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: ABSTRACT

Pa;ient nbp—c6mpliaﬁ¢e'is a éOmpiex,_ﬁﬁltifacetédj” '
_phénomenon. Usinéua.éonstructiviSt pafadigm{,this Study .
‘examiﬁéa'the diversé pefspectives of hospi;a1emplbyéés on
noh-éOMpiiance,”the'baérié?é”tq éoﬁﬁiianéé aﬁa pQSSible
léblﬁtioﬁs{ _Inforﬁétidﬁxgiééﬁed.ffoﬁﬁthis étuay‘supportédi.
'thé 1itératuré in thatkedﬁcatioﬁ,néulﬁﬁfe; 1aﬁ§uage_ RN
‘barriers,'apathy among patients‘and staff, patient'support
systems, financial and résource issues, and limitations'ofv
sﬁaff.impéct a,patiénts ability.to comply with a regimen and
muSt be téken ihto consideration>when attempts are made to
improve complianée,rates. Understandinénréasons for non-
bcompliance is cfitiéal.to arriving at a sblution(s)’due to
ﬁhe éhangihé nature Qf'thé‘health care system. Early
inﬁervention bytthé‘hospitalsqcial worker will continue to
increase iﬁ ordef}to assess doctor/patient communication,
familyperceptién dfthe'patieht's,disease, the patient's
| gnderstandiﬁg,»and‘ability,£0ufdllow the post-hospital -
vregimén.‘}The ﬁcOnstant coﬁpérative methoa"'proposéd By :  

Lincoln & Guba; (1985),7was uséd‘for data analysis.

iii



TABLE OF CONTENTS

ABSTRAC T .« i i ettt et ettt et e e e e e iii
PROPOSAL. ... .vovvvncnnnns R ...‘ ............ 1
Focus of Inquiry.......... 5.; ...... U e e 1
Statement of PUrpOSEe. ... ...ttt ettt e e e 2
Literature RevView..... ...ttt eneeneenennnn 3
Determining the Fit of the Paradigm to the Focus..... 22

Increasing Communication Using a Constructivist
ApPProaCh. « e e e e e e e e e 24

Comparing Constructivism to other Research

ParadigmS . « vttt it e e e e e e e e e e e e e e 26
‘Data Collection...... ...ttt 27
Successive Phases of the Inquiry ..... ;.......f ....... 32
Phase 1 - Orientation and Overview.............. 32
Phase 2 - Focused Exploration.......... e ..33
Phase 3 - Member Check............. ... ... ... ... 34
Determining Instrumentation.................c...uu.... 35
Planning and Data Collection and Recording Modes..... 37
Planning Data AnalySesS.......eeeeminnreeeennnnnnn.. ‘..39'

iv



'PriorvLogistiCalvansiderations ...... ~,....Q..;.,};,;.42

Logistics in the Field...... il .45

Logistics of Activities FollowingNField Excursidné...47

Logistics of Cldéﬁré‘énd’Termiﬁatibn; ................. 47
Quality‘Contrdl ...................................... 49
CRESULTS -+« e ettt ettt e et et et et e e e 52
_IntroduCtion ......................................... 52
ROUND TABLE SUMMARY.......... IS ‘..i;.;.1Q5:
overview........... f" ....... P N 0 -
DISCUSSION OF RESULTS.......... e iaaans R R 106
DiSCUSSiON. . vveennn.. f;...}...r.....;f..; .......... 110

Fit of Constructivism to This Inquiry.......... 110

Emérgent Themes ...... e ‘..; ................. 7111

Comparison of‘Findings and Literature Review...113

Limitations of the Study..... e ceie...114

Suggestiohs For Further Résearch ......... ee....115

Implications for Social Work Practice..........117
APPENDIX A . - INFORMED CONSENT ...... ‘....‘.120
APPENDIX B - DEBRIEFING STATEMENT...;...;....,.../ ...... ..123
"APPENDIX C - INTERVIEW QUESTIONS ..... ;.;....; ......... 7.7124‘
BIBLIOGRAPHY. . . - o oo S e 125



Figure
Figure
Figure

Figure

LIST OF FIGURES

Working Hypothesis............ e

Initial Hermeneutic Dialectic Circle...........

Modified Hermenectic Dialectic Circle..........

List of Questions

oooooooooooooooooooooooooooooo

Cvi



 PROPOSAL

Focus‘ofinquiff*, > |

- ‘Tﬁe;heéiﬁh ééfe industry»is ¢ﬁrrentlyveXpérieﬁCing':
maﬁy changes.  Managédjéaré ié'alteriﬁg the wayghealthCare:
is deli&ered Fhrbugh adﬁénceé-in teéhﬁoi§gy and}new   -
-épprOAChes'infinancing'(Berkmaﬁ, 19§§){v:As'épért of“thiSi 
‘transitioh, impéftaﬁcé'will.bé blaced_bn ﬁatiengsﬁ béchiﬁg
better consumers énd "participanté in déterﬁining théir;
health care service»neéds.ﬁ7 Théxfocué‘of this study is on
.the nén—COﬁpliént’pétieht and_£hevmany fagtors'that revblvé
around this topic. This iésue Wés‘explored_wiﬁhin‘the
boundariés of a‘hospital setting in‘the Stéte of,Caiiforhia.

Althéugh‘patient‘nén—¢6mpliancé ¢§ula be taken és,an

issue;Wi£hin the do%aiﬁé'of aireéﬁ préctice,_éémmunity‘
interveﬁtions or admihistrétiéh énd pblicy;‘thiS'research
éroposal “focused onlﬁhe‘arena of direct practice issues;
directed towards theipatiént/health ca?é provider
felationship énd.the éffects ofvthét relatioﬁship Qn
compliaﬁce‘and non—compliance_with’fdllow;up fegimens;  o
This inc1uded; but-wés hot ;1imited to, fdllow—ﬁp |

appoihtments following a.hbspitalidiéchargebor a doctor.



visit, filling a presciption and'taking the medications as
prescribed, or adhering to:a diet and exercise plan
according to health needs.
Statement of Purpose“

Patient non?comnliance'haefbeen identified as a major
public health probiem (Donovan, 19955. According to
DiMatteo (1995), two factors influence’compliance: 1.

Patient's beliefs in the wvalue of the regimen, and 2.

Patient's ability to overcome'nractiCaI‘barriers to
adherence. Coons et al. (1994), show that "higher
socioeconomic status, a greater number of prescribed .
medications, and higher psychological distress scores" are
significantly related to non—compliance. Age does not seem
to be a factor in compliance rates, but aging can create
additional barriers. Compliance rates can range anywhere
from 10% to 94% (Simons, 1992) which can have severe impact
on‘increased medical costs, affecting society as a whole.
In addition, patients may suffer "complicatione of the
disease process, exacerbations and prolongations of
illness." Non—compliance may‘alsovcause a health care

professional to "misdiagnose an illness or inappropriately



alte;'ﬁhe’treatmeﬁt"‘(DiMatte§,.1995f{j.With'the adven£'Qf' 
“ﬁanéééd cére.and thé pﬁshgtp‘QQntf§1¥cds¢SQBYiimproving
éfficiency(éhafp; 1995);;a§§}épsémp@?8ié iﬁéréaéihgly-.
'tOWérds,the outpatieﬁtsétting‘(ﬁiefe;'1993)[,it,is uplﬁb
all healfhﬁdare‘providefs to understand and Work'asié‘team
with theirvpatients:to runderstand each Othérs_QOalsFaﬁd
prefeiencéé" go enhénce éompliance and avoid.COQtly.
rehOspitalizations.
Litérature Revieﬁ

Thé term.non—compliancencarries negativevconnotatiqné'
for most, but. if we review thé definitions‘of “compliance"
we also see the»negatiVe presumption>this wordvcan denote.
Painé, (1996), in her papér on "Non—Compliance as a Patient
Right" discusses the concebt of compiiagce as: A. Black's
Léw Diqtionary: "Submissioh; obedience; conformance." B.
Dorland's Medicél Dictionary: "a éuality of yielding to
pressure or fqrcefwithoﬁt disruption." C. Stedman's
Medical Dictionary: "The ébnsistency and accuracy with
which a patient‘foilows‘thé regimen préscribed by a 
physicianvor éther‘health‘professional." D. Ballentine's

Law Dictionary: "Comply" - "To perfect or carry into



effect; to complete; to perform or execute in accord with a
previous contract or arrangement;" SCofield (1995), defines
non-compliance as "the féilure of‘the patient to cooperaté
in carrying out that poftion of the treatment plan that.is
under his or her control." |

These definitions can carry with them "an underlying
authoritarian, dictatorial tone on the part of health cére
givers and a yielding, acquiescent image of‘clients“
(Simohs, 1992) . The above definitions illustrate the need
to understand the physician / patient relationship from both
perspectives to hopefully enhance the effectiveness and
delivery of health care. Non-compliance is a "complex,
subtle, and multifaceted phenomenon" that is poorly
understood (Scofield, 1995). Because of this lack of
understanding, resolutions are proposed that are groundless‘
and do not help to resolve the issue. Non-compliance can be
viewed as patient autonomy to self-neglect and finally to
self-destructive tendencies. The paradox here is that
autonomy is associated with the "principle of self-
'determination" which is something society places value on.

So, in order to be compliant, does the individual abandon



his or her values and power of choice? Theée are terms that
- society has created which can‘sénsitize ué'to the real
issues of hon—compliance;ﬂ When an iﬁdividualvchooses a
cértain life stylé, the'ﬁedical community places
‘(Subjectivé) judgment on them whether they deserve to be
treated or not} This is another way of possibly denouncing
the patient's vélues. Also, in order for patients to
comply, they must first believe in the "medical model of
iilneés and disability" (Scofield, 1995). There are also
individual and cultural differences that can cloud one's
perception of the benefits of modern medicine. In
addition, how do we rate the patient who is partially
compliant? This is the patient who may completely comply
one day and not the next, or comply within some gray area
between compliance and non-compliance. DiMatteo (1995),
discusses the fact that some patients‘"honestly forget" to
take their medications, and the more dosages they are
required to take daily, the greater chance they are to
‘forget. There does not seém to be any objective way to
really measure compliance,

Judgment over a patients compliance Should first take



_into'account'the many‘factqrs that méy affect an
individual's ability to comply, Such variables as "age,
sex, sexual orientatiOn, spcio—economic“statushbeducatioﬁ,
occupation,‘eﬁhnicity, religion, race, 1ifeéty1e, and the
nature of théif illness or disability" should be accounted
for before a judgment is made (Scofield,v1995).. Also,
obstaclés accoun£ for many patients failure to comply.  For
instanée, we must take a step back and decide what is a
reasonable regimen to follow, taking into account that the
patient is‘capable of following a régimen. How much control
do they have to follow through with the doctorfs
expectations for them? Physical, visual, and hearing
impairments may hinder their ability to comply. In
addition, these impairments may increase over time, making a
once compliant patient, non-compliant. Also, the mental
ability of the patient must be accounted for. Scofield
(1995), describes an individual as needing the ability to
"pay attention, learn, remember, organiée, initiate, execute
and integrate a therapeutic regimen into his or her life."
Aléheimer's disease, or a traumatic bfain injury may "impair

their cognitive functioning." Even emotional disorders must



be_takeh inﬁo chsideratidﬁ'Whiéﬁ{ééhfbeﬂlpﬁé standing §£ bé;
triggered by aﬁ illneéé}@ﬂfhégé?ehoéibhéi}diétﬁ?géncesfcén
be_oh a continuum and méy'éléo'impédé‘thé‘éfﬁéﬁfi@hvﬁgrmaliy ,ﬁ
'givén'tb‘one's thsicai Céfé. Also,lonévbften over,lookea“
aspect isbthéfaét-théf méﬁy indiviauals are noﬁ able to
reéd'OrFWrite. .Illiperacy may éffeét'ﬁhe indi?idualé
‘ability:to comply> beipg'too proud'to disclose.this;
informatibn. o

:Mény.'patients may wish to comply, but iliness and
disability (that can“poteﬁtially.last 20 to 50 years plus)
can make adhering ﬁo a medical regimeh burdensome. Scofield
(1995)vdiscusses how patientsvare sent home and expected tb
manage "éatheters,>bowel and bladdef‘programs, injéctions,b
dialysis,compiex medication arrangéments(iventilatoré, and
stémaslof mény sbfts" iﬁ édditiontoimanaging life—long
» ﬁedicatién scheduies. "Thé longerllasting and‘more
.extensive the mediCal,intervention, the gfeater the chancesvl
of non-compliance" (Frank,1992). "Thevem0£ionél reaction;qfﬂ"
ﬁhe chronically ill patieﬁt tb his dondition may représent.
the mbst significént obstéélé-to his_treatment"(Meisekothen,

1993). Although estimates vary, approximately "one half of



patients with chronic diseases do not comply with their
program of medical therapy" (Orenticher, 1991). Similarly, an
article in Modern Healthcare (Scott,1996), discussed the
fact that one half of patients do not take their medicines
correctly and approximately 17% of patients leaving their
doctors offices decide at that time "they're not going to
take their medications". This may result when patients do
nbt feel comfortable discussing issues with their doctor and
decide privately that they are not going to comply, which
gives them a sense of control over the situation (DiMatteo,
1995) . For some elderly patients, their inability to opeh
some medication bottles, specifically the "push and turn"
kind result in their not taking the drug (Nikolaus et al,
1996) . When presciptions are frequently changed, especially
during a hospital stay and after discharge, the more drugs
that are prescribed will increase non-compliance rates. In
addition, "drugs and dosages differ from those prescribed",
sometimes because the presciption was illegible. This
results in an estimated $76 billion worth.of direct medical

costs each year. "Between 3% to 5% of hospital admissions

stem from patients' failure to comply with drug orders"



(DiMatteo, 1995; Coons, 1994). From these rates, 90% of
this non-compliance is due to under-compliance; patients
taking less medication than prescribed.(Leirer.et al. 1991).
Also, the more comblex the schedule, the more increase in
non-compliance. In addition, many times patients stop
taking their medicines.after avfew days because they feel
better and are ignorant of the consequences which can be
detrimental with chfonic diseases like hypertension and can
also lead to é'premature death. Also, combining certain
drugs can increase or decrease their effects.

From thevphysician's perspective, préssure is likely to
increase to resolve thevissues of the non-compliant patient.
Because the "health care system" is entering into thei
"managed caré system", outcomes and the efficient and
éffective use of resources are becoming ever more important
(Scofield, 1995). - Out patient services will continue to
increase, making compliance ever more important "in the
deiivery of cost-effective health care" (Ibach 1995). Being
responsible for ones-ownflifestyle and use of health care
resources wisely is becoming an'expectation‘by fhe medical

community and society that will only continue to increase.



It is frustrating and costly for physicians to prescribe a
treatment regimeh only to see it uhdermined by non-
compliance; "It over utilizes the timé, medication,
equipment and space, money, and personnel devoted to
providing healthicare"(Scofield, i995). A patients refusal
to comply caﬁ also effecﬁ théir relationship with friends,
family‘members, their physician, and can cost them "time,
money and energy".

Hippocrates discussed with physicians that "patients
often fail to take their medicines aprescfibed"(Orentilcher,
1991). These relatibnships weré‘baternalistic, where the
physiéian gave the ordersvand i£ wés éssumed that the
patient would comply (Brock, 1990)‘ Patients must share the
responsibility to comply with their treétment,vbut how do
physicians handle the‘patient who is truly responsible for
their non-compliance? Currently, there are no hard and fast
rules over whether a physician can deny treatment to a
patient for non-compliance. Documentation and legal
intefventions are sometime needed to resolve thié issue!

Frém the patient's perspective, the variables inﬁol&ed

are numerous. 'First, Scofield (1995) uses the term

10



"intelligent nop_’-vcompliaﬁqie-,"::,x.:‘_b—;”__xsed_.grg-thge:"If.act that : -
patiénts may délibefatgiy m§§iﬁy{§re§u¢e;;éfﬁ§?§p.thé;  ;f”
' regiﬁén éllftoéether bécau§e pf.AiSégreéable sidé;AfoC£s 
fro% drugs[,thgir;lifééﬁyié,Or SChéduiéé.. Thééé patienﬁs‘
‘»éfe éompliéhtvin_#spifitﬁlﬁniééé thisvpfo§eé_£p be harmful v
to their o&éfall health andeeli"being:{ﬁNon—éompliancefmay‘
vbe the resuit éf ;the‘"patieht's-féﬁiiy; iiving and
employment sitgaﬁion orvthg patieht}s:financiaIIAﬁd
insurance qifcumstanéeS"; 1Ibach;'(i§95)}'aISO pqiﬁts't§ ‘
ucommuniéatioﬁ probleﬁs,éébééﬁce df a;seﬁse of urgency’for;b
kéeping an appointﬁent,,léék’bf a éefséﬁalpphysiéiaq('and :
-ighéranée oflone's‘medicalvéon&itibn", ;S§mé:fémiiiéé:éré vii
\';nOt‘supp¢rtivé 9f £he pafieﬁt?s medica1 neéds and‘regihen
'(Oren;liéhér,i9915f_- |
', In_otﬁér'cases,ipatientSGChobsé to‘dééiine tfeatmépﬁff"
Whicﬂzisxﬁhe_oniy»contrblvthey1aré;able‘tdxéxerE in fhéir 
'liveéf. As'a.?ééuiﬁb§f thié'inQeﬁendént,S£éﬁcé[ ﬁpétiéntssD”
Jére_wiilihébto trade lengfhréf*1ifé:f§r qﬁa1ityj6f‘lifé:f' »;
' Séme §étiénts éﬁffe:_froﬁdeﬁfeééiéﬁ26£ éfe §ﬁi§idél aﬁdia:fi
thérefo?é act.¢utipiwaysfh§£;éreiéélffaéétfﬁéti?é.gTﬁey ‘

 may beéome[hostile or'refusé to. take medicatioﬁs,kthey maYL

11



miss follow-up doctor appointments‘of évoid "stress
provoking'activities"(Méisekbthen, 1993). When health care‘
prdvidersvare not cognizant of this, it becomes very eaéy to
"label" them‘non—compliant. Patients view many physiéians
as paternalistic and arevreluctant to share their féelings
and concerns with them. ' They feel that the physician
becomes offended when questioned over treatment issues and
the patient does not want to get on their bad side (Coie,
1992) . Bayley (1996), discusses in her paper "Tough
Choices" that "84 year old Arne" is a challenge to a case
management department beéause he frequents their hospital ER
which is a result of Arne takiné his medicine every other
day, instead of daily as prescribed. Arne then discusses
quality of life issues and that on a fixed income he cannot
afford to buy all of his medicine and play Bingo too.

Losing his wife years ago, bingo is the only social activity
he has to look forward to even if it means that his health
will suffer. Patients must feel that they have a life
outside of the sick role and this is their way of balancing

their priorities (Cole, 1992).

Difficulties also arise over responsibilities for

12



family‘memberé which may make it nearly impossible to leave
the house to fill prescriptions, or to Comply with out
patient officelvisits. Even the most "Well'intentioned"
(and normally compliant) individuals may fall short of their
owh éxpéctations while-confined to the boundaries of home
and family responsib}lities. Transportation problems are
another issue that will prohibit an indi&idual from
complying, if they are unable to drive themselvesvor do not
have family or friénds»to help them, (eg. picking up
prescriptions from the pharmacy, or following up with a
doctor's appointment etd),(Orentlicher,l991).

