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ABSTRACT

The phenomenon of non compliance with medical regirhens is universal and
common, across different ethnic groups, age groups and belief systems. Health
beliefs and attributions of iliness are often cited as influencial factors for
compliance. Culture and explanatory models of illness provided a context for the
attribution processes used by rural and urban Xhosa, Zulu and Sotho
respondents and hospitalised patients regarding colour and effectiveness of
treatment. These attributions are stronger-among Zulu rural respondents and

Zulu patients.

Most patients inthe study had a traditional orientation. Orientation was measured
by using a modified version of the Dressler (1980) Health Belief Questionnaire.
Effectiveness was attributed to colour more by respondents with strong traditional

beliefé.

Red and black tablets were perceived as being potent, while White was
considered more effective for headaches. Black mixtures were not considered

potent. Yellow ointments were the most effective for sores.

Pharmaceutical company representatives in Britain and Black Modern in South
Africa doctors agreed that colour was an important placebo variable in treatment.

Little is done, however, to exploit this issue because all new drugs have to be



white.

The implications of the perceptions about potency and activeness of medication
are that non compliance may set .in, if the colour is not 'right’. A study conducted
at clinics in Soweto revealed that noh compliance was a problem for beth
traditionally oriented and modern oriented respondents. Pill counts wére usedto
measure compliance among Blacks living in Soweto who had a traditional
orientation and a Western orientation. Colour was considered an important
variable in treatment mostly by reépondents with atraditional orientation. Health
beliefs and views about the importance of colour in the treatment of disease were

not determinants of compliance.
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CHAPTER ONE: INTRODUCTION

Compliance with medical regimens is a topic that has attracted worldwide
interesft. People who are ill are expected to move into the sick role (Parsons,
1964). Once the sick role has been adopted the patient is expected to seek
professional care and to comply with the doctor’s instructions. However, an
individual’s movement into the sick role is not automatic. Beliefs and
representations mediate the process and affect the outcome. These beliefs

may affect the nature of compliance.

There has not been any consensus regarding what the causes of non-
compliance are, least of all in South Africa. The findings of a study conducted
among the Xhosa (Mkumatela, }1986) suggest that people have certain
expectations regarding the colour of medication when they are ill. Ngubane
(1977) writes that traditionally colour is believed to play a role in the treatment
of disease. lt is the colour of medication rather than its pharmacological
properties that are important to the traditional healer. The order in which the

colours are used is also significant (Ngubane, 1977).

The belief that colour is important in the treatment of disease is not unique td
Black South Africans. The Mende of Sierra Leone buy multi-coloured capsules
and use them for health maintenance because they seem particularly

efficacious because of the different colours that are suggestive that the



capsule contains different types of medicines (Bledsoe & Gouband. 1985,

Nichter, 1980).
1.1 COLOUR NAMES IN AFRICAN AND OTHER LANGUAGES:

Literature on colour symbolism in African societies makes mention of three
colours, red, black and white. These three colours are much richer than the
chromatic vocabulary of the English language suggests. Zahan (1974) reports

that, for the Bambara of the Niger Valley, for example,

Red includes lemon, yellow, tender green, purple and cafe-au- lait brown
Black includes light blue, dark blue, dark grey and grey

White includes bright white and pale white.

Berlin and Kay (1969), identified eleven basic colour categories viz. white,
black, red, green, yellow, blue, brown, purple, pink, orange and grey. Not all
spoken fanguages have these eleven basic colour categories. Berlin & Kay

drew up the following progressive sequence of basic colours in natural

languages.
Purple
Black . Green— Yellow Grey
~_ 7
Red Blue.— Brown<— Pink
Whitev/ \Yellow _Green”” Orange

FIG 1.1 PROGRESSIVE SEQUENCE OF BASIC COLOURS

2



All languages have terms for black and white.

Stage l:is represented by just two terms, black plus most dark hues and

white plus most light hues. These colours, they call the basic terms.
Stage Il:If a language has three terms, then it contains a term for red

Stage |lI:If a language has four colour terms then it has aterm, either

yellow or green.

Most African languages only have terms for black, red, green and white,
because nature has always been a great teacher of colour perception. Zahan
(1974), claims that when dyeing techniques were invented the African never
tried to look for colours outside nature instead he took advantage of it by

imitating it.

