all parties involved in the
therapeutic process [6].

In the article published in 1989, L.C. Hussey
and K. Gilliland linked compliance with the idea
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of mutuality. According to their definition ‘com-
pliance’ is: “The positive behaviour that patients
exhibit when moving toward mutually defined
therapeutic goal’ [1, 18]. The term of mutuali-
ty can be understood as: ‘A connection with or
understanding of another that facilitates a dy-
namic process of joint exchange between peo-
ple. The process of being mutual is characterised
by a sense of unfolding action that is shared in
common, a sense of moving toward a common
goal, and a sense of satisfaction for all involved’
[1, 19]. As we can see, an implementation of mu-
tuality to the theoretical construct of compliance
shifts the latter idea from the region of paternal-
ism into the realm of autonomy and empathy.

Compliance seen as self-care behaviour

‘Self-care behaviour” is one of the most impor-
tant concepts in health promotion. It is used to de-
scribe decisions and actions that an individual can
take to cope with a health problem or to improve
his or her health [20]. Compliance can be under-
stood as an element of self-care behaviour, while
noncompliance is a self-care deficit [21]. Neverthe-
less we have to note that while self-care ‘by defini-
tion” is performed on behalf of maintaining health
and well-being, than compliance might be just an
effect of following orders of a physician [1]. Some-
times it might have more in common with passive
aggression than with self-care. On the other hand,
while lack of self-care always is a threat for well-
being, than in some situations compliance deficit
may be helpful as a reflection of patient’s ‘common
sense’ as a form of defence against healthcare pro-
fessional’s wrong decisions.

Compliance as a cognitive-motivational process

Within the cognitive-behavioural paradigm
compliance can be conceptualised as a result-
ant of patient’s attitudes and opinions leading
to concrete intentions towards recommended
therapeutic plan. In this perspective, Kyngas et
al. gave the following perspective on the notion:
‘Compliance has been defined as the patient’s ac-
tive, intentional and responsible process of self-
care, in which the patient works to maintain his
or her health in close collaboration with health-

care staff. This definition includes both self-care
behaviour as an outcome of the patient’s process
and actions (activity, responsibility and collabo-
ration with healthcare personnel) and a commit-
ment to self-care.” [1, 22, 23]

It is important to note at this point that cogni-
tive-behavioural therapy (CBT) has been proven
to be very effective in enhancing compliance. Ac-
quisition of new skills and knowledge is the cor-
nerstone of this therapeutic paradigm. By gain-
ing insight into the assumptions of treatment, as
well as by understanding his or her role in this
process, it is easier for the patient to get involved
into collaboration with the clinician and — at the
same time — to become a subject within the rela-
tionship with the healthcare professional. [24]

Compliance as an ideology

In his intriguing considerations on the role of
ideology in contemporary culture and politics,
Slavoj Zizek (one of the most prominent repre-
sentatives of Frankfurt School’s Critical Theory
[25] these days) noted that the most elementary
definition of ideology can be found in Karl Marx’s
Capital: ‘Sie wissen das nicht, aber sie tun es’ -
‘They do not know it, but they are doing it [26].
This observation leads to the conclusion that: “The
very concept of ideology implies a kind of basic,
constitutive naiveté: the misrecognition of its own
presuppositions, of its own effective conditions,
a distance, a divergence between so-called social
reality and our distorted representation, our false
consciousness of it.” [27]

In the realm of healthcare, ideology is under-
stood as “a system of shared beliefs concerning
behavioural norms and values’ [1, 28]. Let us
add: very often it is a system of implicit beliefs
based on the recognition of physician’s authority.
J.A. Trostle pointed out that this ideological bias
finds its reflection in research strategies, inter-
pretation of outcomes of clinical trials and their
implications for the clinical practice. The reason
for this status quo is the fact that: ‘Research has
defined patient behaviour in terms of profes-
sional expectations, and has ignored health-re-
lated behaviour that contradicts the profession’s
view of its own centrality in health care.” [1, 28]

Thankfully, this pessimistic view does not seem
to be fully valid anymore. As we mentioned
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above, in recent years there has been a major
shift in the opinions about the nature of compli-
ance and patient’s role in this process. Nowadays
‘compliance is a decision taken by the patient’[1,
29] and this opinion is being systematically built
in the system of healthcare professionals’ assump-
tions (also the implicit ones) about their occupa-
tions — creating a new ideology.