Likewise, just as illiteracy was discussed above as an
obstacle to compliance, so is knowing too much. When there
is too much information to attend to,‘patients1may have
trouble believing one source oVét another. Journals, books,
newspapers, radio.and television and support groups may all/
be sources of information which may éonfuse and over-ride
the ability for an individual to comply. Non-compliance may
be the result}of denial by the patient due to psychological
stresses of their disease. It is>cited that as many as 11%

of deaths in hemodialysis patients result from the patient

13



~stopping‘treatment‘(Brock,'1990);f,Anbthér_study by

Meisekothen, (1980), found that'61%lofghemodiaIYSis_patients_w"*'

¢Xpiréd asfabréSult.éf-faiiing Eo’éoﬁpi?»With;treatmenﬁ '
reéimens,. |
Léétly}sste patieﬁts¥are willing £6 také*a gémble aﬁd
 think:the§cén:"beét thefddds:"v‘fhey eiﬁhér écceptftheir:k
med»i.cval‘" prOb,lé;ﬁf-érv ,'vi’ew it differently from the'v'do“cthf, ' or B
mayuhayefhéd su¢h a1bad éxpé?iéﬁ¢é ih:£hé’baSt withfé?‘-
Cerﬁain tré;£hén£ttha£ they becOme élmdsﬁ.“paraiyzea Qithv 
fearﬁvthinkingvébouf'i;;  Fiﬁail?;.Sométimgs patiéh£$”50
not uhdefétand the_£ationa1 for'making.§mall gaiﬁs iﬁfth¢ir-,‘
' héalth‘.Thiéhappens'Whép thé'physiciénsva?é’cénqerhéd with  f
thejcvérall7héalth-benefité of:their”communityiof countfy};;?
'eg.:anatibﬁalfcampaign to lgwefséfumféholésteréi.‘.Forif'}
exémple, théaphysici§hvmékés a'reqﬁest'of;thé;pétieh§ to‘cut.
 down on fed ﬁeatfdénsﬁmpﬁion frdm four times a week:EQ
- three..ﬁThis may prQ§é‘£§ be beneficial’toiﬁhe'overalll
| p'gpﬁlvatipn',- if all 1nd1v1duals complled ,w_ith this 'reque_§£,
but may not seem important to one individual.
Non—compiiancé isﬁa*"ﬁﬁitidiﬁénSidﬁaiﬁprobleﬁ‘(Leiref,i7

et al, 1991). PropOSedrsolutibnsvmay.rest'on physicians or =~

14



'vdﬁherfheélth_caré‘prévidéfévﬁo_take>£hé £i£e ﬁ§Lesta51i§h,v
ﬁW£a£;ihf6rﬁétion’tﬁé péﬁi§ﬁtTié‘cépablé.of;uﬁderstanaiﬁg;“
and:té considerFWhether §Xt£éﬁeous_soﬁrées'ofiiﬁformétéon
'afe:iﬁﬁerferingQiﬁh'the'patient's_désiré to'darrf éﬁt:the
_treatmeﬁt p1aﬁ"(Scofiéid,'i9955;f Haﬁiﬁg a[déééér.3'  W.
'understéﬁ&ihgudf theirvpatieﬁﬁ'évii&eézéﬁtsideLQf'tréatmeﬁt.
wouldiheibito définelﬁhét t§éatmen£s are reaébﬁablé éhd'£ﬁé 
 patient isiabié.to'fbli6ﬁ tﬁ£ough withVKFrank}.1992)g fTﬁié'
‘Qould he1p £Qﬂfeducevnéﬁ;ééﬁéiiancéié&érél;;  Mény-patiéﬁts
ééék médiéal étténﬁiéﬁkf;£ ﬁé§m§at5?, reas§uf§h¢é2 and

, validatioﬁ(ﬁédéiméiet é£:éi) 15535;ijCémmgﬁicétiéﬁ and
educatioﬁ‘is-éléé‘oﬁ umeSt'iﬁpbrtéﬁce (S¢ofield, l§95fi ,:"
Many pa;ients dé:notéleaflyfundérStéﬁd what is egéecﬁed;of
ﬁhem. A ﬁhysidianfsfgﬁbjeCtiVé view thatinstructioﬁs aﬁd~,
explanations wére adé§ﬁé;é cah SUreiy beidébéted,b?‘még?7‘ﬁ'
pétientsl Tfeatﬁéﬂf gééié ﬁuéﬁMbe‘?coliaborativel?" ?eachéd,
fbétWeén thsiCian:and'péﬁiéﬁﬁ.‘uThis.Creaﬁes.aﬁ.ihveétmeht  T
 by thé‘pafieﬁt‘ﬁoiadhe%e to the regimen. Aiso,vﬁﬁe WéYﬁin_
Whlchthephys1clan 'frames the intervention will depend on
how-ﬁhé7patieht;interpfeté»ﬁhé-infbrﬁati6n and>whethéf §f 

" not he or she’will accept'it:(Redeimeier, 1993) . Without



exploiting the physiCian'stperspeCtive; information can be
presented in_a'non—thfeatening manneiIWhen attempting‘tov

, persuade.a patient to comply. A physician shouid aléo take
the time to understand what is influencing the patient's
'behaviorito prompt theirpnon—compliance. In addition to
patients forming perceptions about their own medical neede,
they also form perceptions about their doctors in regard_to
their ﬁknowledge, beliefs,.and attitudes" (Ibach,1995).
.‘Health care providers must also have an awareness of
patients that afe passive and do not-qnestion the regimen,
these patients are moreylikely to be non-compliant than
those_who "question recommendations, offer ideasvand
opinions, and even'attempt to negotiate-more acceptable
regimens" (DiMatteo, 1995) . Non verbal communication is
just as important; "bodY'language) eYe contact, warmth, and
empathy proclaim respect by the doctor. Respect is earned -
by developing a "rapport" with the patient which allows for
trust to evolVe. Patients will believe theif physicians
when there is trust between them. Ph?sicians also neea to
take more fesponsibility when‘the desired outcomes are not

achieved and not automatically blame or label their patients
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non-compliant. "Hew much these 'lay' persons retain‘the‘.
ability to direct their own lives during treatment is e
constant sore point with professionals, who then diagnose
their own soreness as patients' 'non—compliance'"(ﬁrank,
1992). It is a conflict over control; over empowerment end
»disempowermentf Self evaluation:by a physician would be
justified in order to balance the blame and attempt to
rectify the situation.

Suggestions to increase patient'compliance with
medication usage have included, giving patients "week-long
color coded pill trays, or daily tear-off calendars" (Leirer,
et al, 1991). 'Engaging the patient in discussion about the
need to comply with the doctor's‘orders‘before discharge
from the hospital ean increase compliance. In their study,
Leirer, et al, found that usiﬁg a voice mail system, called
"TeleMinder", whereby computer softwear was programmed to
dial a patient's home phone and relay a recorded message to
remind them to take their medication. "The sender can
increase the sophistication of the voice mail by asking the
receiver to press buttons on the telephone keypad to: answer

senders' questions, confirm the reception of the message,
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request additional information, or branch to additionall
parts of the message". In this parﬁicular study, non-
éompliance was nearly eliminated. It‘has also been
suggested that pharmacists counsel patients on proper drug .
use and provide educational pamphlets, in addition to new
"disease management programs" which try to avoid serious set
backs with patients and their chronic conditions (Scott,
1996) . Another pharmacy selectively despatches "electronic
pill vials" and absorbs the $180 cost. In an Iowa study,
pharmacy computers are checking new prescriptions against a
"central Medicaid databank of patients' medication
profiles".

Managed care and its focus on efficiency and cost
containment, may prove a detriment to the doctor/patient
rélationship. The focal point of managed care is to limit
the utilization of unnecessary health services by "altering
treatment processes in various ways" (Berkman, 1996). The
autonomy between doctor and patient will decrease as the
"institutions" of managed care make more and more of the
choices and arrangements once held exclusive within the

doctor/patient relationship. Capitation under managed care
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provides incentiVes,and rewards to those providers who keep
patients healthy and-out of the hospital. Increased patient
loads will not pérmit phyéicians to spend the needed time
with their patients to aaequately educate them on the‘
rational for adhering to a regimen, and many are not
organized to deal wiFh the "long term as well as the acute
care needs of persons with a chronic iliness or disability"..
As Scofield, (1995) states: "the non;compliant patient is
likely to be the creation of the health care system itself."

Because the promotion of'health and diséase prevention
is becoming more important, and hospitals who come under
capitation will be financially rewarded for keeping patients
out of the hospital, identification of the non—compliant
patient will be essential for heélth care organizations to
remain viable (Berkman,‘l996). Collaboration among all
héalth care providers is necessaryiin order to come to some
agreement over the causes and.possible solutions with the
non-compliant patieﬁt. "The fréméwork for practice in
”health care must inélude‘an ﬁndérstanding‘of the interaction
among psychological, social,‘cognitive, and biological

factors" of the patient. It will be paramouht for health
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care providers to screen}patients that‘may be "at risk for
physidal,.social, or psychological fegression" in order to
provide intervention in a timely manner to enhance
compliance and deter hospitalization.

From the perspective of this‘social wofkef, experience
shows that working in a hospital setting and working with
"non-compliant" patients, providesamany challenges for the
‘doctor and all disciplines involvedf Multipie readmissions
require time, energy and resources. ‘Resistance by patients
to "comply" with doctor/staff recommendations and orders,
initime, may begin to change the perception of the'patient
by staff. These perceptions can gnide’doctor/staff
behavior, where investment in the patient's health and
outcome may lessen. Emotions, such as frustration,
disengagement, and the involvement of additional staff, most
likely a social worker (in the hopes that someone can
convince this patient to comply), ensue.

A constructivist stndy, engagingvhospital health care
‘providers,‘that will take a comprehensive view of the "non-
compliant" patient, and what that means to staff, may help

to educate and provide a base level of understanding of them
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(the non-compliant patient) éﬁd the,circumsténces or
barriers that prevent compliance. "Tt is estiméted that by
the year 2060, 90 percentﬂof ail medical benefits
administration will be héndled by managed care -
orgahizations“ (Berkman, 1996). Because the structure of
health care will continue to change and evolve, it is
essential for ali health care providers to adVanée_their
understanding of the‘huméh component and what it means to be
a "patient", and determine how best to meet the heedé within

the doctor/patieht relationship.

Figure 1 - Working Hypothesis:

1. ‘Emphasis on education on the patient's disease
process may help‘to increase patient compliancef

2. Shared decision ﬁaking between héaith care worker
and patient may help‘to increase compliance.

3. With increésed ﬁnderstanding, it is hoped that
hospitalvstaff will take a more empathetic stande with hon-
compliant patients.

4. Looking at the patient from a holistic point of
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view ahdvUnderstandiné péséib1é barriers ﬁd;gdmpliaﬁce mé?; 1
‘help‘td,adjustftreatmént rééimens inérder-to‘inéreéSe
' N .:pat»ie‘nt-‘ c‘:o.mplvviavhc»e. - |
"75;’vInténSe f§;lbwiﬁp:by health care profes$ibﬁéls haY"
help:Fb iﬁcreaséicompiiahce.
 ’Determining,the Fit of tﬁe’Péradigﬁ tQ the Focus
Review 6f the'liteyatufé oﬁ non—compliance highlights
_the'vafiabié acc§ﬁﬁ£s of this’phenoméhon; Théfe is
._certainiyvnoqﬁidk fikitovﬁhe_problem..of éoursé, to some(‘
there,ié.nobproblem‘ahd ;his variéé'by‘degree or can:be
‘ &iewéd,oh a continuum. Every article addfesseé another
'1’a§peCt'bf Whyindividuals’a%evnén—épmpliaht}  Pa;ients'ar§
iﬁvblvéd wi;h-aﬁ‘érray of,peréssiQna1s_duriﬁé:and.after'a
| céursevof illﬁésé[‘ffom hoSpitél staff (whichvareiménY),,to
- phafmacists, fé:folldWQﬁb'éppqihtments’with theif physiciaﬁ,‘
 to Speéialists;itotgounséLOfs,‘tb the séqial security
‘pffiée, t6’ééeial workéfs;‘to élergy, £o many othér‘
'ééhmuniﬁy,éggnCies;',Thé liéﬁ could golén‘énd §n'és‘evefy
 per$Qp‘h§s1tﬁéif_6wn unique néeds{:-Rééoluﬁion'tQ su¢h a
}EOmple£ i$sﬁexié;negriyfimpoésib;é.if_we COﬁtinue,to look-at'

it as a "problem" of sorts. There are many views on what



non-compliance is depending on whose perspective YOur
looking at. Because society takes on a certain structure,
accomplishments are based on the individuals within that
society, falling into line, with what has been considered
normal by the consensus. Since there is a polarization of
views between eompliant and non-compliant, how does society
come to terms with all the sub-definitions in between? How
do we encourage our profeesionals, when dealing with
patients, to take that one step further into their lives to
develop a holistic understanding of their perspectives on
life, their fears about their illness, treatment issues and
what is reasonable to expect from them, obstacles to follow-
up treatments and many other issues. . Patients also must be
encouraged to ask questions when they do not understand what
is being asked of them. It has been said in the past that
patients usually retain about 20% of what is told to them.
So to remedy this, many agencies give patients handouts to
read. How many of those hendouts do they ever really read?

Answers do not come quietly.
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'InéreASi#g Qdﬁmun;caﬁion’Usipgf;.Constfﬁctivistiapproaéhf 
‘ Becausé'bf'thg aiﬁersityvof ﬁhis issue;‘and'th¢ :?‘
feléti%éiﬁatufé Qf tﬁe t¢rﬁ;c§hétfﬁctiviém seéme&fpb,hevthé_v
appropriate;parédigm tha£1wa§1équiéped to»addfess»£h§>many 
.aimensions thét hon-compliandé»b?iﬁgé5§§rth Witﬁinvthis> 
hospiﬁal setting; There are no iniéy and ﬁroéedurémmanuais
wifhin the hospital ﬁndef étuay;}téfolloW%iin'déaling with
-non:cOmpliaﬁt patienté.  Thete'ié,proféssi6nalcommﬁnication_
betweenldepaftments as'patients,unaergb different‘procédures
during‘theirvhospitalizatibn buﬁ”thefé ié.no)uniformity
’among staff when a nén—cpmpliant pa?ient is idehtified and
in how they are dealt‘With. Beéause~non—cqmplianCé, as a
term, is so subjécti&e, constfuctiviém sﬁppofts the view.
that”nothing is objective; thatYC6n¢e§tsichangé over timg.»
Thereyére énly working'hypbthesisithat‘change and evolve as
concepts chanée.:ltvis the}suﬁjectivé;yi§Ws_of reality by
key stakehbldefs within the hpspitai thatihave‘any relevance
to the situation. By uSingta"hermeneutic“ dialectié
" procésS) these'keystakeholdérsléame tdgetherlﬁo‘ask ?hd%" 
intérvénﬁioﬁé may pléy‘a role t§ reduce thé prbblem_of

patient non-compliance. - Reality is a shared construction
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' which can Change aS:ﬁ¢W ianfmati°F1i$b?éuéﬁt,toiliéhEQ}*

Because constructivien relies on the subjective
| acédunté §£.Stgkéholaé#éf the réée$}ché£;ffé1iea‘oﬁfthéirﬂﬂ  
'acéOunts‘tQ be'aécuré£e andththful?€ Ehe résearchef méy'
_nevervbe gompiéfély:aﬁaréﬂof whéﬁ é?§a£tiéipéﬁtjisngiVing_
inaccuraﬁe or7Skewed;dat§):§;lwhat@thé:réasoﬁs are fof.doingk
‘sbﬁv’Buﬁ becaﬁsg*bf th§ §pén:pcheséﬁthatfwasﬁused to gathef
: and'fefiné da;a,:nbyone piecé'df_information was abie Qo'
' destroy the end;resultf ﬁEacﬁ'piéée of infofﬁation was
weighed and challehgedvby'all other stakeholders in the
circle. | |

éonstruétivism can‘bé afgﬁed;téjbe the more appropriate

paradigmﬂfor:this sﬁUdy;as'it’gllowed for an emergéndeﬂof
ideas to develop and‘Converge froﬁ those profesSiQnals‘that_
invest the mosﬁ time‘and_energy With the patient. Through
critical analysisyof shared ideas by‘each stakehdlder; the.
term non;compliancekwasbcontinuallylreshaped within-?he‘
'hermeneﬁ#iC~¢ir¢lef 5Ea¢hvideafhopéfuiiy’inspiréd théw  
thoughts ‘of thevﬁext’stakehoider to forﬁulate‘ﬁew ideééf
bésedbqn‘théipreVibusvstakéhdlders ideas.bBecaﬁse no th‘

‘people, or‘their-experiences, are the same, dealing with the
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vnéﬁ;édmpliént pétient vfobkhoh'sepafate_meanings'fOrali.t;_
But iiké.é'puézie, theufinal picturéi emerged‘as-éicompiépé -
construction offwhatvnon—cémpliahceis:and méans.vPiéééé'ifyb
were conﬁihually‘added uhtii"tﬁere,was a}geﬁeral'conéensus
‘to what the problem_is éhd th‘it caﬁ be.approééhed.v
‘Through “expansion reseafch" (Erlandsqn;19935l.Studies‘may»
be c§ndu¢ted in‘different éeftihgs!ﬁéu“éxémiﬁé”the.jﬁ
éfedibility or tfansferébilit?1of £he conétructed feglitiés;
found in one setting in>a different>5étting," _‘
_ComparingvConétfuctivism‘té,6Eher ﬁéseafch Paradigms‘
| It should be discﬁssedvthat because COnstructivism'is .'
én;alternative‘paradigm, itngs possiblé this hospiﬁal,may '
nqt;héVe;been-as receptiye'aévthey;WCUld be to tfaditioﬁal
.rééearch. ‘If‘reSiétahCé haa been'encoﬁntered tQ_this heW: f
épprdach,. an,e#piénétibﬁfbf thé'proceSsand-advéntages of'
qonsﬁru5tiviém3Woﬁid ha§é beéﬁ giv¢n focﬁSing dnvthe ﬁoh{
cdﬁ?liaﬁt‘patiénthvAcknow;edgment would>ha§e-bééh'given-fo
the merits 6f‘bOSifiQigmy:post?positiVism,:éﬁd Critiéal :
.théoff/.eéchiﬁltheifiéwn_rights{ fEéCh Of £hése‘aims.t§.ft”"A
predict and‘coﬁtfollﬁhfough.thé-prOCess‘of'béiﬁg:objeétiQe;Q 

and‘value free. Although post positivism combines
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.qualitative research with QuéntatiVe research,.the resulting
quanpative-data is used to convey the truth of the
phenomenon. Each'paradigm is guided by its own rules for.
»inquiry and each must specify its own design and
instrumentatipn befdre theirese;rch begins. Because non-
compliance entails sb-manyVVafiables, constructivism would
be argued as the more appropriate paradigm because of the.
nétﬂre_of the inquiry. The aim is not to measure one piece
of data against another, but to create én understanding of
what non-compliance is, with all itsyvariables, and how it
can be approached, by one human to another, to hopefully
attempt to resolve or at least lessen the problem. Results
can then be broken down into separate units and traditional
research can be carried out at that time; eg. measuring
medication compliance or physician follow-up appointments.

Data Collection

Data was coliected within a hermeneutic dialectic
circle. This means that the researcher sought to interpret
and organize information, or constructions, obtained from
the participants, through patterns or themes., Constructions

are "compared and constrasted" (Erlandson et al. 1993), in
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an attempt to integrate information. The researcher
attempted to understand the phenomenon from the participants
view and‘"special meanings" (Rubin & Babbie, 1997), they
attach to it.

Participants were chosen from key departments within
the hoépital. Before key stakeholders werevinterviewed, the
confidentiality and anonymity of all participants was
protected. This was accomplished by verbal explanation, and
a consent form that was reviewed and signed by each key
stakeholder in addition to hospital administration as

appropriate.

Figure 2 - Initial Hermeneutic Dialectic Circle

Doctor _
Administrator Pharmacist
Clergy Social Worker
Nurse/Case Manager Medical Eligibility
Financial Counselor Patient ’
' Researcher

All of the above staff members were chosen as they
represent many of the key departments in the hospital and

each member could potentially have contact with the same
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patient or their contacts are many te_allow them confact
with similar types of patients inside the hospital setting
It was understood that these staff members might not
cemplete the research project and others might be added. 1In
addition, sub-circles of any of the above staff ﬁembers
might form. Rubbin & Babbie also discusss the "snowball
sample" that.could be incorporated as appropriete; The
hermenectic circle could'expand'from referrals from current
participants to others that could eontribute relevant
information.