Constantinides (1977), supports this by saying that before the coming of
Western civilisation, the Africa'n had been accustomed to understand the
contrasts and oppositions of the two basic colours white and black, for
lightness ahd darkness. As for red he carried it in his veins, saw it in the blood
of sacrificial victims and in the fire of the hearth. For the African, the three
cblours therefore form a continuum ranging from white to black but passing

through red and this is how the individual’s life develops in society.



1.2 TREATMENT:

Zulu medicines are divided into three types based on colour, each colour
having associations that could be physiological, social or cosmological

(Ngubane,1977). The three colours are mnyama - black, bomvu - red, and

mhlope - white, and they are used in this order.

Berglund (1‘975) and Bryant (1966), maintain that besides black and white
medicines there is a third group; green medicines (imithi eluhlaza or
amakhambi) that are prepared from green leaves, roots and herbs freshly
collected from the fields. Amakhambi implies greenness and are the largest
and most useful class. They comprise medicines that are given to children to
make them feel strong and to convalescing patients for the same reasons.

Both authors do not treat red medicines as a separate group.

Black medicines are given to the patient to move him out of darkness into the
twilight of sunrise with red medicines and into daylight with white medicines
(Ngubane, 1977, Bryant 1966). Black medicines are called thus because of
their colour or the colour of their decoction are generally drastic in their nature.
They are the first to be administered to the patient for the energetic expulsion
of the evils afflicting him. White medicines are then administered after the
black, as a tonic or sedative to work off the effects of the black medicines and

to restore the patient again to a state of complete healthfulness.



White is a conspicuous feature of most rituals of healing. The first thing that is
cut up on the stone on which the medicine is prepared is chalk. Headaches

are treated with chalk (Jacobson-Widding, 1979).

The Mende of Sierra Leone buy white medicines for treating colds (Bledsoe &
Gouband, 1985). This is probably because of the analogy white tablets have
to white chalk that is used to treat headaches and colds. Thése authors
report that Chloroquin is acceptable if it is white and if its bitterness is not

disguised by sugar coating.
1.3 COLOUR IN WESTERN MEDICINE

If people have such beliefs about the importance of using the correct colours
in treating disease is it not possible that all the reported improvement is
attributable to the perceived potential curative effect of the colour of

medication ie. a placebo?

Studies by researchers like Buckalew & Coffield (1982a, 1982b). Berg (1977),
Schapira et al (1970), Jacobs & Nordan (1979) have shown that people tend to
| associate certain colours with the treatment of certain illnesses. This leads
one to believe that colour could be used as a placebo in the treatment of
disease. If these theories on colour symbolism in the treatment of disease are

true, does colour not have a placebo effect on people?

~



Research on the treatment of disease in traditional societies abounds with
references to the importance of colour. When people seek professional
health care, they bring into the consulting room certain expectations (Leigh &
Reiser 1985). Could it be possible then that some of these expectations relate

to colour of medication?

Today'’s physician is faced With three possibilities in éxplaining why a patient

gets better after receiving therapy (Brody, 1985);

1) the patient improves due to the natural history of the condition in an
organism with intact healing and recuperative powers

2) the patient improves due to the symbolic effect of the treatment, that is, its
impact on his, her imagination

3) the patient improves due to some specific and characteristic feature of the
treatment that can be studied isolated and predicted within the context of

contemporary medical theory.

The now dominant biomedical theories say the effects of
symbolism, expectation and emotional arousal are included as the char-

acteristic constituents of therapy.

Plotkin (1985) sees the patients consulting a doctor as agehts who are
impassive, with no behavioral role in the treatment. When treatment is

believed to have commenced, the individuals who have faith in that treatment



begin to treat themselves as persons whose problems have been cured. "Any
attempt to deal with an iliness, frequently has some kind of beneficial effect”

(Jahoda, 19689, p.80).

It is necessary that a study be conducted to find out what role, if any, colour
plays in the treatment of disease. Do patients have certain expectations

regarding colour of medication when they consult a doctor?

In a previous study conducted in the Transkei, an independent homeland for
Xhosas in South Africa (Mkumatela, 1986), it became appérent that people

tend to associate certain colours of medication with certain illnesses.
The following associations were made :

Red - Blood related illnesses
Brown - TB, Laxative, Slimming
Green - Gall Sickness, Bile Disorders
Yellow - Cardiac Problems, TB

White - Pain, Headaches

Grey - Colds, Eye Problems

Black - llinesses of the People



1.4 PURPOSE OF THIS STUDY

- There is very little research that has been conducted in South Africa on
compliance (Unterhalter, 1879, 1882, Mkumatela, 1986, Gillis et al 1987, and
Gillis, Koch and Joyi, 1989). Based on the findings of the Mkumatela (1986)
study it became apparent that there is a need for further research to be done
in South Africa in the area of colour of medication. South Africa is rated as a
country that has high morbidity, high mortality and high non compliance rates

(Unterhalter, 1979, 1982, Moosa, 1884, Turshen, 1986, Mechanic, 1973, 1974)

A cross cultural study was conducted among the three major ethnic groups,
the Xhosa, Zulu and the Sotho, to establish their attitudes to colour of

medication.