CONCLUSIONS

Although the issue of compliance has been an
object of research for the past sixty years, the
interpretation of this notion still raises contro-
versies. The existence of numerous (vague at
times) terms related to compliance (e.g. adher-
ence, concordance, mutuality, or therapeutic al-
liance) does not make the task any easier.

The earliest definition of compliance (provid-
ed by D.L. Sackett) is being increasingly reject-
ed nowadays, as it confines the problem to the
dichotomy between (dominant) physician’s rec-
ommendations and (submissive) patient’s “posi-
tive’ response. This historic assumption (being a
kind of a cornerstone of an ‘oblique relationship’
between a healthcare professional and a patient)
seems to be particularly inadequate in psychia-
try, as it usually leads nowhere in terms of cre-
ating strong therapeutic alliance. Establishing
concordance (the partnership between a physi-
cian and a patient, where the latter person is a
rightful subject, fully engaged in the two-way
communication with a doctor and actively shap-
ing the decision-making process) seems to be a
much more suitable way of achieving therapeu-
tic progress in the discipline of psychiatry.

Apart from the construct of compliance as an
intrinsic feature of the patient-practitioner inter-
action, the notion can also be seen as a variant of
patient’s responsibility (self-care behaviour) or
psychological (cognitive-motivational) process.

In the field of Critical Theory compliance can be
analysed in terms of ideology; i.e. a system of shared
implicit beliefs concerning behavioural norms and
values (in this case: organising interpersonal rela-
tionships in the realm of the healthcare).

REFERENCES

1. Kyngas H, Duffy ME, Kroll T. Conceptual analysis of compli-
ance. J Clin Nurs. 2000; 9(1): 5-12.

2. Sackett D. Introduction and the magnitude of compliance and
noncompliance, In: Sackett DL, Haynes RB, editors. Compli-
ance with Therapeutic Regimens. Baltimore: The Johns Hop-
kins University Press; 1976. p. 1-25.

3. Haynes RB. Introduction. In: Haynes RB, Sackett DL, Tay-
lor DW, editors. Compliance in Health Care. Baltimore: The
Johns Hopkins University Press; 1978. p. 1-18.

4. Dracup A, Meleis AJ. Compliance: and interactional ap-
proach. Nurs Res. 1982; 31(1): 31-36.

5. Kim HS. The Nature of Theoretical Thinking in Nursing. Nor-
walk: Appleton-Century-Crafts; 1983.

6. Kontz MM. Compliance Redefined and Implications for Home
Care. Holist Nurs Pract. 1989; 3(2): 54-64.

7. Kepinski A. Poznanie chorego. Krakow: Wydawnictwo Liter-
ackie; 2002(1978).

8. Zizek S. In Defense of Lost Causes. London: Verso Books;
2008.

9. Lévinas E. Totality and Infinity. Dodrecht: Kluver Academic
Publishers; 1979.

10. Critchley S. Infinitely Demanding: Ethics of Commitment, Pol-
itics and Resistance. London: Verso Books; 2008.

11. Gray R, Wykes T, Gournay K. From compliance to concord-
ance: a review of the literature on interventions to enhance
compliance with antipsychotic medication. J Psychiatr Ment
Health Nurs. 2002; 9(3): 277-284.

12. Madden BP. The hybrid model for concept development: Its
value for the study of therapeutic alliance. ANS. Adv Nurs
Sci. 1990; 12(3): 75-87.

13. Fawcett J. Compliance: Definitions and Key Issues. J Clin
Psychiatr. 1995; 56(Suppl. 1): 4-10.

14. Moore KN. Compliance or collaboration. The meaning for pa-
tients. Nurs Ethics. 1995; 2(1): 71-77.

15. Wilder J, Plutchnik R, Conte H. Compliance with psychiatric
emergency room referrals. Arch Gen Psychiatr. 1977; 34(8):
930-933.

16. Mitchell AJ, Selmes T. Why don'’t patients attend their ap-
pointments? Maintaining engagement with psychiatric serv-
ices. Adv Psychiatr Treat. 2007; 13: 423-434.