Using a contructivist paradigm‘alIOWS for modification
of the proposeqihermenuetic dialectic circle. As
interviews preceded, other participants were added to the
circle either out of the staff members eagerness to
participate in the study, referrals from existing
participants, or the researchers observation that other

departmental staff could contribute wvaluable information to

‘the study.
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Figure 3 - Modified Hermenectic Circle

2 Casé Managers

~ Dietician ‘Infection Control
Health Educator Financial Counselor
} Chaplain v o o Social Worker
Floor Nurse | T - ~ Cardiopulmonary
Home Health Nurse. : S ~ Administrator
Patient Relations ‘ Clinical Psychologist
Physical Therapist Pharmacist
Doctor X Ray
Researcher

TO‘allow for an Ofderly'emergence of new members to the
-hérmenectic cirole, oné‘of the above staff membefs was
chosen and interviéwed for their input and perspectives on
the issue of the non-compliant patient. Aocording to
“Erlandson et al.(19§3, pg 91 & 124), after‘this interview
was completed,’another stoff member was chosen or agreed
upon.( Before interviewiﬁg the second staff member, notes
from the first interview were "analyzed" by the researcher
and the first interviewée to check for accuracy. The second
- staff meﬁber then had an opportunity to voice their opinions
fully. When there were no other pefspectives to contribute,

the opinions from the first staff member were shared and
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the secondvstaff membér then had a chance to respond to
theseiopinions. The pattern continued until all Staff
memberé chosen, or those who were available, were
interviewedf

Furthér discussion'points to the fact that what the
‘researcher was foCus;hg on were staff members‘that éould
contribute "divergent constructions" (Erlandson et al.,
1993). He goes on to state thaﬁ‘information may’ultimateiy |
_becomev"redundant" or the constructions will form "two br'
more categories that remain at odds with each other";
Sécond interviews may be:held given»thé availability of
staff and time permitting but only one interview was
conducted due.to_time constraints of staff and of this
researcher. It should be noted that sometimes the members
of the;éircle will change for various reasons. In this
case, accommodations were made for two participants that
had to drop out of the stﬁdy. Although théy left for other
employmentoppértunitiesf they permitted this researcher to
use their informationvfbrfﬁhis study. The process continued

as constructions were shared from the previous staff members
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with the next member until some sort of consensus was

achieved.

Successive Phases of the Inquiry

Phase 1 ‘"Orientation and Overview"

After discussions with the hospitals administration,
and managers of the departments of the key stakeholders, and
with their permissidn, the researcher informed the
Aparticipants_of the fesearch topic of non-compliance and
requested their opinions and thoughts on the issue. All
participants were advised that any information they gave
would be shared with all other participants in the study.
They were advised of the process involved in a naturalistic
study, time commitments, and possible outcomes that will
result. The researcher obtained a signed, infofmed consent
to protect all involved. A review of the literature on the
non-compliant patient was done to aid in the understanding
of the topic, the important issues and variables involved.
This allowed this researcher to develop the most appropriate
questions in an effort to elicit the richest anéwers.

Thisvresearchér took a holistic stance while conducting

the interviews, taking the participants whole context into
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account; office environment, dress of participant, formality
obsérved, tone Qf voice etc. This was ﬁb help understand
the participants value system, past and present views of

the non-compliant patient and their prediction of the future
for resolution if possible.  The conversatioﬁ flowed in an
open-ended manner and the researcher remained flexible as
the participant took the lead. Opinions and facts were
gathered within this dialogue. 1If terms or expressions were
not understood, the researcher clarified with the
participant the true meaning the participant wished to
convey. The researcher was also obliged to not interfere by
interjecting his/her opinions into the conversation.

Phase 2 "Focused Exploration"

This phase occurred‘after all key stakeholders had
contributed their opiniéns one by one, with each stakeholder
hearing all of the contributions from the previous
stakeholders. This researcher then focused on the themés
that had emerged. A shared meaning around the issues Dbegan
to develop. The researcher looked for redundancy in their
ideas which completed the interview process. When the

information gathered showed a discrepancy between the
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. literéture and.ﬁhe»partiéipaﬁts pefépectivé;it>prpm§£¢d
vthis:reséarcher“to:askf"whyﬁ:aﬁd 1oékviﬁto‘thié’disé?épanéy;
further (StfaUss 5 Cbrbih}iééox¢ ,‘ |

Phase 3 "Mémber chéck'f )

This"ﬁas a Veryvimportant pért‘éf-ﬁﬁe_pfoceés off‘,
aSsuringvthat écéurateﬁihfbrﬁaﬁioﬁ‘Wgs doéﬁmentéd frqmvthe
ﬁarticipants pérspectiﬁefénd not thé;reéearchers; Mémber‘,
chécking_ié a Wa?’fbr thé résearcher.tdvvalidate his/her
documéntatibnvby alloWing the parficipants.to reviewvthe 
matérialvfecbrded to'chéckfor’accﬁracy.. It;wés‘&Ongvi
‘thréughOuﬁ the study and was déné "forma11y énd informally".
The researcher may conduct member checking at aﬁy time
during or after thé interviews.;’ﬁarléndson et al;‘(1§93),
discusses (pg. 142) Ehé VainﬁsvwéYs member checking is
exeéuted, ThiS'reSearchéf was 5136 co§ﬁizéntJoffthe fact
that there héy be strong reactions to the information and
~ without support from:all that are involved, membér chécking
may beCome_the‘responsibility_df a’héndful of iﬁdividuals.
Inéccurate'information'alsomay emerge if none of the
| participants‘wish to be critical iﬁ their_review, but this'

remains covert knowledge}‘ This researcher was sensitive to

34



unspoken "beﬁeath the Sﬁrface" agendas.
Determining instrumentatiOn

The researcher is the'primary "instrument" in a
constructivist-sfudy. Inter&iews :Qéfé alsb used by this
researcher as a method §f.iﬁstfuméﬁtétion.  In addition,
observationé by'thé reéearcher were‘doéuménted. Choosing
key stakehoiders Withiﬁ_this researcher's area of interest
provided many points Qf View;iadding to the richness of the
data. It was imperative that each participant‘be treated
with respect and their thoughts with privacy. Questions
asked‘by thié.reséarcher were imporﬁant'in determiningIWhat‘
directipn ﬁhe interviews took and how the stuay developed
(Straués & Corbin, 1996)f ‘Participants were ésked seven
questions. Conversations started out in a broad manner and
became more focﬁsed as parﬁicipants shared ﬁheir

constructions.
Figure 4 - List of Questions

1. What is your definition of a non-compliant patient?

2. Why do you think patients are non-compliant?
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’3;;'Whatviarerthetbarriers they face?e

4;_‘Hew aoesistaff‘relate to a non{eempliantvpatient;e

5.t What are the.censequences.of:ﬁon—compliahce? 

:6. What_are‘the‘benefits,of'ﬂen—complianee? iy

7. What are'SOMeprePOSedSOiﬁtiohs'tO’hoh—compliance?

The experienced}researcher?has.had the oppertunity to
develephproficien¢y in the field by "comparing and_l
evaluating alternative research designs, data cellection
techniques, aﬁd analysis.strategieS"(Erlandson‘et'al, 1993);
This allows the researgher to‘develop’a "sensitivity to
social issues". For the less experienced researcher, being
constantly aware of’the emotions 5eihg‘felt as issues are_
discussed and debated andperhaps waiting for a short‘time
before recording the information_may help the,researcher to
be more accurate in his/her:narrations. :Also, before
approaching the keystakehelders, this researcher teok.iﬁte
account any persenal'or professional experiences they have

ehédywith'theKtopie,tand,remained cdghizantjthat‘experiences
’Vary froﬁ-one person to another (Strauss & Corbin, i990).r>“

s Asftheeperceptioh of an experience may berdifferentvfrom one

person to the'neXt, information‘gleaned may also be "context
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specific." In addition, the knowledge gleaned from a
literature review gave familiarity with the "phenomenon".
This added to the researchers "theofeﬁical sensitivity."
Strauss & Corbin see this as an "attribute of having
insight, the ability to give meaning to data, the capacity
.to understand, and capability to separate the pertinent from
that which isn't." This researcher‘was aware that internal
feeliﬁge may affect the ability to collect and analyze deta
accurately. Documenting daily thoughts and feelings allowed
this researcher to reflect on the feelings experienced,
allowing for internal growth and expansion.

Planning and Data Collection and Recording Modes

To collect information accurately, the researcher must
look to gather information from many sources. A method
called "triangulation" was used whereby the researcher
gathered information through multiple sources of "data,
methods, investigators or theory" discussed by Erlandson et
al. (1993). Being observant to the participants
surroundings helped to paint a picture of the individual and
their values. Using the reseafchere "fi&e senses" allowed

for an abundant amount of knowledge to be absorbed. Using
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"thick description" in narration.vhelped others visualize
what the researcher experienced. Using "pufposive sampling"
helped to identify‘"who and what to study" after the
researcher has identified the issue of interest. This is
also discussed as a "process of elimination" of what not to
investigate. Data collection stems from the dialog between
the researcher and the participant in addition to the above
discussion of the participaﬁts environment. Information was
documented using pen and paper, and because key stakeholders
were agreeable, tape recorders were used, which also ensured
accuracy. This also assisted the researcher in looking back
on interviewing skills and the ability to refine them as
needed.

Recording data using "critical incidents" assisted the
reseércher in capturing the main functions of the key
- stakeholders. Critical incident referring to a "significant
feature of the social context" (normal or abnormal). This
was done after the researcher had time to familiarize
herself to the surroundings of the hospital to make sure it
was significant to the héspital and juét not this

researcher. Rubin & Babbie (1997), point out that the
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' reéearcher‘ruhé thé.a%ngér éf_obsér&iﬁg d@ly_thoseﬁthiﬁgs f i
'-ﬁﬂat“sﬁpport.the(réseércﬁersfﬂthebféﬁibai c9né1usi§ns;" 
Qoﬁsténtvsélf-réﬁléction ist;éqﬁifed by the_?éééarcher_to»: ”
accuratei?.reflé¢£‘dbéumentaﬁién;; 35£iaﬁas6nEdé£iﬁe$ thislj ;
ilés Fthiﬁkipé'and7feéling;" ' |
’vﬁiles were é#eétéd.&ithvsépéxaté éatégofiés_rélevéﬁf'to? f
thé topic 6f ﬁ§n—compliance'tdjbe used ésvé_staftihg'pOinﬁvb
, fof fi1ing_iﬁférméfioﬁ”(RuéiﬁﬁévBabbie,iéé?);  Catégbries ,
: wéfé: aaded-éna reQiéédféé aPPrQ?iiate:'V 
Plénﬁiné béta Ahé1y§e§1' -
o ﬁsing_thé;"CQhSténpnComparatiye~Me£h0dﬁ;(Liﬁcﬁiﬁi&j *
Guba, 1985; Rubin & Babbie,1997), the information gathered
iﬁl iﬁterfiewé‘aﬁdéégéefyaﬁioﬁs_ &és éé£éé$;i2ed:deﬁéﬁding _
on its "théOFé£i¢51 p£dpertiésQ5   Tﬁé,processing_éffdaté.
‘began with the first interview. The categorization of
fiﬁdidents":gr ﬂﬁni£sﬁ of,data was,ciassified undérbinitial
fﬁéédiﬁgs which wé%‘?e§iséd.aé themeé>bé¢amefcleafef.ﬁfTﬁé
~resear¢hef'é'ﬁéékQaéftéidé?eiop‘thé:iﬁitial‘hgadiﬁgé ;hd 
incorﬁdratepﬁhbéé’that(éﬁerééd_froﬁ £hévdé£a. :Déséfipﬁi§e7 '
L'aﬁd e£piénat§ry;éafééoriés  gmefged fr§h:£hé théﬁé§T£haﬁ‘thévv

~ researcher developed andlthosé that}:émefged~from_the
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‘parfiqipaété; ;ﬁ§£éf §ﬁffa$’ﬁbré;infofmation,was gatheréd,
#hé>rééeéfcher vbgééﬁ to;éhgiyzétdaféﬁinﬁﬁéméé.u -
N Categorlzlng dataand analyseswas ‘v Slmultaneous The
régééréherzﬁéﬁéééed ?é;ﬁiéipgﬁﬁéféﬁa 5ﬁﬂéédﬁteémmaféé" in;
cO#éténﬁiéiérificatioﬁtQ£ ;ﬂgﬁa;ta;;$11ecﬁed  £d:eﬁéuﬁé:_ 3
E Ailyiqformatibﬁ;céllected ffémléﬁe;intgrvievaaS _ 
.énaly%édffo%faééuraé?Zéndﬁééteéoriéed before\méving onﬁp6  
'ﬁhe'next'inféféiéwﬁ ”THé §éthéring éf‘iﬁfbrmétiqn.froml f-
;6bSef§ations‘wagiéomparédfﬁé}ﬁrevibﬁésinformatidﬁ.»,Thé
. ¢aﬁeg§riés We?éﬂréfiﬁéd*ésTﬁéW»iﬁfofmatién Wasvintfoduced.
‘ inf§rmation called,vﬂunigsvéfvaétg"'sh§q1d have two: 
.ChérAéféristiﬁé; 1._baté”mﬁét bé_éiﬁéd ét;"éome
undéfs#éndiﬁguorﬁs@me aé£iOn fha£ the iﬁquifé,neéds té'haVe':
or to take", and 2. -"’?I'tfm,il»s’t;be ‘the smallest piece of
informaﬁioﬁﬁébéﬁt somethiﬁg_tﬁaE.CAh;stand by.itself;ﬁ
' Thié is:infqtmaﬁién thét‘ﬁéeds héfofher;iﬁformaﬁion»tQ béL
undérstobdf;;iqfofmation W§éltheﬁ éo§ed'§n indéx"cardégf,The
 sourcéfogﬁhéviﬁfbrﬁéﬁidhfwasﬁgdﬁéaoﬁvéhe back;of:thé cards 
'byeiﬁher:nﬁﬁbé£s iinking th¢m tQ}é:1iét'§f'bafticipants or

in other ways that would represent the source, as
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COnfiééhtialityfﬁuéﬁ7élw5ys'bé'mainpained.:”Aithéugh:at:
‘Eir$£imahy‘ihae#jcards‘vémérged;,IeSS af§sé asthezstudy.ﬁ'
bééomes mofe.fécused,‘ Thé:pfo¢ess;bégénvby;reading‘éard

‘ faffér”cardVWhéreby'diﬁféﬁéﬁt piiés ‘emérged'dependihéloh thé  '
‘.!Coﬁtéﬁ#s of thé,inférmatioﬁ.ﬂ Eééhﬁpiié_repfeSentéd,é
:;Fdiéféféﬁt categéry,  For'thosé cérd§:that didQn6t_fit'fhé »
  éétébiishéd caﬁégories, a'ﬁ£3éellaﬁé0usipile:wéévmadé that:
was‘ééééséed-féf iétér'réievahde._"WdfkinghYpoﬁheSés agd'> 
"c6ﬁéé§£s coﬁtinﬁéd ﬁdidéVéiép thrqﬁghoqﬁ the;informéﬁibn
‘ ga£héfing prdcesé. Thoﬁghté Qére expaﬁded by‘Wfiting‘theﬁ_‘
.‘Qﬁt and éharing,them:with'peérs'for CIarificafidn,,v |
'Propeftiesaof thé’categqries>Wére e#plored‘and listeq té.
heipvdefiﬁé-thém;"Questioﬁé arosévés gaps ih information_
"becéme bbvious;whichihélped tb.guiaevfofth'comingv
interviéwS;".Aé7thé pfddesé éontinuea;vmoré caﬁegories

: aevéioped:téthe pbinﬁiw5ere‘new information fit into .

» existing.cafegoriéé, JCateéé?ies becaﬁe’"SAfuréteqﬁior ﬁweli,

'defined" aﬁd eventually led to "closure" of the study.
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Prior Logistical Comnsiderations.

Consideration was made whether one or more hospitals
should have been involved invthe‘Study. But there was such
a rich mix of professionals within the boundaries of one
hospital that ample information was available for this
study. Reviewing‘literature on ndn—compliance was key
before attempting any involvemeﬁt with hospital staff (Rubin
& Babbie, 1997). As discussed in question #4, hospital
administration was involved to gain access to the hospital.
Discussionybf the length of the study was negotiated
according to time constraints of the researcher and the
participants, given school time frames and work schedules.
Also, a study on non-compliance would allow for "expansion"
research to be carried out later on, in the same or
different hospital, to compare and strengthen findings.

Choosing a hospital setting allowed the researcher to
capture the views of the primary professionals in the field
that deal with the same issues, in the same environment.
Non-compliance is an issue each professional has encountered

at some level and has discussed withvsome degree of interest

42



either to share feelings on the subject or in an attempt to
resolve individual patient issues. Non-compliance posed as
an interesting subject as there are no simple solutions.
Using a "working hypothesis", and focused questions as an
approach to open up discussions, allowed for participants to
air their feelings and thoughts. It also gave "meaning and
direction" to the research. There waé an understanding that
the hypothesis may change as the process of interviews and
information began to emerge. The researcher's goal was to
define the meaning of non—compliance among the key people in
the hospital that the patient will most likely encounter.
Using a "purposive sample selection", an afray of key
stakeholders was identified, as it Was expected that some
may not wish to participate and others may drop out during

the study. The researcher must always remain flexible and

open to new and changing ideas. A cqmprehensive knowledge
of non-compliance by all those concerned helped those
professionals to bettér undérStand_ﬁhe_manfkvariables
involved and therefore enable them to deal with patients on
a different level. 1In aﬁ effort to reduée non-compliance,

healthcare professionals need to act in a more
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preéeptor/eduqétbfvr§1¢>Vs.:jﬁst:;treéfiﬁg ﬁhé“phyéiéaivpart
of thé paﬁient.' | - |
- Ethical issﬁeswereiexpiored t§vséféguard ail .

‘partiéipants;.vAsiErlahdsonet_al.»Ki993f,ﬁstaEés ﬁsﬁbjectsb
must be proté¢£éd agaiﬁét phyéical_Qf‘psycﬁological harm,
includiﬁg'lossvéf:dignit§;ileS §f auﬁohomy; énd{ldsé.ofxﬂ_
self—esteeﬁ., iniadditioﬁ(fﬁrotéctién of  priVacy aﬁd   >
‘ confidéntiality is_mahdated, aithq@ghit waSHCOmmuniééﬁéd'tQ‘
the participants’ﬁhat.éontact may be réquirea”aﬁ unscheduled
times to éiérify inférmépiéﬁ“qrghaﬁge meetiﬁ§ ﬁimesfetc.’
.Thé Subjeét‘was a;?ggp;0£eb£é§ §§ainét unjuétifiable' ‘
décéptioﬁ*andiinforméafc¢ns¢ﬁt‘Waéfhéeded'té particiéateﬁ;j,f
"Thefreseércheféiaim1wés'tq "empqﬁér and educété“ the 
?arti¢ipahts; The réséarchér“ took'the’stanéé of ﬁdbééivgr—‘
, ééépafficipénﬁﬁ'(Rubiﬁ\&fBébbié;_(l?97)){%ﬁi¢h w§u1d Havé"
theﬂrésearChér “ihtéféét‘withfthgipérficipants in the‘sbcial

,_prb@éés»butaméke.nofpreté58evbf;;éfuaily beiné:é
”?»barpiCipéﬁt";‘

: AftéffcdmplétiQhFOffthe'stUdy, the_goalvwas;to” ;

commuhicate theffindings'to~hospital'administration;'ahd.alI ,'--

»departméﬁtSJinvolved'in-the study. Also,»a summarized B
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doéument of the findings was distributed throughout the
hospital as‘requestéd. |
Logisticé'in the Field ..