South Africa has had a long tradition of separate development for the people
of this country. "The concept of ’ethnic groups’ and 'proto nations’... provided
a rationale for the apartheid policy of allocating people to their respective
homelands, however inadequate and artificial these might be" (Patterson,
1989, p.19). This study is not aimed at propagating the South African

government’s ideology of separate development.

The conditions in this country seem to be changing now.
Any disparities in the findings of this study should therefore, not be used as a

justification for encouraging these people to continue to grow and develop



separately. Crosscultural studies, aithough fraught with problems help
researchers to establish the universality of propositions in which they are
interested. They also help them to increase the range of independent
variables (Brislin, Lonner & Thorndike, 1973, Jahoda M, 1961).

The research will establish if:

1) colour is considered important in the treatment of disease by a group of
Black Western trained doctors, traditional healers and a sample of patients
and members of the Black population.

2) which colours are considered the most potent in tablets, mixtures and
ointments.

3) if colour of medication affects compliance with a medical regimen.

A total of six studies was conducted. The studies investigated the role of

colour in treatment and peoples’ social representations of iliness.

The first study was modelled after the Herzlich (1973) study. The sample
interviewed ranged from a university lecturer to a housewife. The sample was
not representative of the total population. The intention of the stu'dy was to
look at people’s social representations, to lay foundation for later studies on

perceptions of colour in the treatment of disease.



The second study, conducted among 783 rural and urban respondents
examined their perceptions of colour of medication. A group of patients was
included in the sample. The study was conducted in South Africa during the

period, October, 1987 and September, 1988.

The second study is supported by two other studies conducted among
Western trained doctors and traditional healers. This study investigated their

attitude to colour of medication.

A fifth study examined compliance with a medical regimen, with particular

reference to the colour of the medication prescribed.

The final study was conducted among pharmaceutical companies in Britain,
that have an international market, to determine if they thought colour was

important to the consumer, if so what steps were taken to satisfy that need.

The studies were conducted during the following periods:

a) Study One - during October, 1887, in the Transkei.

b) Study Two - during October, 1987 and August, 1988.

c) Studies Three and Four during October, 1987 and August, 1988.
d) Study Five - during May and June, 1992.

e) Study Six was conducted in January, 1987.
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Studies on compliance are. however, difficult to replicate as researchers tend
to use different definitions for labelling people non-compliant. Studies on
colour of medication aiso have the same problem. Researchers may use
different hues of the same colour. In order to ensure future replicability it was
decided to use a universal classification procedure - the colour of medication
was matched to Pantone colour codes. The same colours could be used in

later studies by the same or other researchers.

The research raised the question; although Africans traditionally attribute
effectiveness of any medication to properties like its colour, taste and others, is

it possible that these perceptions change once modernisation has set in?

Is it possible that younger respondents do not believe that colour is important

in the treatment of disease and will therefore be more compliant?
These questions will be addressed in the following chapters:

Chapter Two addresses definitions of health, social representations of heaith
and compliance. Studies that have been conducted in Western countries are

compared with the few studies done in the developing countries.

Chapter Three is a review of culture health and iliness for the Black people of
South Africa. Case studies are presented to show the three explanatory

models of illness; the naturalistic, the personalistic and the modern.

11



Chapter Four is a theoretical analysis of social attributions and social

representations. These two theories form the theoretical basis for the studies.

Chapter Five describes the methodologies used. It also reviews the
controversies about reliability and validity of studies conducted in developing
countries. This chapter also addresses the researcher’s experiences during

data collection for the various studies.

In Chapter Six the results of the crosscultural stﬁdy, the study conducted
among doctors and traditional healers are presented. The views of Black
Western trained doctors, traditional healers, patients and other informants on
colour of medication are presented. This is the major study. Health care

seeking behaviour and treatment characteristics of the sample are reported.

The study examining compliance is presented in Chapter Seven. The
methodology and results are both presented. The colour of medication is
important to respondents with a traditional crientation. The implications of this |
are that if these views are strong they may affect compliance and dbctor

shopping behaviour. This chapter reports on a study conducted in Soweto on

compliance.