17. Vivian B. Reconceptualizing Compliance in Home Health
Care. Nurs Forum. 1996; 31(2): 5-13.

18. Hussey LC, Gilliland K. Compliance, low literacy and locus
of control. Nurs Clin North Am. 1989; 24(3): 605-611.

19. Henson RH. Analysis of the concept of mutuality. Image J
Nurs Sch. 1997; 29(1): 77-81.

20. McGowan P. Self-care behaviour. Encyclopedia of Public
Health [document on the Internet]. 2011 March [cited 2011
March 5]. Available from: http://www.enotes.com/public-
health-encyclopedia/self-care-behavior.

21. Bakker RH, Kastermans M. Is compliance part of selfcare or
is non-compliance of selfcare deficit? (abstract in English).
Veerpleegkunde. 1994; 9(2): 83-90.

Archives of Psychiatry and Psychotherapy, 2011; 3 : 49-55



54 Rafat Jaeschke et al.

22. Maczka G, Grabski B, Gierowski JK, Dudek D. Group psy- 25. Critical Theory. Stanford Encyclopedia of Philosophy [docu-

choeducation in the complex treatment of bipolar disorder — ment on the Internet]. 2005 March [cited 2011 May 2]. Avail-

Krakdw experiences. Psychiatr Pol. 2010; 44(1): 89-100. able from: http://plato.stanford.edu/entries/critical-theory/.
23. Maczka G, Siwek M, Skalski M, Dudek D. Patients’ and doc- 26. Marx K. Capital: A Critique of Political Economy. Seattle: Cre-

tors’ attitudes towards bipolar disorder — do we share out be- ate Space; 2010(1867).

liefs? Psychiatr Pol. 2000; 43(3): 301-312. 27. Zizek S. The sublime object of ideology. London: Verso
24. Schmidt NB, Woolaway-Bickel K. The Effects of Treatment Books; 1989.

Compliance on Outcome in Cognitive-Behavioural Therapy 28 Trostle JA. Medical Compliance as an Ideology. Soc Sci Med.

for Panic Disorder. Quality Versus Quantity. J Consult Clin 1998: 27(12): 1299-1308.

Psychol. 2000; 68(1): 13-18. 29. Taytard A. Assessing compliance in asthma patients. Eur

Respir J. 1992; 5(1): 125-126.

Table 1. Various definitions of compliance and related terms

Term Definition Reference
The degree to which the patients adhere to the regimen Encyclopaedia Britannica
recommended by their physician. Online, 2011

The degree to which a patient carries out the recommendation

of the treating physician. Sadock & Sadock, 2007

The extent to which a person’s behaviour (taking medications,
following a recommended diet or executing life-style changes) coincides Haynes, 1978
with medical or health advice.

Compliance | The patient's active, intentional and responsible process of
self-care, in which the patient works to maintain his or her health in close
collaboration with healthcare staff.

Kyngés, 2000; Maczka, 2009;
Maczka, 2010

The extent to which an individual chooses behaviours that
coincide with a clinical prescription, the regimen must be
consensual, that is, achieved through negotiations between
the health professional and the patient.

Dracup & Meleis, 1982

The positive behaviour that patients exhibit when moving

toward mutually defined therapeutic goal. Hussey & Gilliland, 1989

‘Adherence to (or compliance with) a medication regimen is generally de-
fined as the extent to which patients take medications as prescribed by their
health care providers. The word “adherence” is preferred by many health
Adherence care providers, because “compliance” suggests that the patient is passive- | Osterberg & Blaschke, 2005
ly following the doctor’s orders and that the treatment plan is not based on
a therapeutic alliance or contract established between the patient and the
physician.’

The partnership between physician and patient, where a latter person
Concordance |is a rightful subject, fully engaged in the two-way communication with Gray, 2002
a doctor and actively shaping the decision-making process.
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Mutuality

The connection with or understanding of another that facilitates a dynamic
process of joint exchange between people. The process of being mutual is
characterized by a sense of unfolding action that is shared in common,

a sense of moving toward a common goal, and a sense of satisfaction

for all involved.

Henson, 1997

Therapeutic
alliance

In psychotherapy, therapeutic alliance is the synthesis of three related
components:

client and therapist agreement on goals of treatment,

client and therapist agreement on how to achieve the goals

(task agreement),

the development of personal bond between the therapist and client.

Bordin, 1979, as cited in And-
rusyna, 2001
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