Erlandson et al. (1993), talks about using your "five
ysenses" plué intuition while‘conducting research. Using
self aﬁareness to_aftend to the many details that was
experienced aided in developing a holiétic picture of the
hospital environment. Interviews with the various
disciplines within their departments and watching them
interact with their coworkers, within and outside their
department, gave a seﬁée of their daily routines and the
prbblems they eﬂcounter._ This researcher was always
observant to the surroundings while doihg interviews which
helped»to explain the‘participants realities. Showing
interest in the participant and using listening skills
enhanced the conversation and information gathered (Rubin &
Babbie, 1997). 1In addition, Oakley (1990), suggested "a
balance must be struck between the warmth required to
generate 'rappoft',and‘the detachment necessary to see the
interviewee as an object under surveillance". Rubin &

Babbie (1997), also discussed remaining objective. This
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reseércher'attempted to avoid answering questions posed by
the‘participaﬁt althéugh in some cases it was unavoidable.
Participants may also have other meanings attached to
the information they are giving and the researcher will not
be able to reconstfuct, accurately, their "reality" without
making sure they clarify terms that are unclear. In other
cases, the participant may nét be able to accurétely
deécribe his/hér'reality_to the researcher but the goal was
to cléar up any.miéunderstandings by the "member checking
process". 'Also, building a level of trust by "prolonged
engagement" with the participants allowed thé researcher to
engage in‘morevcomfortable conversations and therefore be
more apt to ask for clarifications. It also allowed the
researcher to follow up with the participants when further
contact was needed. Arrangements were also made whereby
‘the participants were able to get in touch with the
reséarcﬁeryif any questions or concerns arose. This issue
was also discussed in part A, whereby participants agreed
béfore the interview proéess began that unscheduled contact
méy bé reduired. Consideration was taken into:account as to

work schedules and when the appropriate time would be to
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make contact.
Logistics of Activities Following Field Excﬁrsions

The reseérchers observations were hoted during or soon
after the interview to capture the full meaning (Rubin &
Babbie,'1997). As discussed in questién #4, after an
interview, "member checking" wés aqcomplished by
transcribing the intefview, delivering the participant a
copy and requesting feedback and clarification. "Peer
debriefing" used on.occasion, to gain valuable feedback_in
an objective manner on the‘study by someone known and
trusted by the researcher. This was a “peer" of the
researcher not‘connected with the study. An "audit trail"
"was used as a way to add "dependability and confirmability"
to the study by keeping records of ali documents to support
and authenticate the data.
Logistics of Closure and‘Termination

Bringing closure to an interview consisted of reviewing
and clarifying the informationlthat Wés documented with the
participant. Each participant was thanked at ﬁhe end of the
interview for their time, energy and honesty. Affer all

interviews were completed, the participants were asked to
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attend a,meeting, held in the hoSpital, where a number of
key Stakehdlders.camé togethér'to discuss the researcher's
findings. Thevfindings werevpresehted to each stakeholder,
in outline form, one week before.the SCheduled meeting. All
participantsvwere ésked to review the outline and present
their feedback (criticiSms, additioﬁs, deletions etc.) in
the meeting.'}During the meeting,nvaluable information was
shared and all feedback was taken into COhsideration when
writing up the final draft. Corrections.were made as
appropriate. It was important. though to not bring closure
to the relationship'as additional information may héve been
needed or the participant may have had additional
information to add.

Terminating the study came when the researdher felt
competent thét adequate.iﬁformation had been gathered and
participants were in agreement on the findings. Attentive
review of all documents was imperative. 'Afte; an external
audit was performed and the trustworthiness of the study was
agreed upon, a final bound report was submitted to all‘key
stakeholders and hospital administration for their review‘as

requested.
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-';Quality‘éohtto;;
. _»;Téﬁmakéithis‘a;gbéd‘cénstrﬁCEiviét'Study;'thé‘ﬁff”
" resear¢ﬂér.képE in'miﬁd;“(ffbm an ontological stahdjﬁbint);f“

 that reality is a perception of the beholder and that -

~ individuals perceive their reality within the "context of a

méﬁfallﬁrameﬁﬁfk"i(Gﬁba;'1990f;  Inﬁerpfeﬁépioﬁiwas 
 £hefeforé debéﬁdéﬁtgbnaa "window‘of.;heorYH; ”The 
ﬁethodéiogyiéf édng#fuctivism:waédi3cusé§d in‘éue$tioﬁ #4; 
but to_briéfiy £éViéWfthiS{apprOAéh[ théjfééearcheﬁ:ééﬁpéfes-'
éﬁdﬁcohtfasts ea¢£ §$;ﬁiéipgﬁt*é*égﬁsﬁrﬁétiéﬁsvﬁé_eVéﬁtﬁaily
vcéﬁe t6 é>1;ve1 6f1¢65§éhsﬁs.“iThe réSééréhér‘must téké‘5 ’
subject%ﬁé stance'éé,theconstfuctioné,of{ﬁhdsévinterﬁieWéa)
deVéIOps. ‘Thié’epiétémologiCal ﬁotion‘sees the feéﬁiﬁS:df‘

' the study,va WCféationrdfﬁthe process"of‘intéréction"
bétwééh the reSéarchef and the participaﬁt. As’idéhtifiéd,'
ihiQUestioni#B, a'he?mehéutic diaieétic‘circle, whiéhv
-¢§hSis£edvo£ éighteén hQspita1'eﬁployeés, were ihtér&iéWed
,»frgm keyvdepaftments.‘ PartiCipaﬁﬁs wére<added ﬁo tﬁe.,:
Vcifdleéé mofé'informétion Was neéaed,_iﬁterest iﬁ the stﬁdy
'Was’Voiced,vand'che;s:ere‘ideﬁtified és abie ﬁoléontribﬁte-

relevant informatiQnQ‘.AS'a result, the researcher obtained
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,éénsidérabie‘émoﬁngé éfuinfoféé;36ﬁ §Hic£ﬁm$d§ iF imperééi?e¥."
"tévcsﬁti#ﬁally anaiyzé‘éﬁd};?géﬁiéé déﬁaithfogéhoﬁﬁ.theff_';b

_Sthyﬁfﬁ v: SEER . - :
 Brlandson (1993), uses the term "gestalt! to define the
;pfdcé$s70fEdaf%igqllédtign f£6ﬁ beéiﬁniﬁg tovendgv'Ih’the; |
beginniﬁg;yafdéﬁsidérabié amouﬁt‘of aata Qés'éoliedted. The
' ~con£inu¢dﬁéﬁai§sié énd cétegorizing of thisiihfdfmation
broughtithe ;eseércher t6'aipoint whefe interviewé no longer -
yiéldéd:new,infOrmétion. This_signaled'therfesearcher to
lbok‘f§r>§a§3»in fhe informétioﬁ that_had already beeni
'gaﬁﬁefea whiCh helpédtQ narroW‘the focﬁs’of the research;
'The researcher continﬁéd t§ refiﬁe the categories and their
‘propérties.- |

:Anﬂéuditbtraii".evolved as the researchér brgénized

the dOCUﬁentation chleqtedwhiéh‘allowéd for verificétion:
of informatiénat any point.ahd time, dUring‘or after‘the
study.u’The reéééréherwés:always willing and opén to throw .
out or change the‘idéas diScussed.  Protecting the identity
oﬁ the participanté Was a1$o impor£aht as‘to avoid‘ény
répercussibns’within:thehOSpitalénd later on. Establiéhing“

trustwqrthiness was key and as Erlandson et al. (1993), .
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points out'"the probability that the findings and
interpretations of ; naturelistic study will be found to be
vcrediblevdepends on the inquires demonstration of a
prolonged period of engagement, providing evidence of
persistent observation, triangulating sources and methods,
conducting extensive member checks, and guarding against

both going native and premature closing".
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REsuLTs“v f' 
in??odﬁdtion -

Thé purpo$e Qf'this;study-was»tQ‘CapéureQneihqspitaisf 
"peréebti§ﬁ 6f ﬁOh-compliantupétiéhtS:':Thr°ugh'
.EéoﬁStfﬁcﬁivist féseéréﬁ,.eighteen hospitai Staff:membefs;L
fr§m vari5us depéfthents; Wéré'inﬁerVieWea Wi;h fhe intent
té:égaﬁihe apd uﬁderéténd‘their définitidn'qf‘qon;
Cémpiiaﬁqe; thé’bérriers-and possibié éolﬁtidns tQ néﬁ-}, 
complianqef »A'éing1e r6und of interfiews'was condu¢ted3ih ”'
,.addition7to é rOund tabléméetiné'to.discuS§ the fésu1ts;;
-Thé‘réséarchef made'eQéry‘éﬁfort to inéiudé‘maieéiéhd
ﬁéméles'and various7rac¢s§, Céucasianf:African~AmericanL g.
‘Hispanic, and‘Filipihd‘Wefé réprésepted."As thed:in,".Data Hf 
ColleCtiQﬁ "; all péfti¢ipéhté wgrelchoséh éithér bééauéé
the?.'wofkedLin»éSPGQifié:dépaftmenﬁf‘became,aware Qf‘the
study"and‘wahtéd £o partiei§é£é; £hé¥£éééar§her reééi&ed_a
.féfefral-frdm a'ﬁértiCiEéﬂéliﬁééz;adféséed”aﬁéthér Staffv
‘ persons expeitisg; o%:fﬁgiégéééreﬁérbé;kndﬁlédgéd o;héfs
’;dufiﬁg the;interviéw brécess ﬁhét_ﬁéfeithqﬁght’to bé
T vaiu§b1e cohtrigﬁtdr55 .Aii~interviéﬁs_Wéré held_in'the

hOSpital and“at*thé participants convenience. Eéch"‘



participant was asked the‘seven questions and given as much
time as needed to ansWer the questions. Clarifications were
made by the researcher, as appropfiate, to fully understand
the participant's constructions. After the participant
answered the seveh‘questions, the researcher read back to
them the constiuctions from the previous participants. If
this brought new information to light, the participant was
given‘the opportunity to add to his/her constructiens.

The topic‘of‘non—compliance brought forth a pattern of
many similar responses from all participants interviewed.
What was interesting was that although there was much
agreement in all arees, each participant was able to add a
piece of new information to the subject that no other
participant voiced. Althoughithere wés'consistency among
staff as to problems created by non-compliance, the
researcher noted that,particiéants were eble to acknowledge
that they were responsible for shouldering some of the
responsibility for this occurrence, either by their
attitudes toward the patient or because of a lack of time.

Interviews were then transcribed, and given back te the‘

participant for review. The researcher encouraged all
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participants for‘their feedback,‘either in writing er
verbally. Interviews cOntinuedeuhtil the information became
redundant. The information was then broken down onto 3 x 5
cards. Using the "constant comparative" method, the
unitized1data was'then sorted into eategories according to
ideas. After enough cards were assembled, each Category was
labeled depending on the main idea of the data. .All'cards
were coded to brotect'the'identiﬁies'of the participants,
for easy referencing;ehdfaeeeeeiﬁility; aﬁd.tovcreate an
v"audit trail.m® -Tﬁe'hefrative;easudeﬁeleped by organizing
ﬁhe eategoriesbfrom thickest‘to thinhest'pile of cards (the
researcher assumed that the}thicker‘the bile ehe more
agreement there was on that perticﬁlar"theme and thus, ﬁore
impertant. Many themes became a focus of attention by the
pafticipants as reflected by the patterns thet evolved‘in
4ali seven questions. The foliewing analyses ie presented -
'whiehv‘represents the’constructions that wefe established
after explofing the various opinions of hospieal staff;

regarding the issue ef‘non—compliant patient's.

1. What is your definition of a non-compliant patient?

The majority of participants stated their definition of
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a non-compliant patient was when there is a’resistance by
the patient to follow a'prescribed treatment. This
fesearchér found that dooperation on the part of the patient
was an underlyihg'themeJregarding theirlresistance ﬁo follow

a regimen. Many terms were used to describe the subjective

nature of non-compliance such as "lacking adherence", "an
act of will or choice", "does not cooperate", "refuses",
"not willing or does not obey", or "not consistent". Even

énger on the part of the patient’wés seen to be reflection
of non-compliance. Réspbnses indicated that patients
deliberately did noﬁ follow the recommendations of their
heaith care proviaer or appeared recéptive to the education
offered by staff andlﬁhen chose not to comply. Patient's
were also,seéﬁvto sabotage the plan by not doing it right.
Degrees or the depth ofvnon—compliance were evident as
participants gauged their answefs according to the rangé and
complexity of patients they have cared for. It was evident
that non~compiiance is seen on a continuum as patient's were
observed to "not follow any instructions or only some of the
instructidns“ given to them. Many times answers were

reflective of the specific departments of which the staff
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member workéd and thus the type and intensity‘of the
relatibnship betweeﬁ the staff member and the patient.
Examplés of-tﬁis_would be "an iﬁdividuai who does not
,cohsisténtly'follbw a prescribed medical or nutritional
therapy‘régimen" or "a person'that dqes ﬁot obey what is
'written or'giﬁen to themvih insfrUctioﬁs for‘insurance
purpqses." Therefore,’many aﬁswers reflécted:a particular
compohent to the overall issue of non—compliahcé;

A majority of ‘réqunéés though were more generic in
nature.and-échoéd the stance of health care'prdvider vérsus
péﬁient. One participant voiced that a non-compliant
patient was‘some§ne "who by their actions or non;actions
does not benefit from the tfeaﬁment that has been plannéd
for‘them.ﬂ Another,réspbndent stated that a non—compiiant
patient was a patient.whoﬂ"refuses a treatment or a
procédure thatis.sﬁpposed'tq be done Qr.Qrdered for thenm,
refuses medications,“or refﬁses‘to‘do what»;he doctors or
nurses think Would be,agoéa‘tﬁihgvfér.phe pa;ient to
recover." Family}members who aré.careéivers of‘patient;s
were also seen as being responsiblevfor a patient's

‘compliance as when they do not completely take care of
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,‘heceSSary}therapiésvfér the}patieht whi§h included;
medications, appointmehts énddoctor's'ViSits,-

Séﬁé patientis were seenito possess é_iack of 
vuhderStandingldf What the maih;goéls weréffbrtheir
treaﬁmeﬁt}“ Mépy §f thés¢ goals Were goalsvth§t'pétieht's
ha&e parti§ipat¢d iﬁ m;king.. Reépondenﬁs éﬁéte»thét the.
patient'héé'then>f1atly'refused to foiidwithroughvfor
vreasoﬁs uhknoWn to staff. Oné participant'respbndediby
‘saYing,» |
uA,vnoﬁ—éompliant ,patient' is someone who has given
4-instructions or educatioﬁ.és tp what‘stepsthey ﬁéed\to tak¢
ﬁand’théy do‘not proceed.tQ'do that. It Could be either
'éoﬁsciéﬁs or unconscious.  I‘ don't- tﬁink that ;hey{ are
nécessarily»:awaré _that‘v;héy _aré hreﬁei;ing;<againsﬁ béing
compliaﬁff"-édmetimes‘}théf 'hSﬁfdbééiiéheé  ﬁéeds  £d- bé
céqfronted. ,They‘neeq»tblﬁﬁdéféﬁénd #£at;tﬁééié;é beiﬁg»ﬁ@ﬁ— o
VCOmpliént,fi- 
nﬁééle: it Waé reléyed that Fhéré'ére those batients tﬂéﬁf
’ ‘é?e unable£o Eomply; p6Efby chéice_bUt by-circﬁmsténcés;  
o wheré dﬁé to expense énd monetary réédurcesz”the patiént is e

not able to follow instructions. The participant did not
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consider this to be a form of,non—compliance.“They felt that
would be the responsibility of the health care professionals
to intervene and provide the means by which they would be able

to follow instructions.

2. Why do you think patient's are non-compliant?

A‘laék of education or understanding was sited as a
reason that patient's were non-compliant. Health care
professibnals are attempting to bring forth an alteration
that is going to affect the patient's life and some just
don't understand why they have to make these changes.
Patient's may not know how their non-compliance will affect
them in the future. Patient's are not convinced that the
outcome is worth the effort and the ramifications of their
non-compliance are not obVibus to them. Goals may have been
-sét by the patient and staff but theiéatient may
misunderstand the procéss of what‘thevgoals ofiginally were
or what the plan of treatment was or they have perceived
that they cannot follow through with the regimen. The
information has not been integrated into their thinking and
feeling Which creates non-compliance.

The way in which health care professiohals are
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addressing issues with patients may have an effect on their
lgvéi df’uﬂdéfsféﬁdin§: {"bépéhding oh;ﬁqwifdu’ingtfﬁdfi o
laSQméone'br éi&éfdi%ééf&éﬁéﬁ{ﬁhéJpétiénf;ma?;hAQé:é;@ifféféﬁtﬁ7’
{ﬁf§e §fvléafﬁin§ sty1é}f f§éti§p£s méy}h6ﬁ;ha§éﬁré§imeﬁs”i ; 
:. éxp1aih§dftovthémpropérlyér'ﬁhefiﬁfo?métioh was ﬁ§£;G. 
.Erééeséédfcoftéctiy§ ;Théré'is‘éigé;;h¢ i%$ﬁénof7 
lcomﬁﬁnicétisn‘barriéréigﬁa h§W tﬂé §é£iéﬁﬁ%i$7fi1teriﬁg‘thé, 
information presented to them. It was stated that doctors,
.puféés, a1l §f:ﬁsfééﬁdtﬁb‘éSéﬁﬁésﬁﬁét batiééﬁé»unée?étéhdt '
fwhy;they ha&é%toiméké éﬁéﬁgéé,but:éhié3ié”not;aiways'thé 
cese. _ , _ . .
iy};,“i thinkiWé héié.ﬁo b¢:cafeful todeterminewhaé
stéﬁaa?d Qf'cbmﬁiian§¢ isffofveertgin pé§p1e:‘ Wheﬁ ng havé‘
,l;';étient‘thatis loW fun¢ti§niﬁg,i£hat‘@ay bé depresséd,: |
‘that 'ﬂmay havepsychotlc fea‘.itullre"s»,i so their life is vdv‘ifficiilt-
' aﬁYway( thir #ate'bf-typé]QfT¢Ompiianceiié‘différent and'wéi
*ﬁeéd,to'beﬂcéreﬁﬁi*of?Wha£ wé éxpec;iofjﬁhém;andvméke
. #eéuéété3£§r c§mp1iaﬁcéife;iistié;U;
Afpatiént{s’Culture-may’aisb“dictaﬁé_Whetherlﬁhéy’Willv'
 ?iﬁte§?é£e §,fégiﬁéﬁ.int§vthéir iifeétylé,vlétéff may.aék.é:

'l‘patient:to comp1y With“a:pfocedﬁfe or life change and it is
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against their religion'or-ethni¢ background.' In tﬁrn; their
culturél background'may'diétaté that‘they do cértain things
that Staff dQ'not want them to do or may think those ﬁhings
are wréﬁg.“For'example,_“in Thaiiand they do somethinQ
éalled'coining,blt leaves marks and bruises on their body
and we may thihk it is child»abuse of somé type." Another
'participant stated that‘a‘patient's-culture aﬁd religious
béiiefs are not eﬁplored préperiy by health care
brofessionals.v There might'be something in the historyvthat
is not included and it might be something very simple, it'
might be a basic belief that if explored, might resﬁlt in a
higher degree éf,compliance.

‘Patient'épaﬁhy was viewed as a component of non-
.compliancé. .Sbme;pétieﬁté havevadopted a lifestyle or a-
habit_that.theyghave.beéome comfortable with and they do not
~see it as a détriment to ﬁheir health. These patient's are
advised to change theée_habits.and they do not understand
the conéequences or they d§ not care aboﬁt'the consequences,
“I'm‘going to continue to»smbkefand I don't care, it giveé
me‘pleasure3 I can't stép; i'ﬁigoing to do thié no matter B

what it costs, as far as my health and all is concerned."
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Looking at smokers for example, and the lung disease
resulting from smoking; the attitude is "the damage is done
end why chahge? I've been doing it for 20, 30, 40 years now
and what difference is it going to make?" It‘was &eiced
that those kind of individuals are very hard to change.

For those patient's who attempt to make a change for the
better, they may try at first but without understanding the
outcome or the benefits, making the sacrifice to change

' becomes too much of an effort and they 1epse back into
familiar habits.

Other patients may be angry about what's going on and
they think they can avoid the problem~by avoiding the
treatment. Some patients give up, they get disappointed and
have no more hope that they will feel better. One
participant stated, "I once had a patient and I said, 'why
aren't you following what the doctor tells you?' He said,
'what's the sense of doing it, I will die anyway.'" In
addition, one participant added that some patients are
depressed and have a hard time doing»muchof anything,
especially anything out of the ordinary. They may be able

to get up eventually and get dressed and do what is in their
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: no#@ai roﬁtiné:bﬁf,ﬁékingfény qhaﬁgégaiﬁ_theirown beha§ior;
acéépting‘any interveﬁfions'i$'§é£§ aiffi¢uitf
"iv:Pééiéht;ﬁonfcoﬁpiiAnCé may”éisd befaﬁtributed to ﬁhé
- wéyr.*‘in. whlch staff comes aCrQ‘ss‘ﬁ._,téj: ‘a-’é'a.";ie‘ﬂt . Ift.é_"he'alth
'caré‘préféssibﬁél{¢omé§.éérd$s iﬁ é d@ﬁinahﬁ, cogtfblling{W
manﬁer,-th§ bé£ieﬁtfyﬁ§-feéléjﬁroVékédvbir;hat type kina o£‘ ' 
1gttitude{migﬁ#Léeyéibpiﬁénjcgmﬁiianééfbéééﬁsé of thié;_'A |
participant added that, tour society is not good at stepping
~out. of their comfortzone tomake thlngs a llttle d‘i_ffj'erént',
 t6 makethe'¢ff§ft tqiao tﬁém;"‘ |
~  Patienté1mayth§VeZSUPPOrﬁusystemébthattmay nOt‘bev¢6ﬁducive’
ﬁo’éssistinéiéégiénts fdncomply. ;S6me patientS-ddyndt ha§é>'
 ‘the p£bp¢r_éﬁp§ort_sYstems toghéip'ﬁhemﬂﬁaké chéngequf
théir:éuppqrt}5ystém;.$u§p§rtékthem ﬁot,to changé.' dthefs
;haﬁ'dérnotfhave,évgon'éupqut.systgﬁ,may not feei.'
‘accountable to anyone for failing to follow a regimen.
,"BécadSé‘#heY"érévnot éqé§ﬁhtab1é,'théyﬁare_mqre pro#e‘té
i‘StQp fbil§Qiﬁgfé,pfésé:ibed tegimeﬁfﬁf_Lastiy, dul£ura1>‘; 
: éXpécﬁaﬁioﬁéfﬁéy h§£fsupportfgoﬁé'éf;thethihgévheélth.éafe;"
_professioﬁais,attémét;#o:éagéatéupatiénf'é én;

'Financial issues and resources in general can impede a
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- patientwfr6m compiying:i%sté §é£iéQ£é;afé:ﬁoﬁgabieftof -»

cémply-witﬁ é-rééiﬁen aﬁe tqzéhévéQéﬁléfitheir dief:or the
cost of'the mediéiﬁ¢xthéy haVe’beéﬁ preSCfibed.”

’ﬁI;think-résburcéé‘caﬁ havéﬂah éfféct on éompliahcefand

»non4¢dﬁbliance; -

v vTherevis‘chSequentiai_nQn;compiiénce whére the‘pérson
is just aAVictimléf thei£ ¢ircumstan¢es and really.does not
, have”the resqurces‘éﬁd méy.want‘tg aQ.what.they know they
:aré SuppoSed‘tdfdofaﬁd just absqlutélycah‘tifor on reéson,
vor:another.ﬁ o | |

“Taking the time to see‘patiéﬁts for Qho.they‘are was a

_majbr fﬁémé."lf‘is sugéested thaf staff do not want to’také
‘the time té»sif down’Withvpatients to disCuss:issues. Some
 patients are»feaffﬁl ofythé systém ahd distrustful of it;
»Spénding.timé with‘patients to make them comfdftable‘would
‘.add‘tOcheirvinternalization~gf information. Viewing this as
a "multidispiinéryproblemﬁ;‘health éarebprovidefs afe not
»addreséiﬁgvtheifull,picture’of’the patiéntQ It Was
;.sﬁggeétedthétvstaff needs‘tovexamine.thé patieﬁt?s whole
‘_’ﬁake ubbbefbfe-sQ théy'will know what will be the trials. 

and”tribulations‘with the patient or the family. "We need
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to examine what makes them tick( what makes them do what
thé&(do, their style." ‘Therefore, taking time to get to
khoﬁtthe patient'vérsus thethealth care-professional coming
in with their oWh.agenda may be helpful.

Staff may.dome in‘and‘due,to time constraints, and féei
that they mﬁst.educéte the patient in a certain amount of
time. The patient may be éet up to fail if staff is not
aware of all of the dynamics. A pétient‘may be‘someone who
has alwaYs been successful'and'in contro1 and all of a
suddeﬁ they are sick and feel out of control and this is‘
very difficult to handle. This individuél is sick and
helpless and they have to depénd on somebody else which can
be very fruStrating. It was stated that frustration may :
cause a patient to take their anger out on the pedple who
are taking care of them. "Sometimes you assume but do not
really understand. If you understand the need and can
relate to the patient oh‘that level, the patients might be
more compliant".

Aniinteresting commeﬁt wés made relating‘to‘the easy
access patients have.tobthe'hospital. "They‘cah go in and

out of the hospital, sign out against medical advise (AMA)

64



"and get readmitted within 1 hour by calling 911, and come
into the hospital‘by ambulance rather than by’their own
private car or by bus. "

Lastly, éne‘participant‘asserted thatvwhat is non-
compliance to a health care professional, may not be non-
bcompliance to a patient. Fbr example, "if a doctor or
healﬁhcare professional tells me to do something ande.chose
not to do it, I don't know, if in my perception, that would
be non-compliance. It's non-compliance to the person giving
the»inférmationl- the héalth cére'providér is recommending
something and ﬁhe person doésn't follow it, so they are
‘considered non-compliant."

3. What barriers do they face?

Many patients are reéistant to make changes in their
lives. People becOme’set in their ways and changé poses a
threat to the normalcy of their routines. These alterations
can be very scary, even if it will increase an individual's
health status. "PéOPle géE accﬁstomed té.what's normal for
them", and may»hot“be;willinévté téké the extré‘time and
energy it Would take to:éomply'with‘a fégimén.‘

Barriers that inhibit a patient to comply may be
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internal ones. Sometimes educatioh is well meceivédvby the
patient’but other times they héve just made'the:decision
that they will not comply and become their own barrier. 1In
addition, decreased will power, and commitment in addition
to low self estéem ére all factors that play a role in non-
compliance.

Many times patients have good intentions when they
“receive information, but theh:2¥3 weeks go by and without
any external reinforcement) these patients do hot stay on
track and they slip back.to théir‘normal habits. "There is
not enough follow-ﬁp desigﬁed in‘our éducational pmograms to
allow thém to be acgbuhtable oVer a 2-3 momﬁh’period of time
to make a change happenf" \Ohe-pafticipant agréed that theme
is a lack of reinforcement accorded the patient but feel
- that it is still the patient's respbnsibility.to follow
through, but acknowledged that some patiénts are able to do
this better than others. Patients must be true to
themselves and feel the effort is Wofth it. The'question is,
how do you reinforce individuals that they’are doing a gbod
job? |

Support systems may be severely lacking in the
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patient's life. The pétieht,may be on their‘own and there
is no one to take care of'them‘or‘check in with them. A
,sdlidvsupporﬁ system can provide alﬁatient the drive and
moti?ation to~féllow through. In SQme cases though, the
support systems that Would normally be available to the
patient may‘have "embiﬁtered" feelingé:t0wards the
ihaividual;‘ “Thé driving feeling is thatfthey did this to
themselves and now they can live with 4t; Othersbﬁéy have
negative support‘systems'which vreinforde the patient's
negative habits. Anéthe; interesting comment made by one
participant was that "many times if you are seen as nén4 
compliant, people'will brush you off. YOu have already been
"x'ed" out sofwe'won't wérry about them.  So‘peopie'have':
these vibes, an attiﬁude égainst you. . You think, 'ok, I
wén't go back;? So ﬁany times'it is the way, we as
prdviders, have our}notions; or our biases{‘_We may not even
realize it." . In addition, if'thé health care professional
jis the only support system thé}patiént knows, "be it from
 ethnic,'socia1 or.gender iimitations, then when we are taken
oﬁt:of-the picture, the patient's drive‘or ability to comply

is greatly compromised."
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A lack of education en.knewledge ereates barriers to
compliance; This can be the responsibility of either staff
or‘the patient. Health care providers may attempt to
educate the patient but many times they do not have the time
to spend with patients‘to ensure they have a full
“understanding of thehmaterial. ~The patient may go home with
one understanding that does not align with the ofiginal
information given which can contribute to non—coﬁpliance.

If a patient is illiterate and not able to read‘er
~understand what staff are relaying, they may become confused
or forget and won't go along with the regimen because it is
of no use to them’and most are too embarrassed to let you
know their defieits. Some patients have learning barriers,
cognitive deficits that limit their ability to process,
understand and retain information. Other patients have a
fear of authority figures and institutions. This type of
patient is not willing to listen even if they are able to
understand the informatien. Lastly, some patients may
expefienee a health crisis but wnenvit is over they feel
Heveiything is going'tg be fine and they can resume their

normal lifestyle. The patient feels they no longer have to
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take their medicine or alter their habits. "They don't
'recognize-what caused the problem in the first place."

Cultural barriers may serve to limit compliance.

Cultural beliefs can dictate how patient's function within

their family unit. It may create a "codependency" type of

‘situation where other cultures may promote more

indépendence. There are differences within cultures in

"how

they care for the sick, how they care for the disabled and

what expectations they place én the'sick or disabled
individual in the family."

Oﬁe participant stated that in some cultures the
females take céfe of everything and so the maies do hot
‘follow through} Prbbiems ha&e also arisen when an
examination is scheduled for a wdman'but because of her
cultural belief, she is not supposed to exposeiherself;
one situation, the husband would.not leave the room for
shevwould be exposed or sémething wguld happeh to her.
Other cultures have “nativevor faith:heélers,ﬁ,.The
individual is permittedrto see a'medigal doctor iny is
cases Qf severe’distressf The_doctor gives the patient

certain instructions for aftercare and it may not fit in
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_with'the patient's way of.looking at their illness. This
'createe a conflict when the petient's‘culture dictates a
»cohtraryi regimeﬁ.e

We are a multicultural SOCietyf therefore language
barriers.exist. Although the hospital has.anfiiet of staff
interpretere within the hospital, and use of a phone system
that has interpreters available, problems may arise if for
some reason there is not an interpretef available or known
for that language. Sometimes an interpreter with limited
language skills may not be able to adequately relay
information due to the inability to define particular
meanings in that language or due to a different dialect.
Onevstaff member stated that sometimes meanings can be
completely reversed when trying‘to interpret information.
Also, beceuse information is given mostly in English, health
care professionals use medical terminology and "just a level
of language that a lot of patients are not -familiar with.
They are not familiar with the words, the syntax, or the way
that you say things so they don't understand."

The ability to comply also depends on the patient's

financial resources. Limitations on financial resources can
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ereate an enormous burden in regards to following a regimen.
This felates to those patients who also have no insurance
benefits or insurance that only covers a portion of what,is‘
required. Special‘diets and treatments,-laCk of
tranepertation to appointments and monthly medication bills
can limit a‘patient‘s ability to comply when financial
resources are in shertvsupply and when they do‘not know who
to call for help.

‘Follow up care by health care organizations is also
monetarily driveﬁ. When the-patient traﬁsitionsdfrom in-
patient hospitalization,to*home;xthe ability to provide
adequate home health and out-patient care can be testricted
when organizations must operate within the scope‘of
reimbursement limitations. Sometimes the patient is
discharged from service, "basically to fend for themselves"
when their insurance benefits are exhausted.

Many of the patients‘in the hespital are elderly, thus,
age and physical limitations'become a factor in compliance.
These two variables can decrease a patient's ability to
understand instfuctions. In addition, their vision may be

reduced, or their hearing impaired. Other patients are
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eithéf‘wheelchair or bed bound.‘ Qne patient relayed to a
‘participant, "I'm too old, that‘s fine fbr a young person to
‘exercise but I'm old and.itié»nét going‘to do me much
beﬁefit." Oﬁe'of fhe‘greatést issues facing elderly_ 
patients is the realify‘thaﬁ bééausewof.their age, fhey will
never be.restqred‘td the futhiohai-levél fhéy once knew
xwhich can lower their métiya;ibn. 

Feeling ehtitled to health care was also a barrier
ﬁotéd by one participant. They addressed this fact by
saying, "there is aﬁothér'element,to nOn-compiiance, the
overriding feeling, even in managed care, that health care
is a right and that we aré entitled to it and it should be
provided for us. There is a‘laék of personal accountability
andvfesponsibility for ensuring that you're getting the
things that you need. So, there may be some resource driven
reasons but I still see under the advent of managed care a
lack of personal accountability} my health is my
responsibility, I need to pick up the phone and find out
where the resources are that I need and how I can tap into
them, instead of waiting for someone to recognize that I

don't have the resources and find them for me. There needs
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to be more pfo?aCtivity on the patient's part too, to take
that1responéibility7for:what they know is in their best

interest."

 Question 4. How does'staff relate to a non-compliant

patient?

The attitude‘Of the health care professional toward the
patieﬁtlmay help‘to ingrain or promote a level of non-
.compliance. Many staff members réspéndedvnegatively toward
patiéntsﬂﬁhey considered non-compliant. Patiénts‘were
profilea; labéled, ignored,vgiven up‘oniby.staff, given a
bad réputatiqﬁ due to repeated hospitaliZations, seen as
‘ﬁnmotivated, written off or “disposed of". It was stated
thét some staff just don't care. A few staff have become
frustrated, irritated or angry and at times have become
confrontational with patients, instead of trying to find out
what the problems are. Others become disgusted and don't
want to deal with thé pétient. They felt it was the
patient's responsibility to comply? th$t it was their life. .
Oﬁe’pérticipant stated that some hén—compliant patientsvcan
bé’manipulativej‘so they may be giving you lip service by

listening and saying they want to get help but do not have
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vany.intentions of fo1lQQing tﬁfoughfulfhis attitude gets o
’carried over tévéthér7staff and therefére they may not do é
full asseésmenﬁéf;the.pétiéntOr'develop a prédisposed»idéa
of a patientvwho is nOn;combliant;',One péftiéipant staﬁedf
,v>that Whén'thié pictpre_is ﬁainﬁed in your mind, yQur-doing
an dis-sérVice to thg‘patient~becéuée that patient has
élreédibbeen labéléd. |

When a patiénﬁ is encouﬁtéréd, at least initially,vthe
staff'person may haVebﬁfoﬁble sepafating:theméelves from é.
hon—compliant patient'é fespénées and they mayvget aﬁgry or
frustréted. ‘This ﬁype of attitudé cfeates a barrier between
thekpatient»and»the.healtﬁ care provider. It wés suggested
‘that»health'café professidnals do a self evalqation whére
the situation>Can be looked upon objectively and where the
‘staff person canﬂrealize théy need not takg it personally.
- In doing sé,‘thef may_be.ablé‘to"iSOk‘at;ﬁﬁé pa£ient and
evaluaté wh? they are hbﬁ—éompliéﬁt;“} -

"Whén youvhavekafc&ﬁsiéténtiivﬁoh;éompliéﬁtfpatient and
you're spending ybﬁr:time‘and energy trying\td help that
persdn and you're nétbgetting ény coéperation,it's'ﬁard for

staff'to‘deep on trying. All in‘all, what generally happens
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iﬁith'é néh;c¢m§iiéﬁtpéﬁiéﬁt;iié £hé héaltﬁicéfe>;ystém,

iéither indiyidﬁal‘pieéeé;of it;fs? the wﬁOléisystem in"ﬂ
 ,¥geﬁeral; jus£‘QiVeS u§ 9n th¢ﬁ éﬁ§i£héY1§¢t*mgygd»frqm pié§é

to place and everybody looses. At some point they are going
'fo.éefblost ih'ﬁhé éyétém.ﬁ,'  | R o |

‘>There.ddésrﬁot seeﬁto_beenéughin&estment.toward"::‘

| understaﬁdihg the non—coﬁ§iiapt'pétient.‘ﬁon4¢ompiiéncé is'
 Vefy‘inaiVidué;i2§dbut‘wheﬁ a éatient haSjrépéatéd“
hoébi#éiizatiéns; a reciprocal*reaétiqn can.dccﬁr bétwéen_;
thé batientbaha‘heaLthbéére’profeséionél.«'Azle#él_of'non—‘
;‘cqmpliance.éan deVelQp amoné.thestaff person Qﬁéréby ﬁhey
do,nOt.try as.hardptolcreate~chéng68 in the patient._ "Staff
a?e just trYiﬁg tQ do,théir;jébfénd thé §étien# anjt let
.thém; VeryvselGOm wiil avé£éffv§éfébﬂ:éﬁe§ in andfgb‘the'
extra mile to help ﬁotivételtheﬂiﬁdiﬁidﬁal to‘g§ oﬁlﬂ; For
gxampie, “alpétientvcome‘iﬁ‘and’they'are not_suppbsedvto
'}smokexaﬁd they havé Been in_6 orT7 times.dufihg:the year;

There:isﬁ'teven alduéétion»thatithéy are'éilowea tQ'go”;
‘an§Where‘théyWaht;“ﬁo one eyén‘diséuéses it aﬁy@éfé.ﬁ
Oﬁé«pa;tiqipant statedtﬁét ébme non—cdmpiiant‘patient$ 

‘may bé ahgry,and'it may téke awhilévtOggét paSt)what they
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are angry about to make any difference in thgir>ability°to‘

Cdﬁply'and the staff_doesvnot,have>to‘@ime]qrﬁtheipatieﬁce“

| ‘-:Vtcl};--‘ walt .
Vi€ f"People,‘unfbrtunateiy;V%fe_hgrg-fQﬁ;B?hgﬁrs{,;just let
':mefdévﬁy jobvand gd‘hémé'ff Then'phé~n§n%c§mpliant patient 
sfails throﬁgh;the craqks becaﬁsé‘ofvthe 1a¢k of drive on the
’étafffs behalf to'motiQAté the'paﬁient:to identify the
causes.dr,feéséns férvnoﬁ%¢5mpiiancé and attempt_to‘resolve
it |

In additipn, explOring the'rational f§r:non~comp1ian¢e
mﬁy,uncover facts such as When a patient has been
hoépitalized‘4‘§r 5 times, and you pefcéive'thiS'patient to
be non—Compliént, then you diécbver that they can't pay for
their medications. fThé‘i59ue of’non—ébmpliance could have
been reduced or resolved hadbs0meone takén fhe time to look
into ﬁhe patientfs situation on the first wvisit.

EQen though some‘staff are biased tdward nonFchpliant
v patients,rthéy attémﬁt to commuhicate with them the best
they can. Staff‘documént their‘interVentions, éuch as‘the
'patient's response to the intervention, the encouragement

given to the patientvand family involvément, etc.  One
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participént added that‘occaéionally intervanﬁiOns aré
docﬁménted,iﬁ such'é>way'as'to méke thei? péperwork.look
.géOd'Wheﬁ in‘f§éii£§staff,did-nbt do anfthingafor_the
upafient. det.eﬁéh with‘the #eét_intenﬁibné;in#erventioﬁs
qahbé hampered depéndiﬁg»how aggreséive thé»docto# is_in‘
 imb1emen£ing_whatvis being récéﬁﬁeﬁded. If théJGOC£or is
‘éggreQSiVe in hiéftfeétmentvépﬁrqaqh;kithéfeuseems to be a
. more team“apprdach in,;géraﬁéngigﬁe_éﬁéffi  ﬁBut;i£ the
: d§ctor'is passivé;“’Wei1, Mf.lsmitﬁfié kinda‘iikeithat';
théthr,Sﬁith,ﬁénas to be treatéd}ajliftle less assertiVely t
fthan somebOdy the ddctoriié a liﬁtie moré focuéed on." In
ﬁther wordé?iStaff become f"laxﬁ in theif attitude toward
the patient.
Other participénts felt ﬁhat s£aff relates wellvté nonév
‘ compliant patients. ;"They rélate bétter‘to a honecompliant i
‘patient than a Cqmpliant one in meetiﬁgrthéir demands, but
it is the attitude~of those pafients who are non-compliant;ﬁ
They stay nQn—compliant'in spitéﬂofball the repéated
instrqctions and'repeatéd hospitalizations, ﬁothing,chanées.
 Some patients are then asked to discuss the iésﬁes with

~ their doctorfif the patient and health care prbfessional
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cannot reach'ahiééreéﬁen£7v f

vEmpathy amdﬁg'étaffvwas'élsoﬁvoiCed;b Patienﬁs mustvbe’
seeﬁ as pebpierfirst. ~“Wheﬁher,they5¢ompiy.of not; we are
professionals éndxwé,ha§e £§ hélp £hém.“ This'may.fequire
staff tobbebmorefinﬁehtive in their approach with the
vpatient to wo:% fhrbugh'éertain issues. :"If thé patient ié
never able ﬁo go“téitheirvdoctor appointments,'ahd we find.
oﬁt it is beéause;of tranéportafibn, theniWe wil1vtry to
»arrénge transpértatioh.¢  étaff mustirefiect anthe reasons
they\think_the patienﬁ is nQn—cémplianﬁ aﬁd theﬁ discuss
this with thé patient.  This;entai1s the heaith care
professional "to takelmattérs.objectively and try"ﬁo
maintain a calm”bﬁt,firQVéttitﬁdé;"“ShoWing a Caim'and
confident aﬁtitude'makes thé‘batiént more comfortablé)which
may reduce non-compliance.

"The idea shduld be to challenge non-compliant patients
to understand them better and'when you can understand Why
they are non-compliant, tfy to wérk within théir limitations
and be more accepting‘and lower the standafdyof how they can
comply."

Education and communication skills were seen as way
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‘towards reducing the occurrence of non-compliance

'  This:waé_ﬂfi*"

accomplished in different ways. Staff have been seen to

'erk oﬁé;0nuohefWithfpaﬁiéhté;JgiVing pafient$ advice[f‘ﬁ3‘U;v ‘ﬁ

JjéYmpathizing With'patients;zéhd}réferfingipatients;to,~~9> '"

. fe§ogrc¢S withiﬁ:thé ﬁ°éPitai;,{Q;:-‘"'
.; Oﬁévpé%ﬁiéipaht{étatéd:#haﬁ éOﬁetiméétiEitékes:é ﬁum$éfl;»
_‘éf ?iméé'éha;a nuhber1of qiffégéﬁ;fpeépie}énd é nume?;ofi:f
jdifféréﬁt éppféaéhes tovgéﬁ‘ghé1dpé staff perS§ﬁ ﬁhat
fiﬁali?'ciicks Qith théﬁ-pétiegﬁ;;that“makgg,them realiZe
.that it'éiOK tbmakéléiéhangé éf £hét it'sbtiﬁe:fér‘théﬁlﬁolk
makeithatchéﬁge. Giving{ﬁﬁién tﬂeﬁ méy Bé th§t.ﬁime When
 tha£ pétient‘isbréally feaéthLﬁ%;ef£h§£ éﬁéﬁ;é?;' v

'.Léﬁgth ofysﬁayélsé,wééiéééﬁﬁdiﬁavgwéﬁ,iﬁ§é§t §nlthé
health'care'professibnals éﬁilif;tb édﬁc%feithe’bétiént.
Limit¢d>stayS in:thé'hospitéi fedﬁcé‘ﬁheéﬁéuﬁt §f‘time
staffyﬁavé to:educéte patién;$. étéffat£em§ttQ prOVidé : 
xpétient51withééfmﬁch»informéﬁion and education so they will
”f§116w ;hr§ﬁgﬁ. --‘

‘ Pétients may bé‘wb#king against;limitétibns thétvstaff
"are nbt‘aware-bf.l‘WOrking Wi£h péﬁientS‘tQ find oﬁt if>they

‘lhad‘received'appropriate'information and how they were
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infprmed during their lastvhoépitalizatiqn‘helps’SEaff‘to
ielate to a patient on theirilevel; Patienﬁéfare given a
‘lbt of critical infOrmatidn~th§t theyiarefégééétga to retaiﬁ
:When‘they are dischéfged‘frémfthéQHOSpital;’f"HOW can you
retain sOmething in yéﬁr loﬁéTte¥m ﬁemory.thaﬁ Has.only beén
 :éxplained toay5u iﬁ ?iminﬁtés?ﬂ It Was-SUggééted Ehatvstaff
‘«need to'break down informaﬁioﬁ into a siMpler~f6rﬁ,b
vaccording to.the patient's ieyel»ofkundersténding;  "Maybe
what we‘are trying tb teachis»ﬁéévcompieg;ﬂl Staff need to
exgﬁine whyrﬁhe.patient>was non—cOmpliant dﬁ?ing the
admission process to-get é béttéf_picﬁﬁre inéheréxthe
bétiént éémes-from, theif’pefsonai iésﬁééaha;hoﬁe-life.’
"We don't-ﬁave any idea What.Life,iSfiik;?bﬁ.théﬁé£he£ Sidé'
_fof.them,ﬂ -Staff, és a.team)’needto bé1ab1e ﬁo ask‘
#hemselvés‘"Whyﬁ'When,fheykéﬁcéuntéfﬁa nan¢ompliant
vpétient.‘ .

| 'Staffbalso‘uSéfnetwdrking With'othérfstéff,ér'the_ 
'patient'slfamily or‘caretaker as akwéy to éffeqtivély deal
with'patient issueé. _Wofkiﬁg with the faﬁily or caretaker
'heips the;staff.tdubettér ﬁhderstand whét the'patienﬁ likes

or dislikes. They éan~gétvafbetter picture of what works at
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hone or what has vorked in the past for this patient. This
 “historical perspective’ allows staff to look for other ways
to conmunicate ox help that patient work through some of the.
 issues. Goals can be set when there is cooperation between
' the patient, health care professional and family member or |

. caretaker. . .

oot o st e, et i

| there have been a fow tines when a murse has said to her,
Heve." ‘This individual staff member had a lof more time to

" pend with the patient to be able to get past what all the
Bareiers verd that were causing the non-bomplisnt behavicr.®
Another participant stated that some patients are prejudiced

"jfaﬁafdofnotzﬁfﬁéﬁ?ééfféiﬁfracééfi;This'baiticipahtfwéé ab1é"51

. to féék someoneofthepatlent's Own ‘-ra‘c‘e_,.‘i‘helbifar}d ‘the |
“'5Péﬁiéntfdidiﬁéﬁ{5;v§f;5§fg¢§§i§;$£é-aﬁ@égompliéa“ﬁiﬁﬁl#hé£7 7f7*'

© procedure. - .

. Non-compliance may create complications for the

 patient, especially in the long run versus the short term.




Meaical problems can.incﬁgésefﬁhqﬁ fquire'féé&ﬁissions to
‘the hospitél; mofe tesﬁihgjaﬁd $ﬁfqeriés} Déiays‘in the
ehealing process’maY'occur,Which ¢6iﬁcid¢1Wi£hmalnutrition,
incréased morbidity and»@ofté;ity; anaﬁdepréésion.' Diabetic
patienﬁsvare,aisoathébeéiai.risk.” bﬁé‘ﬁarti¢ipaht3tated
diabétiqs have ffeqUéﬁt'admiSSiQns;andt%benTthey.dQvﬁot
control their diéeaSeby:médiCatiQH;they;ééﬁT Sﬁffer
éomplicatiéns of hypérgiydé@ia(1Whicﬁveﬂtailsworsening 
‘v‘is_iqn. or blindhese‘, fcv_;'tiab'e'tf’ie" ret _i‘ne_paghy ;o .kianeyjy failure
requiring | qia-.iye 1s | .eﬁpﬁtetioﬁ of | iimb‘é decreased e'i__ier,gy |
‘1evei dépressioﬁ end‘déath.}:ﬂIﬁ'éa‘spi?al;ééiﬁé déﬁn>
hill;":e , , « . _ i

_ Sometimes a‘batientfsvbehaVidgﬂiSQa"péfﬁ,of their

L‘overaiilmakeupfand nonfcdﬁpliéﬁ¢e iiS€;; oice that they are

'making.‘iBgt.Whgﬁ:‘patienﬁsldofhiggmaké-” gféffdrteﬁqemake 3
changésfin“théif life,,there is éﬁdeeff;oﬁ“éffec£:ith,, ”

their personal lifé,~ Emdtioﬁalqﬁrqbiéﬁsfafiée}?faﬁi;y life

and their joblﬁéY beiéfﬁécteaﬁxﬁi

educate patients‘so;théy'd@fﬁotjcdhtiﬁﬁally:end"up ba¢k'ihf‘

‘the doctors officé“bﬁfﬁhe“hdépi€a1Q LI




Another consequence of ndn—compliance is the way in
Which staff relates té the patient. Staff develop an
“attitude"vtoWards these patiehts and they do not get the
cafe that they need; If patients do not cooperaﬁe, "staff
does not have all‘day-to play‘éround" with the'individuéi.'
These patients are encouraged to discuss these issues with
their doétor. With régards to the elderlY¢ they face
increasing dependence on the health care éystem} family
members or Othér people;’ Staff may be seen as‘ﬁot complying
with the needs of this population.

"Our focus is very selde with regards to pfpmoting
that independent lifestyle that_the elderlyreally'need.
This aspect of their care is fréquently ignored. -Our
education is focused on how they need to do everything.
as opposed to how they neéd to remain independent."

There will be conflicts between patientsband their
famiiies. Patients are continually being told something
they do not want to hear and do not want to do. This can
produce conflict within the family. Family ﬁembers or
caregivers may become "irritated and discouraged" in dealing

with the non-compliant patient.' This can create alienation
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bgtwéen the.patiént andlfamily;_véonfliqts also arise
‘between stéff members'éégfa;;éé hpw ;hé ﬁreaﬁmen;~p1an is
céfriéd.out. Staff membérs?héve differéﬁtﬁap?rOQChes in
‘feiaﬁing to patiénts wherebyvthe patient ﬁay~ﬁeact ;
‘differently to certain staff members,‘compiyingvto one
afequest and not fovanother. Staff.may also question théir
own integrity and become.frustrated when théy.attempt to
educate patiehtfs but they keep coming back.to the hospital
fbr the samé prbblems. "It's 1ike'you're»teaching them
sOmething but you think you are not doing the right thing
because théy are not following through. The staff may think
there is something .they are not doing and that is why the
‘ patient is not getting,better." This can create a sense of
failure within the'staff person.

A lack of suppdrt from the medical community, the
physicians, and hospital staff was also seen as a
conseéuence of non-compliance. "Why should I care about
this person that doesn't care enough about themselves'to‘do
anything about it'and so they get abandoned, to one degree
or another. Méybe not flat out abandoned but they don't tfy

as hard for this person that doesn't do anything for
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v» themselves.“ Lastiy;.one_participant>Steted-that»non-
eompliahee‘caﬁses-an eroeien iﬁ,the health care system; it's
3baSie‘mission, ebjeetives‘and'goals.
'FiﬁanCial ceneeQuences are a major issue. Taxpayers

" Jﬁust essume[thetgreat finapeial -eost;wheﬁ:batients do not
follow theiréregimeniNeh;ggmpliant'éetients'become a
bﬁrden onbthe syetem wheﬁ they'areireadmittedhto‘the
H”hoepital or aretcentinually seen byvtheir:doctor.for the
esame probleﬁ. vHoepitals‘maybe penalized if patients are
admitted to a'eoh—eutherized'hqspital;'Theymeysﬁffer a
 reduction in peymente or the patient”may have to pay a
‘vjhigher'co4pay or‘deducible. out petient services have had
- to work With‘insﬁrahce eompanies to‘extehd their coverage

‘wheninonecomplianeevis en.issue. When patients are non-

gible for services, it
e v ’

Wt

becomes abandQnment if the patient is still greatly in need

“compliant and are no longer eli
o -

of service.

~Financial restfictions also beeeme aniissue when the’
patient does not chehge their lifeetyie‘in order-to improve
| their health. ﬁAll of a sudden now you can't doiwhat you

used tO'do,itYou‘might not be able to provide for yourself
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 f1hbneipartié¢pant5£éiﬁfthatqno

~excellent care. They come in "

~ is continue with their non-compliant

' <Whilefthey aré Qétfing;ﬂfééthingf
candy while,theyﬁafé géﬁiiﬁg5fﬁéi 

,;social‘workér ta1kéHto them't5¢trYfaﬁd“hA;p]thé@,with their

"problems,”thé,dietiC£ah”goes?éﬁdﬂﬁ,.:émﬁdfthgmﬁaﬁpntvtheif”;”

problems, and if the patient has pulmonary problems, cardio

‘vipulmonary talksgtofthem, »But ﬁh¢y{ape,st;_lkhén?cpmpliaht*f4 :vj

| and are ndt' 901ng tO Change" g I. '

Question 6 _What are the benefité?of“noqgcompiiénéé?';}?fJF

”‘ ﬂThis-wasga‘parﬁiéulariyvintéfest“ﬁg{dueéﬁiQn‘as?ﬁ'f"'
-:parpicipants‘at,fifsfgappearéd;puZEléd@;Bﬁt th§nfmany weré_f~
able to,focus~Qngthégtimeé-they haVeebééngﬁthcbmpiiant‘énd fL** 

felaté"these benefits to thefbétiéﬁts‘théyyééfVé;v*' ¥“

~Aiminofity,bf'participants:fglﬁ thatfﬁéﬂ?édmplignceiwas D
 ih§t WOrthyfbf aanbenefits'uniéSQ,ﬁiﬁ?théQend,'i;vwaé}able7ia;_'

1ft6 turn-the‘ﬁatiéht”aféund,forsthéfbgtté?3 QQpewpafticipant” 
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hh.stated thetﬂnon eompllahce‘may phsh the patlent te‘the werse€

”feﬁhey can get Wthh w1ll flnally wake them up”ahd hcfeate;fe}f;‘:
“motlyetlen to’chahge i Another part1c1pant stated thet

. indiviéueiehshehiahcere; ahd;if_theseh;nde§1deais.were"

‘ “éa‘r.ii‘lg people »t':hey‘ﬁ would know they were ’rv;_c:bv.r.i'—peerﬁp;l;i.ar_it and e

‘eware ef:whétFShou;d'hayé beentdoheiehhthéiﬁipaitgh o

Petiente ehould_beedueeted’on'theif e§tiohehfef h:

'treatmeht‘endenlthhen'they:6pt.t6idee¥}ﬁe;alihoptiehe' H

'presented;eana eohtihﬁe'the\teedgtheYhape;Qn;hghQQ1dfthey he‘
cehsidered honecompliaﬁt.V”Qnefberticipant‘Statedgift*

B petients>are’preeented'with eniYﬁoﬁeh0§tien; ahd‘tola‘"this.
'lieewhatuyeu have to‘deﬁ‘aha'theYdecline;this shohld'not>be
.etermedvnen-compiience.jhAlse[ semehheelthvcereeprofeeSiehals:

yhave not takeh the'time;te‘iietehte:the patienthWhen they

3 declihéhé treatment) medication,etc;(,ahd beeaﬁsehofthis
are quickiyflabeled nQneCOmﬁliant;ee QppeseditO[ehA ‘v
indi&iduel'whotkheWs.ahd'uhdetéténds:QhathiehbeSt'for‘them;
"That patieht[injrequihg’to fellewlaoeterks.orders or
tfeatﬁehtsvis besiceily vloekihg'eutfefthewell being of

;themSelves." |

A majority offpaftiéipantsvfelt‘théthneneeompliance{wass
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a way that patients were ab1e;tojtake‘Control,overfthéir
illness, "to doctorifhemSélVesﬁ'versuS giving up control to
someone eiso. It‘wés é‘deciéioﬁ'based‘onué‘oohtrol or
power issue or invsome situations, to.tryfother treatmént
.alternatives; ' Tho domain of alternative medioine was -
discussed as an»afoa Wide open for the:non—compliant
~ patient. ,"There aro-aitérngtivesavailable now, whethér_
kVtheir effioacy and'effectiyeﬁess:are proven or not proven
»bocause the motivations behiﬁd non—compliaoce is one of
_éuthority and contiol issﬁes.j.So the fact that they make
vthe'ohoice for:any avenue‘for'assistance is é positive ohe."
‘Oneiparticipantifelt thét pétioht's éoould always have a
choioe accepting a tréatmeﬁt-OPtion, but ﬁhenﬁhafe'to be
- okay with their choicé»and tho oonSequences it may bring for
ﬁhemselves and whom évéf éise thio ohoioé may-effect, vAlOng
‘the same lines, it was voiced that'patients Who desire
alterﬁative'treatmoﬁﬁs should always disoﬁés this with a
health care brofessional ﬁirst‘to makebsﬁre that it isia
viable optioﬁ.

Non—complianoe was élso a?way to hanipulate an

individuals family or environment,through their illness. "If
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e»gnyou don't have that 111ness anymore You mlght not have a 1_qff”

l-dtool to do the]manipulatiOn you want.tofdo;i SomebOdY thatl“n'””

y”;has trouble breathlng and everybody panlcs when they Can't7y“~’

‘r,‘breath 1f they glve up smoklng and get healthy, they no

1f{5tlon§erlhave controlrover others aronnd them wherehevefyonef_).
ha s I b 5.0 I s, she i i
" continus ‘their Yhabits, Vices, ‘and inappropriate 1ifestyle . ..

*comly with reginens. arcicipants fole chat pasients

nshOuld'voioe”oultﬁral'oonoerns;they have with?Staff-to~teSt B

~ the validity of their beliefs. For example, one participant =

~ shared that there was a child who was diabetic and their =

. parents wanted to have this child drink carrot juice which

| they believed would control their child's blood sugar and

:;ffmaké’thé7diabéteéi§6"aWéY;ffThisfwas:not.a“viable‘Option.andf”dd

fstaff were able to educated the parents on approprlate‘:

Jlffoptlons Thls 1s also a way to challenge staff and study

,Ltumore of whatwthey are deallng w1th It-glVeSWthem,more
| 7fexPerien¢evto.deal;wi;h.a diverSe‘POpﬁlétiénfaﬁd7:

_ personalities. "We cannot always have patients that agree -




”‘to évérything.ﬁ

Anothé; pér£i¢ipant,stateavtﬁét ndtéil:recoﬁmendatiOns
are good):sé_non-compliance,may bevavgood.ﬁhing;fat least
tempofériiy;if,it allows ﬁhe patiéﬁﬁ £6 makévﬁhéir own
 decisiQn:b§ ésking more qﬁestions éhd théﬁ;in"fhé léng run
_be more complignt. .Ofbthe patient‘maY£ina bﬁﬁ that they
vweré giveﬁ the wrong information or‘neW informati§n abbutka
certaih'tréétment was discoyered that‘WaS“aétually
»detriméhtgifto a person's heglth: 'FérfGXample; one-
participént‘discussed ﬁhé infbfmatioﬂ"fﬁéﬁ came out about
Pheﬁ/Phénf Non—eompliance'would‘ha&é been a benefit for a
person_who declined to.take this dfug,.cNon—compliance may
also benefit thoée patients Who are veryiwé11 ré$dvand very
understanding of their‘diseasé”pfocess. They have é well
founded understanding of what Wmédicétibﬂs; treatment
modélities or protocolé are moétvéffective." "Doctors and
nurses are not 'God', they dantValWayshaﬁethéright
,informatiAn}" ‘Iﬁ additign, odcagiohallyvhealth cére
professionals will see an-éqceiefatioﬁ‘invthe.ﬁealiﬂg"
, process~becausé restricﬁioﬁsiha&é:bgén téo étringéﬁt.

"I think it takes a very SQphiéticatédf educated
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persdn, very kanledgeable aﬁd‘ih.tuné with.theméelVeéf a
different kind of personali#y to_héve beneficial kind of
,ndn—complianqe; Thereiméy be'ﬁhoseéedple:that>éan
rergnize Qhén something thatvhas_been tdi& £§ them is'nbt
right. HOWever, ih-the case of physiciahs Wﬁo are.the most -
knowledgeable in‘oﬁr.healthcafe system, they ére-the.Worst
patients in the world." | |

6ne pafticipant sﬁated,they‘wefé‘more*of'é;neQOtiator>
than‘a hon—compliant‘person:‘This person disag;eeS‘With the
health care professional on the front end and together they
come to aiconciuéion as to what might be-best for their
health and what'willyfit with their lifestyle. Thereforé,
‘the doct@r has their agreemeﬁt that they will follow throﬁgh
wiﬁh a regimen. They have been proactive with their health
care. : |

Patients may benefit from being non-compliant whereby
they"receivevmore attention from health care professionals,
‘but it was noted to be negative attention. With this in
mind though, staff may be reinforcing that behavior.

On the other hand, staff‘may ignore patient's

complaints which can lead to major complications. One
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participant stated that non—éompiiant petients were an
itritation to the medical staff. "In a hospital
environment, you get rid of the patient who is a pain andia
hindrance and_eve;yone feels relievedwhenvthey leave."

Teaching approaches by etaff are chalienged by non-
'compliant‘petients. hThis'type of petient.gineshstaff an
opportunity to‘get in there'and»get to know the patient andv
work through the iseues.and‘tr? to work as a team to'meet
the needS‘andﬂbe-better in the future in handling issues
that come up because they have had to work through
situations. '

"When‘we:take timevto listen we cannfrequentiy address
the issues that are'there and identify the resources,
_support éfoups,‘and otherbelements that would be key}in the‘
patient's success."’: |

One’participent Stated‘when they wofkvwith patients
»with regafds»to'oxpgen tteétﬁents;_the foous is on the fact
.thet the petient-Wénts to be independenté they Want tovdo
the things that'they need to do;i"So this;oxygenntreatment;
this'cannula aronndfyonrfheedhot your€face‘iefnotnto tie’yon;"

to home but rétherttoiget them'out-of the house so they can



go out tb dihnef'With  their‘hQQband, wife, family, or
¢hildren,vor fiy‘aércss the country and do more than they
have done in the past dge‘tsltﬁeirjdiSeéseﬂprocess,u

Organizationsvméy 5enéfitﬁf;§ﬁf non-compliant patients
on the "front»end" in regafds ﬁo capifétidn. Non—compliance
bmay help thkeep thé patient'é»care prdfitéple because non-
compliant patients,dd'not>ﬁake éppointments, do not fill
‘presciptions étc;, thereférebthat is not mdney coming out:of
" the system. But what‘happeﬁs is that this pétieﬁt ends up

hospitalized and costs much more on the "back end".

7. What are Séme'proposed soluﬁions.té nonfcomhlianCe?

A major theme'that»was‘discussed‘was that health care
’professionals needlto have a better understahdingvof what
' ,the patient's life has_béeﬁ 1ike. Taking:the ﬁime to sit
down with the patienﬁiand do an inténSive'aéséssment mayf
uncdver baquround_informatién that is better uncoveredbin
thé beginning of their‘hoépitalization, rather than shortly
befofé Ehéir discHéfgé and fiﬁding 6ut.£héy,canhot or will
not compiylWith thé regiﬁen, 1Lack of transpofﬁation; no
1phone>or jus£ Wanting the-épébfﬁﬁnity tdjcare‘for théir own

needs may be obstacles professionals face. Financial issues
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ma? also play a‘role‘in-noﬁjéompli;nce."iffstéfffexpeéts a
‘diabetic‘patient to édheré t&-é I2QQ‘éqlo?ié.diét;ithen‘it
is'imperatiVe?to know that theipaﬁiéﬁfl¢an*0ply,affordf -
"beans, iard and‘flour‘tortillés"; ifbsﬁaff aré ab1e to
discover Wha; the‘issués are,‘whéf the patient;é HQme lifé“
.is like and whaﬁ is preventiﬂg £he patient‘tochmpii with a.
_ regimeh, it mighf be possiblé,tO‘lOok ét altéfﬁat£§é options'
that wéuld'wdfk better with ﬁhéir life'stYie aﬁd7increa§é 
“their abilitybto comply.‘,“Thié is what”we w§ﬁﬁEo.offér yoﬁ
and this is what would bé beéﬁ for»?ou,-butwﬁéﬁ i$ this
going to wbrk>for you?ﬁ

"I think it's-scafybfof-staff to cﬂange fhe Wavae
‘approach patients becaﬁse dueto’ﬁime cQﬂ§traints'and
patient load, we develoé a method that i$éfficient'f§£ us
and to have to changé'that‘methqd;>stop ahd’réa§ §oﬁething—
to take time to figure out what's going oh"with]the paﬁient
takes more time and energy and creative;thought,oniour
part." | | |

Listening to the patient is.kéybto;unde£standing what
the issues aré to non—éompliénce.  ﬁﬁst.ddihg 10 miﬁuﬁés of

‘basic care on a patient and~askingjSimple,QuestidnS”like“



"what works for you in this setting?" can yield infdrmatibn
that their doctor was ndt aware éf in yearé of caring for
rthis patient. When the patient can verbaliZe whét"the
issues are in their life, what they understand of their
‘illness, and whét has been discussed With them as a plan of
treatment, staff have a greaterléhance of_ﬁnderstanding
where the patieﬁt‘stands. Once‘YQU'haveigained.tHe trustv
and respect bﬁ fhe patient; there’is a posSibiiitY'bf coming
up with a new term insteadiof:nOn—éQmplianceféﬁd see it as
the patient's.chqice even if we do not agreef

” Taking a mbreu"passive or;sﬁbordiﬁate"'stance may help
to bridge 6bstacles‘regarding isSues of independence. -
Esﬁabliéhing.a‘"rébpoft"; while remainin§ obj¢cti§e,
especially‘With elderly patients>may allow sﬁaff to erk
.cioser to them and préVeﬁting them to othefwise "tuﬁevOUtf'
"what was being‘said.  Onevpafticipant‘felt-that some éidériy
have the mindset of, "I'm not goiﬁg to let that young kidv‘
tell me what to do." 'They‘weﬁt on to say that if we
approach them with respect aﬁa ﬁﬁderstanding; listéning tQ
theif conderns, frequently the issue of noﬁjc§ﬁpliéﬁ¢é:Caﬁ

be side-stepped.
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’"Stsff,sesds,toswork wiﬁh;tﬁepéﬁient on what the
‘ﬁossible thiﬁgssthéYisan do ES ﬁéipthsmsslves. We ﬁeed to
swork'wish'thespstient;svlimitatiOnssF’thstrmaybevthsy can be
icompliant witﬁ’sthings but.néﬁjWith 1b'thingg, Staff need
to be mqfe intuned withswhat’the'patienﬁ isscapablesf’ddiﬁg
to[coﬁpiy}s I ﬁhink the professibnal needs tQ'be lesss
.narcissisticsboutuﬁhat they think is best fsr the patiéntv
 and sit with them"and get pafticipation'iniwhat_is realistic
for that'pétient and sse ifstheybcan get their atteption.and
‘their ﬁeeds met‘in a‘ﬁofe positive»way."s |

| Using a team approsch; with asvariety of professionals
to dissﬁss thé patient‘s'issﬁes is well worth the effort to
provide the patiént with the care they need and also prevent
them from abuSihg the systém. .?fOViding ongoing monitoring
and communication to the patientvtq answer questions and
intervene when cultural or language issues arise may help to
reduce ndn—compliance. Multidisplinary rounds are key to
identifying'éﬁd deéling:with non—compliahcé issues;
"Generally;sih‘a grdup of 4 to 5 team members, there is
alwaYs‘one individual who has found the keyvto the prsblems

which are relating to the elements of non—sompliance. So if
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one person has identified the way into the patient's heart
e e raneing. i bt ik vith e Eabe of the”veamt
 this faciiisasan sveryons’s sbidity to vk with the paient
"v’iHéviﬁg péti¢h£vdarévéohfé;gﬂéé§ £hé£fa1iow stéffbtof'"
 dié¢ﬁss:is§gés;:épécifiéall§ ﬁheﬁﬁhe§7éfe nbtﬁékingfhéad
'WéY" wi#ﬁ;éipgﬁienﬁ}‘ma?hélpistaffft6 figuré éut ﬁewffV"
épprdacﬁéé. jéféating a.ffo¥ﬁﬁ;iémong‘pééré‘andproblémli_
'*=solVing tbg¢ther-hélés”to_geneﬁaﬁévnéw;idéaéf‘vif neéded;
| Qiééhéf health care préfessionéiéfcan bévutiiiéed that ﬁa&e
'i éxpértise.in ¢értain éreas; depeﬁding Qﬁ ﬁhe iSSues'
© involved.
Patients méyvtake‘an iﬁdepéﬁAentfstanCexiﬁitheir life,
an atﬁempt'tp be autonOméus andbéSsért theirvrights, 'They 
ﬁéyy?oiée ﬁheir'“needS-and“waﬁts“ aﬁdlﬁﬁisimgy'perééivedaé
. non4éqmpliance.v Thevbatien£.méy’not Want';qqomply,,feelingv
;vthey-will lbse ﬁheirindividualify,Or 1eV§rage‘With their‘
';venvironment.‘ Mentélillness'or ﬁheir emotional makeup mgyﬂl
Q‘be‘a factér in Eheir definanée.',dne'heaithicéré
professional stated theré'ié anaincréase'in»patiéﬁt's‘

, éigning'out‘against mediqal,adviSe;(AMA) on the 1st and 15th

97



'Jgfjﬁailed70ut;' They need to pay the ribllls, ‘so: in’ is case,;;

gef”theymonth‘beeause‘their1SOcia1hsecurity éheéks;hqvegbééniéy*

, 1f they are phys1cally able, patlents should be granted a

‘f pass so they can go home for a_couple of hours, take care ofﬁhj*.t"

vftheir’busihess,ahdvthehyreturnftogtheyhOspita;.ffThisijuld;;:fﬂ.1

'téiéoﬁbe;apprApriate if there]were ah.emergeney. :"Sipce‘thehf;:”'
‘law does not allow them to go out en‘aﬁpaséjfthgyf3ign out

/AMA and become non-compliant in spite of their

hh»cOmply;U‘HealthgcareypfdfeSSionals[cahnOt:Iimitifbarefor*
'Q>Wfite;these:individuaISfoff because,staff;perCeivesithemhtd"
. be non-compliant. 3ﬁweﬁmuSt'giVe_these’ihdiyiduals.

hpermisSithtO“be-thatfwaYieVeh if:thebheélthvcafef

:professienals:dd_notﬂtotallyfaeeepthit;ﬁ;N

Z;The‘heedtto impfoyejcemmﬁnieatien.dugmtof¢ﬁlturalﬁh .

_factors may\playfa‘role”infneh;eempiiahdeksyAskihgﬁavpatientle” -

‘to make a change”ithheif lifefthat iseagainstftheiffﬂ*7‘“i““

’should comply w1th a.mlsunderStanding]beqauSEvogv

ulture

'w@vaa culture says that fat people are desir



 and says you have to lose weight because it is putting

'iétreésadn'?odrbheart,;it7iSTnbt g¢ing'td?makeiahyféehsegtbufEn

them, so you have to get around that cultural difference by

© educating them on the reasons why this is so important while
zfecégﬁiziﬁé ﬁhéﬁ:thié culfﬁ;éiiiésﬁéxi§ imp§rtaht;;;iieiﬁ
R S°1V1n98k1113 m °rder to helppatlents reallze the
 benefits of following a regimen. It is necessary to fimd
 out what | thelrllfe style f 1s llke ‘and vindividualize the
benefitéifér £hém;;;;Usiﬁg?éfé%ﬁi§i£§;”ekplére Whyf££eiiré;  ”' ‘
having a difficult time and help them overcome those
‘f[prdbléﬁs oﬁ?éﬁ indi§i§;é1:5asis;fvThis:may:savé £iﬁeEiﬁfthé;;:‘ﬂ 
long run. One staff member suggested that instructions need
 £6 be-commﬁnidaEéd’by ﬁgiﬁgbﬁiétures;.if'né§é§éé?y;ZWﬁi§h ihM}
ﬁa&lhélp;tﬁqéé'wh§ ;énpo£_fé§d;¢f have a iénéﬁé§e B%%£i§£tlfffﬁ
 :f bﬁéipérti¢i?antfsfétéd;thé£ athhef‘kéyviss#egiéftdji' \ o
i rnadoe o e e e e e b 2
1 kn$w £hét ?oﬁ;kﬁdw-pﬂeyzéfe beiﬁ§'ﬁéﬁ#ééﬁéiiéﬁﬁwéﬁ§ Wh§t:::;w

”yOUr seéing as the nQn-cbmplianCé:issues;éﬁlehetherfthéy?.




";fw1111ng to comply W1th

’V{aregaWare*éflit! If a. patlent 1s not w1111ng to comply w1thd;e“‘w

ﬁ?dné”fééiﬁen, they may be w1111ng to verballze what they are“~7e

No —pompllance may also be addressed by educatlon

;Estaff;muStybededueated'andsaware*ofgtheﬁdifﬁe;ences Sjedf““

~ appropriate lang égej}wexdsfiﬁgthatViahgusge”"an ;wvaﬁfthee"u>



patient's priqritigs are -IWhét out¢6@es\ﬁd they'$ee —’and
how to‘biend their recsmménded’#reéthénﬁiiﬁto those
bpfiorities."‘ Thereforé, £hé abiliﬁyvtéidehﬁify non-
compliance, how to ask questiqns, create:and introduce
>$olu£ioﬂs and spending mofe time:with-the patient ‘maf‘help,'
in the educatién prodeSs.v Thisiﬁcludes fhe patiént's
'deCtbr‘who must speak with»the.patient sQ‘they‘can'
anticipate whatithe tréatment procesélwili.be. "If you
don't know whaﬁ's gding on and someéné'walks_in and starts
doingithingsvwithoﬁt you knowing, yoﬁ»will be kind of
afraid, but if the doctor explains what will‘happen before
doing a procedure, the patient will buy intb‘the program
more."  Another‘participant added:

"Have the patient verbalize and liét»thé effects of
non—compliande. Maybe that would maké it real for them.
Let's say you have a neighbor that has this situation. What
‘do you think-the‘effects will be, what is real to them as
far as‘the effects. Take it away ffomlﬁhem and have them
objectify iﬁ a little bit more and then turn it around and
say 'do yoﬁ realize that thisbsituation‘applies to you?' Isi

it important to you?"
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 Many participants felt that taking a proacti

in ordef*fo}prevent nbhecomplianéé'ié néedédb§vThié’wqgld‘be”ﬂj

R accdﬁbiished:ﬁhrOugh‘cgmﬁuﬁiﬁy pr6§£émé thatfaddféé”' ¢é1£h “ym

ve stance

”issues;HVViSiting SChoolfSiEeéjand_focu31n§ﬂ¢hvthennéed'tdyl;g,ff '

" take r‘es‘p‘’,ons;i'l')ilit'y‘'fO’r';or_‘.‘ge‘s‘l own Health neea_ﬁ}éhdféeéing':"
;tﬁis as a. process thfoughout,théfiiféfspan[Ethﬁééévoiding‘,

. major‘problems in the future;is5need¢dy*{Séni¢TACehters andi};

l“health é1iﬁiCé aréfalso’a target,for'ihVolvemeﬁE;“gTheré'i$ vr

‘a‘peed«to address issﬁes,such_a$ﬁqfﬁg‘éduqatidp;flifestyle‘; )

- changes and the like. In addition, self esteem issues are =~

;\én impbrtént fopic;; chuéingfpn_épécifiéissﬁéébiﬁ §eo§1é;s_{
fliveé,7how.;hé?:can make théir;6Wh choiceé;{éﬁd w£a£-type éf
qhéices:they‘shOUIa mékéfis;needéﬁii I#éddiﬁigﬁ; ﬁheféi' 1.”
fwdgidjbé]more_time't0~diécﬁésjthése-topics:i@ ﬁﬁéée-éet£iﬁgsv;f
"vefsgs_lo'minutes ih‘;he dOC@bfgféfficé whé£éJ£ﬂetbaﬁiéntﬁ T

;is_giQén a’preséipti§ﬁ éﬁd>§u£ thé d¢5f~ﬁﬁé?iéé{fﬁ?én;é‘ﬁhey.v
'are-iq;heIHOSPita1 i#ﬁis Véry diffi§ﬁIfa£o mék§jﬁ;jpfﬁ;"

changes unless there is someone that is 'caring and wants to

. sit down and listen to the patient. -

'"Ifthink as'Health”caré”ppcvidérs)VWé“ﬁéédffdﬁgéEféut _ |

' there in the community and endouragéLbémmunity:édgdationa1 ,



'programs. I think that by the time patients;hit the door,
they are on their way out the door. and s0 therefOre we don't
have the time»to educate our patients invregardshto their
compliancy. I think the key would be to’gettout’therehin
the COmmunity, doctors offices,ischools.etcL and be ailittle‘
more proactive in regardsvtotedncation,ﬁ‘_‘ |

Lastly, followéup care was seen as a:deterrent’to non—v
compliance. Addressing a patient's accountability by making
Verbal‘or written agreements and,encouragingvthemttoaadhere
to a certain regimen may‘increaSe compliance.f,Using home”
health or social workers to contact patients‘at home hy-t,'
phone or in person to make sure the patientunderstands,the
instructione‘correctly is‘important. One'participant Stated
that they had made'a home wvisit and a patient’was-not‘taking
their medicine because he was told he could not'Smoke and he
was going to smoke so this was something the nurse and
patient had’to’work out together. If the home health nurse
had not gone out, the patient’wouid:not have'taken his
medicine, his ulcer WOuld have gotten worse‘and eventuallye
he would have been readmitted to the hospitai.

One last comment was voiced:
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v"Some‘Eypé of’méchénism is heeded to‘mohitor’
improvement in non;gompliant patientsi' Maybe someone?hasw>
been non-complian;~i06%of‘thé time and now thgy aré non;
compliant 70% of theltime}

Well; that is an imprdvement‘that YOu can build on.
_Ybu can definitely bgild On‘someohe ﬁhat is tfying to change
vtheir'béhavior instead ofbsoméone whd is tOtaliy determined

to not change."
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ROUND TAB]-"..E‘ SUMRY - o
QvérvieW"
kUpon~comp1etion of the dfaft, thié‘researcher sought to
"test the credibility of the inquify"’(ErlandsOntét al.,
1993). To do this,‘an outliﬁe wasfdeVelopedgthaﬁ attémpted
to highlight the‘main constructionseétabliéhed by the
'partiéipanté. :Thé out1ine was given to.the siXteen
remaining participants_for ﬁheir reviéw~and é»round tabie
| méeting waé»schedﬁléa for one week later to discuss the
results. vPartiCipahts were'éncouraged‘to}be‘pfepared to
offer fheir’feedback, sﬁggestionsLor-révisioné as they
felt appropriate, in writing and verbaliy:_
The meetiﬁg Was held in éﬂconference roomvin the
,hoépital. Four ¢gt 6f the éixteeh parﬁicipéhts attendedp
‘vThé completed,draft'Was'also availabieifor review if there
were any concerns or questionsiabout the inforﬁatidn in the
outline. The meeting.1asted apprOxiﬁately 45 minutes and
“jéli four partiéipants,'in addition t5‘this résearcher,
. pafticipated in‘thé;discussion. Thehoutlineiwés discussed[
 qﬁéstion‘by Question. Recommendations were:soﬁght as to the

validity of the themes.
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| Expectations vere placed upon patients without

_everything that may be impacting their live

 obséfVé‘the-prééSﬁfés patien£$ﬁmayf5é3f; ng could very well

U Ty s T T e el e T B T T
- indicate that patients are seeing staff as'judgmental or mnot "~ =

 caring about them, only the regimen they are being asked to =

- follow. It was agreed that some staff become "d:

sengaged”

' ﬁtowardfnon;¢ompliént patientsfand a 1é¢kfof?tim¢féaaé‘to71f"]“” -

their ahgef7or’fruétrétibﬁfWhibhima§ énhéﬁéé“a”pa;;entjéi
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~ non-compliant behavior. It was brought to light that there

was not a general consensus throughout the hospital, that

SOﬁé'étaff:bécbﬁefangryﬁé;;ﬁruétratediWhéﬁé;tpaﬁieﬁtglsfhgﬁﬁ;fhw
‘¢$m§1ian£, :Mény étaff;y§i¢edEiﬁaﬁfﬁhé§.Qérésﬁghéékéa§ ;ﬁéE€'
soné staff would behave in this wamier. Staff are seen to
ﬁ 'bé w§rkin§iagéiﬁ$;ViimitétiOns:é£a ¢6né£réi£t§,}ati%iﬁésj?gf
~tha£ iﬁhibit theirabiiityftoqééﬁpiéfely atﬁéﬁai#§ thé ;w 5*\f
:fﬁaéignt*s1£o£alitY §§ ne¢ds55 h'f | | o
b>;fOné'pérficipaﬁt r¢i£éré£éd tﬂa# #ﬁeré iS § ﬁér&eﬁtiOﬁ }f 
f'of_ﬁehtitléﬁent"xfé}heélth ¢qfé.  Fof;éXampié}Lifé'patiéﬁtr 
vih;é.diabétés_and'déqideéihgysﬁe.doés>n§£ Q§ﬁ# ﬁéff61i§w  '
1‘théir_dietv'théy’cap:eét‘Wﬁét'ever'they Wéﬁt; ﬁavé“ﬁhéi#f
1,blocd SQéar'soaréut'éf'é§n£?$1, ahd:cbﬁe:bé§k t§'théji{
f;ﬁégpitalland theyewili;"fi%fit fb#fme3".‘éa#ienfs;ﬁﬁétttéke  ; ,
'ﬁ’respéﬁsibiiity iﬁ £heifjown‘héalth dare:ﬁéé&éy;ﬁuﬁbfﬁé};
qﬁé?ti§n>wgs,howvthiéﬁW§uiatbéisﬁCééssfﬁii§ %c§QméliéHed;‘ 
ﬁrqﬁlemiédiving ié éfkéY,iésué?fhat1£ak¢sCtimé?B§:é##ff ana f
theablllty to galn the trust of the patlentso they feel g .

 chfortable*thexpress3their_COncerns},’It'ivaery impoftantj -

 to negotiate short term and léng.perm'goals;With tHé patientf; 5”

r_ih‘an attempt to.edUCate themjonfthéir?health carerneédéfand‘



‘v'!that wellnessfis éiﬁroééss'that assumes #esﬁongibility on

'.the.pért:of ﬁhe pa§ient and health caré pf§féssionalva1ike;
It was expfégééa'that,Vthé scope of this'issﬁe-extends
, beyond‘thé paﬁieﬁt, in,£hétbr§aking tﬁe,éyble'of‘non_
. COmpliaﬁce_is'diffiéﬁif,and forbthése cérééiVéfs ofvﬁon—'
' ¢bmpliant péﬁignts;k H§spitalizatioﬁ:or oghér out?ofrhomef
plécéﬁént,lﬁor heélth?réiatgdfﬁeeds, provides-é‘neeaedvbréék‘
frém thé pati¢nt;  éaregivefs becéme'iéolated and dréined of
:venérgy in their aEtempts7Eo‘pfgvide.fdr the‘patient's'

béohsﬁant needs $r effortéftb‘get theipétient to comp1y to
f theif regiﬁen. ‘The pétiént is "well ﬁéken caie in thé
. hdgpital, geﬁé ﬁﬂreé'ﬁéals“a‘day and iS.medically
étabilized." Oécaéibnaliy;:for the caregiVér who hés‘dealt_
with the pétient'for'é i§ngw£iﬁé,vhbépitaliﬁation‘becomes a 
fihal shift of respoﬁsibility where the'ééregiver chboses fb
séver their careQiQiﬁg'bbligatiQns énd th§;hea1th¢are'
'prbfessional.is.given‘the‘challengé tobéééﬁre out of home
placementfforlthisvpatiénfq'

B Partici?éﬂts'felt.thétifdllow—up services ahd

‘ edgcationafoCused:Qn.brevenFioﬁ épd'self.espeem‘issues are

~extreme1Y‘important in o;dér;fof‘pafients:to]comply with
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"médical‘regimens that they_may have to fpliow for the reét 1
éf'their'livéé,v One pérticipant runs a»sgpport group_and
"félt thaﬁ complianCQ is directiy»relatéd,to‘theQay'patieﬁts.v
',feél about'themselves’and ﬁhis caﬁ vary week tbyweek,;mOnth
vtokmonﬁh.'bPafticipants Wére.able‘to rélaté to:this
‘intimétély_as stqfies;Wére shéfed éboUt‘personélzexperiénées
':;éﬁdvhow theirﬁmd§dé directl§'éffect’their’willingness‘to
o éomply.withevenbvéiuqﬁaryﬂméttefs,.such.aé a}diét'of an
e¥é¥¢ise routinea'_ﬁaviné-thé[e#ﬁfé'éﬁpport, p¢ét
'.hospitéiization,vﬁheﬁ'theﬂéatiéﬁﬁ.éan‘beinvavvuﬁérable
lstaté~aﬁd'¢an decide to‘eiﬁher;folloﬁ'ﬁhrbughlor nbt‘;élwhen ;ff_
follow*up‘setvices could bénefit’thepatiénﬁ the moét.b
_ Al1 pérticipénts>agréed that,non—CCMplianCe'is a
 hcbmp1ex”issué that will nbt be rémédied'éve?_night but
7ﬁealfh~care‘profeSSionélé must,téke the firét;étep to gsSess
 ‘th§ patientvusing a "systémsﬁ perspéctive to éécuratély  v
_éadreés the maﬁy barriérs patiénts fécé and.th?ouththsﬁ?&u
: qonffoﬁtétion; éducétioh, negotiation, supporﬁ and‘
'éccountabiliﬁy,?pétients may %cquireﬁhe_intefnélland
ﬁ,external'support’ﬁhey need in order to pefcéive cdmpliance‘

as a necessarYACOmponent to‘abhealthy future.
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| Review of the ahove results confims the researchers
" initial working hypotheses, as listed in Figure 1 page 11,

- that education, shared decision making, increased - =

 understanding by staff, viewing the patient in a holistic = .

~ manner and follow-up services are all measures that can open

communication between patieﬁﬁﬁéndfheélthdaregp?ofessiénalsv}i“'"'

. and thus increase compliance. =~ oo

. Discussion

'f'Fit}QfZConstructiviSmltQ This-Ih uir'p ;~. 

" The main goal of thi$_stﬁdyfwa$’to‘Wdemonstraté‘tha;f"f
_S£akehdldersfhaVeﬂbeénfeﬁPOWéred,Teducated)~aﬁdfcéﬁhéCted3”
fWLth-the‘cdnstruétidns”bfJOtheiﬁétakehélders:in,thé $Qcial3 :&M

| context to promote a richer level of understanding and

 insight for all participants" (Brlandson et al., 1993). The
ad§éﬁﬁé§é of'uSing'ébnstrﬁétiviét‘£§éea¥¢ﬁ,isi£ﬁéiébil§ty»#é‘ 
 develop a "theoretical understanding (Rubin & Babbie, 1996)
| of your observations in order to formilate a conceptual
frameworkln , whl Ch tounderStand | the | phenomenon under study b |

”éénétructivism~séemédfwéll”$uiﬁ§afto.éVpidfe ﬁhehissdés¢of"

"finonéébmpliénce'Witﬁin?agh¢spita;¢sétﬁingfand»démonstrétedVét‘g '

'V'thé;¢on¢1ﬁéi6h éfvthé $£ﬁay tHéﬁ indeed partiCipahtsksdeéd:
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AZCOmmitment to»shéré théir_théughts, concérns, and ideas
~with the reSeércher and each other. The hope is that new
.perspéCﬁivés on non—compliance‘wiil bé ?ééiiité#éd tp?ough
this proces§-tha£ will inyt#rpgiﬁprevé7thé,ihféfé¢£ibns
‘betwéenkheélthcare profeésiénals‘andeatieﬁg;é with:theigoai

of reducing the occurrence of non-compliance.

Emergent fhémeé‘

Many themés:emérgédﬁthét ﬁdcused on the heedifor
increaéedvéducation for batienﬁé and}staff,“cultural and
langﬁége iSsUes, apathy among pétieﬁts.and»staffj iSSues‘
‘felated tquupbqrt:éystems;.finan¢ialfaﬁd‘ré36urce iésues,
and’léstiy;,Staff limifétiqns,aﬁd'constraints. _Théseithéﬁeé
'vsu¥faCed'invall:s¢ven quesﬁions.~In-addréssing‘the'prbbieﬁé.
of non;compliance, it becamevéléar that‘aéprOaching a
‘éolﬁtion(s) iéia cbmplek, multifacetéd iséﬁe that musﬁ'take
many vafiables:intq accoﬁnp.i;Aithough.this Stﬁdy is‘ﬁ§cused
on the micrq—level, aﬁtgmptingiﬁdnaddrgsslﬁhesevisSueé 6nly 
én avmirco;leVel would'do”éh ihjﬁstide:given’théseverity
and scope}of the problem, ‘Indeed; maéfo:levél>issﬁés‘emérgﬁ.j
béSed‘on the impactiphat non—cOmpliaﬁce‘has on‘families,

institutions,‘financial:implications and the héalth'and. 
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'welfare‘of“the pétient.':Just és,pdlicies guide a society'sﬂ
thoughts and fee1ings on a_ﬁarticular issue, so does our
definition of nonaéompliancé.3 We'definé the term non-
bomplianCe,within a certain framéwork'Whiéh'guidés bur
pérceptibns and actions. Wé‘may short chénge bursélVeé in
ﬁhe long run by takiﬂg_a.stubbdrn 5? apathetic stance to
non—qompliénce if Wé:take,a,"wé" versus "them" attitude.
. Our thoughts and feelings will be focused on a‘straight and
narrOW‘péth‘rathef than?felating these = non-compliance
issues to ourvown lives. Every participant admitted to
being non—Compliaht, to some‘degree, at one time or another,
in their 1ife.‘ Attémpting té negatively judge anothers!
situation oﬁleervés to shorten our atﬁeﬁtion and toleranée
towards'eithér redefining whatlnqn—éompliéﬁde means or
- looking é; fhe~many issues that can creéte ﬁon—compliance.
Maﬁy‘ﬁactorS he1p2to:shape and sway aﬁ individual's
bpiniOn. ‘bhe pefs@n's‘épihiOhmis avparf of a much larger
: puzzle‘tﬁat ihc1udes'éuf>paStand-present experiences) how
the péobiewe asSbciate}witﬁ think, how Qur‘community
apprOaches:the subjectaand‘hpw’ﬁeWspapéré énd,the media

‘project opinions. Just as constructivist research seeks to
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 reduce all data'to"the smalleSt "unit" of information that
"willfStand alone,’this'researcher believes that non-
,compliance’should be accorded the same SCrutiny‘so patterns
can.emerge and betreated individually, on their own merit.
This may assist healthcare professionalS'to focus»tneir
recommendations and/or solutions to non—compliance-to the
appropriate and specific_areas versus profiling each non-

compliant patient as the same.

Comparison of Findings and LiteratureReview J

The research results showedlconsiderablelconsistencY
comparing it to‘the literature reuiew. ‘Although the
literature review described issues in greater detail,
participants expressed many of the same conCerns¢fromithe‘
perspective of their interactions with patients at tne
' hoSpital.‘ As cited earlier in‘the review,,a patientrsv
beliefs in the value of the regimen'and their‘ability'to
overcome practical barriers to adherence seem‘to‘beiav{'
starting point that only touches the surfacetgfbtnis
phenomenon. - The issues discussed in’therliterature review
extend‘beyond thefhospital setting and»into tne communityﬂf

where much of non-compliant behavior takes place.
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*bfiéﬁlY‘mentidﬂéd hOmeqnagedJCaﬁéjpiQYS;infb;thisﬁiéspé;
This researcher believes that managed care will contimue to

'*Iédk for Creatiye}5f¢ﬁtting edgé“ﬂﬁeésﬁrés tQ§éngé9A

~ individuals at a younger age to develop a passion for a

healthy lifestyle, just as any other institution inour

- society sets out with an advertising campaign in an attempt

)

i?'tQ‘éngage its_targeE_PQPUiétibhfwith”itéfﬁfbduét}jf f;

" Limitations offthqiStud:”tff'

. Constructivism is an alternative paradigm which seeks

“‘tb;uhde;sténd avphénpméhoﬁ)fﬁbt;tbgmeasgﬁé;@ﬁ;jfltimayﬂSthff»]

””5 “Eles¢tQvmeasﬁré_théKphénomeﬁén*éfé devei6P§dgbY”théf*f“

| researcher, which may include observations and open ended

- with non-compliant patients and how they may be compelled to =

 patterns and relationships but mot cause and effect. The



questibns, whefeas the more'traditionalvparadigms base their
fesults'on’rigorous sampling‘éndisféndééaiZed.méasurements.
Because of the-subjectivehafuﬁé of‘ghé’inquiry;‘information
‘gained is 1essﬁgeneralizable to othef similar sités of
inquiry. Speéific-issues may‘be Commdn characteristics to
one institutionvbut cannot in anyway infer.the same
characteristics exist in another similar institution.
-Erlandson (1993), sﬁates that "no true generalization is
really possible; all observations are defined by the
specific contexts in which they occur." Bécause of this,
the constructions that emergea may have relevance in another
hospital due to shared characteristics, but in no way are
these results equivalent to other institutioﬁs. Differences
can be significant when variables such as the location and
demographics of the‘community, patiént population mix and
staff characteristics ére considered. Conducting‘a similar
study, called "expansion research", may help to strengthen
the generalizability of the results but cannot be deemed as
"replication" as in traditional research.

Suggestions For Further Research

Using a constructivist paradigm opens the doors for
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 further résear¢h'iﬁ oﬁhef aéﬁpefcare hospitals in the
 attempt to,fbxm é.iéveliofVCoﬂsénsusrégérding non-compliant
”patienté éﬁd how héalthéare'professiohals define the Various‘
asbects of;this bhenomenon;" ﬁeéaﬁse thé literaturé review
;1Was,'for the most part, bésed oﬁ qﬁaﬁtitive studies, it
would be iﬁteresting;té continué this qualitétive endeavor
in other afeésiﬁf theléommuhity, comparing constructions, in
an effort to rule butSpecifié concerns that ére distinct to
one area; COnsiderinézthe fact;that:non;complianéeIis'a
‘symptom of'issuesvbéyohd:thé‘écope of¥this ?aper, thi$ type
of research éould cOntinﬁe.inlmany Otﬁerihealthcare
settings. Also, this reseafch only.éddreSSed_a select
number‘of key questiohs. Questions are the instrument to
expldring other afeas of-concern which will open the door
and lead to a greater understaﬁding of non-compliant
‘behavior.g}I hope that as managed care-ektendsvgreater
responsibility on thé pafients.they séfve that a shift in
perception ahd definitibn Of‘non-complignce'can take place.
Creative ways to support patients‘négd tpnbevdeveioped that
will afford the patieﬁt autoﬁémy”without s;cfificing their

health’whilerstill persérvingvthe dwindling healthcare
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' ;w;Theuchstructibns'éXpréSsed by the partiéipahfg;:};

_addressed a range of opinions and concerns and confirm this =~ =

- researcher's construction that non-compliance is a

" phenomenon that must be viewed on a continuum and from how .

. we perceive and define non-compliance. With the economic. = -

 pressures of managed care patient compliance is becoming an -

fh‘ihcréasinglywimpoftént faétorfiﬁqthe délivery‘éf?chﬁ;7faf%°"

".veffective’heélph;caré; 'MecﬁanismsffOr'examinihgfthe_caUSeéJ__,f

in order to reduce non-compliance are key. Because the root
,;6f~non—com§liant behavior is different}fdr.éaéh individual,

‘f identifyingvthe rélationships betweén;the‘patiéntfé“

‘J_lifestyle and factors_thétgmay7trigger1hdﬁecomplianqefmu$tg1~":"“’

'~15efaékn6wledged?sq héalth¢é;e'préfessibﬁa;é;ﬁhderstand WhY€
patiénts‘ére mékiﬁ§ Ehéééi§h§iées;f fﬁé%%;;ééa§ ﬁ§Lb§;af}  “
shift in enphasis and focus toward how health professionals
'Lican‘iéérﬁ;tg contribﬁté-éfféc£i§éiy.Eé:ﬁéﬁiégt3dééi$ion ffj_’
' making, f.'oirv‘»'éxa"mplel, by téilqriﬁg thelradVJ.cesothat T

| fits into patients' existing beliefs and expectations and

‘takes into account the'Goﬂétraints impoéediBYfiﬁdividuaISRQ'”




everyday lives. vEfféCtive strétegies.will.require

héalthcare piofessignals to‘work,as a’team,‘in‘theitfue'

sense éf thé wOrd,_soveaéh staff membef ié-abiejﬁo 5e$t

, ﬁtilize his/hér skills in o?def:to prqpeflyvdiagnésés.the.

‘féaéons’fér thé patient's‘noﬁ-compliance; Healthcare
professionals can encourage; préach, evéh*érgﬁé their'
pésition, but in the eﬁd, it isﬂthé-patient,‘inihis/herown

‘ eﬁ&ironment, Who willlaeCidé what direction‘tb.take, 

vv_Addfessing the needs-éf a non—compliaﬁt”patient can be

‘_‘taxiné wheﬁ*healthcéfe professiqnélsjalreéayvexPreSS é léqk’

ofitimé to spend With>patients.  Using_atsysteﬁs

pérSpectiVe, hoépital’social-workers-aré>in a'pfime‘pbsition"

aﬁd Wellvequipped to effectiveiy épproadh;thié,iSéﬁé. Théy  
"hé§élﬁhé skills fd providebéducation; counéeling,and
’cbmmunicatevto'patients with a multitude of pfoblemé; ,’

‘; Soéial}workers‘can act aé ﬁediétors beﬁween the paﬁient,and '

stéff_énd séar§h ouﬁiin#érvehﬁions that will impadt:and,

enhance pagieﬁtéﬁ abiliﬁj ﬁ§ édhéré'to their‘p#eséﬁibed‘

s régime@éf :.AsseSSing thé7paﬁient within theiraéﬂ§if§nment v

can lead to better'communicétibn and coordinated,efforts in
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an effort to provide comprehensive services, with the end

goal of increased compliance.
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. APPENDIX A - INFORMED CONSENT

'"’Dear‘partiCipant,fyd“'

 You hayejheen askediteTpafticipatefinya'study“on»ndné;.

complianttpatients. ,The”pnfpese ijthis¢StUdyfis’te,bﬂh

‘iunderstand the varlous perspectlves‘o‘ »o'?eompliantﬁn’p

i dpatlents by hospltal staff 1n key departments, Withinﬂthe‘p

‘>4”hosp1tal settlng At the end of the study, it.is”hopedﬁthatty‘

. a common;understand;ng can;be;reached¥*an :selutions‘.4‘

fpropOSed7 todredudefthe.ocdurféncefofi'""Ccmpliance.

- ThlS study has been approved by the Cal State San .;?f'f,,'

' Bernard;no~InstltutlonaliRey1’wﬁBoard‘ 'Twls’study w111 be"

COnducted’byfan‘interVieW§precess”b‘

 interviewer, Barbara Smith. You will not be asked to fill

 out any questionnaires or surveys. Tape recorders may be

~ used, unless you oppose. Your honesty in answering =

* guestions is;of'utmostjimportance

‘Itfisfalse'anfimpbrtant

{Qalm to keep an open mlnd abou “h wfyour per"ptlons may

;Initial*interyiews Willataké»approkimatelyfenefthth*heurs”

1at'the~mest,ftlf timeApermits,‘oneﬁadditionalfinterview may -

ioﬂexqraduate.studen;“r~v~-



be held.

There will be approximately five to ten other
‘ partiéipahts in this study. These participants will consist
.6f'one (maybe ﬁWQ) people from key departments Qithin the
hospital.‘ Although yoﬁr ﬁame‘will be kgpt confidential, the
informaﬁioﬁ you share, ﬁill then be shared among all oﬁhef
participants. Eadh particiﬁant will,have the”dhance'to
. .share their perspective on the non—compliant patient;
wwhefeby each successive particiﬁant Will’reﬁiew'the previous
participaﬁtsl pefSpectives,‘:At the énd of thé stud?)_all_
participants:Will‘be asked;to'attend a‘réundtéble meeting:to
hopefully cbme to sdmé’dbmhbn understanding:Of whét‘nonf
compliéncé means and what sfeps can be taken.té reduce ndﬁ-
| compliénce,»as notédfabOVe. ZA final,draft 6flthé stgd& -
would theh be prévidea for}your‘review; Tanl‘participation 
.time'wiil be approXiﬁately.fi§efhoufs.i

I.understand ﬁhat yoﬁf-tiﬁé:is &aluable so all
interviéws will.be held'at yduf_conﬁénienqe; You also méy
‘withdraw from thevstudy atfény'time, even afterbinterQieWS
“have been COmpletéd. You'WOuld’hévevtﬁe'éptioh of

. withdrawing»thefinformation-you‘shared;élso; or allow this
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informatioﬁ to be ﬁsed with Completé confidentiality; 1f aﬂ
any time you'havé questions or'concerns,‘you méy'contact my
advisior Dr. McCaslin, at (909)880-5507, of mySeif, at 880-
5501. If you are agreeable to participate in ﬁhis study,.
under the above cpnditions, please sign below. I appreciate

your time and information.
Sincerely,
Barbara Smith

Name Date
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"APPEﬁDIX B - DEBIAQIVEFING' STA'?EMENT
‘Thank you for taking parﬁ in this study and

contributing your views'on noh-cémpliant patients. All
information.thét you have sharea andbany observations I‘may
have made'will.bedocumented to the best of my ability and
reSubmitted‘tvaou for your clarifiéation. Any informatibn
that you disagree with 6r_change your mind:aboutvwillbbe,,
deleted.  The goal of thié study is to sharelperceptioﬁs on
patient non-COmplianCe betweéﬁ yourself,and}other hospital
employee's. It is’hbpéd that by reéching'é cdnéenéus that
_patient nbnécompliance'Caﬁ be redﬁcéd; | |

I Will7be:conta¢£ing you in thé neafufﬁtﬁre to re&iew
the informatioﬁifrom our’interViewﬁ va YQﬁ have”anybv
'questions ovaOhce?ﬁs_ébéut this study before this.time you

may contact myself&or my adviser, Dr. McCaslin.

 Barbara Smith

- Dr. Rosemary Mc Caslin.

"Thankvyou'again“for your participatioh inAthis study.
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APPENDIX C - INTERVIEW QUETIONS

. What is your definition of a non-compliant patient?

Why do you think patient's are non-compliant?
What barriers do they face? |
How does staff relate to a non-compliant patient?

What are the consequences of non-compliance?

- What are the benefits of non-compliance?

What are some proposed solutions to non-compliance?
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