Chapter Eight: Having examined compliance and the perceptions of people
regarding colour of medication, it is important to know what pharmaceutical

companies do when a new drug is to be launched. Do they change the colour

12



of medication when they export drugs to developing countries? A small scale
study was conducted in Britain among pharmaceutical companies that have
an international market to examine what happens when a new drug is

launched.

Chapter Nine discusses the findings of all the studies and what the implications

of the findings are.

The conclusions and recommendations for further research are presented in

Chapter Ten.
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CHAPTER TWO: COMPLIANCE WITH MEDICAL REGIMENS
2.1 INTRODUCTION:

When a person falls ill he assumes the sick role. This, according to Parsons
(1964) means that he will not be held responsible for his actions and he is
exempted from normal responsibilities. He is, however, expected to seek

medical help and to co-operate with the doctors to speed up his recovery.

With the onset of an iilness, several social processes are set in motion. lliness
creates a new life situation to which a patient must adapt (Balint, 1967). Initially
illness is a matter of direct experience but later it is learned. liiness becomes a

social process with its norms and values (Herzlich, 1973).

Traditionally males are expected to be strong and not to complain about pain.
This creates a problem because even though a person may feel unwell he may
be reluctant to report this to the family for fear of being labelled 'weak’, 'frail’ or

'behaving like a woman or a child'.

Patients are not always cooperative, if the demand on the patient is for passive
co-operation (eg allowing things to be done for him) then he is more likely to
co-operate than is the case if he is asked to participate actively (Twaddle,

1969).
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2.2. DEFINITIONS OF HEALTH

Definitions of health vary across the world and across cultures. Health has
been defined by the Charter of the World Health Organisation (1948) as 'a
state of complete physical and mental and social well being and not merely an

absence of disease’.

The Brent Community Health Council (1981) believes that good heaith is onfy
possible if you are able to choose to do a job you enjoy in a pleasant and safe
environment; to live in a warm house with enough space so that people do not
get on top of one another and with a safe place for children to play; to be able
to have your children looked after during the day; eat food you like best; to
have a garden.....it is having time with people you love and time on your own.
Both definitions cited above create the impression that good health is
impossible. The Brent Community Council deﬁnition‘makes good health,
particularly for people in developing countries an impossible goal to achieve.
In countries like South Africa where there are severe housing problems among
the Black populations and many men, particularly migrant labourers live away
from their families for periods of about eleven months each year then '‘good

heaith’ is 'Utopia.

Normality or health is what prevalent social values hold to be acceptabie or
desirable (Jones & Moon, 1987). In contrast to the biomedical notion of

universal generic diseases, the social view accepts that what constitutes

15



disease can vary temporally, culturally and indeed geographically. This view is

shared by Twaddle (1969).

2.3. MEANING OF ILLNESS

- The meaning of iliness varies between individuals. Most people have certain

characteristic attitudes towards illness. These refiect:

a, past personal experience
b, knowledge
C. cultural background

(Pfifferling, 1880).

A person needs to have experienced similar symptoms in the past or to have
heard from others that certain symptoms are peculiar to a specific disease to
know that they are ill. lliness is learned (Herzlich, 1973). Itis also necessary
that one knows what symptoms are considered legitimate in their culture
before one can assume the sick role. Differences in pain behaviour were
found by Zborowski (1952) and Twaddle (1969) among their subjects.
Expression of pain during childbirth is also culturally determined (Sargent,

1982, Ngubane, 1977, Thompson, 1985).

According to Calnan (1987) at least one brand of Marxism may suggest that
the most prevalent definition of heaith in a Western society is a functional

definition where good heaith is based on the effective performance of normal
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roles. For most socially deprived people health is defined in a functionai way,

in terms of the ability to carry on working (Blaxter & Patterson 1982).
There are three signs that peopie perceive as signs of illness;

a, changes in feeling states, the most important being the occurrence of

pain
b. incapacity for normal role performance
c, other symptoms or changes in the biological state of the organism

regarded as important because of their presumed implications for future
activities.

Twaddle, 18689.

Sickness invites a certain amount of disapproval. The sufferer is unable to
perform competently in the collectivities of which he is a member, like his
family or his local community (Dingwall, 1976). People who are mentally ill are
perceived as not being responsible for their actions as more often than not

they are not aware of their behaviour nor that they are ill.

2.4. ILLNESS ATTRIBUTIONS

Shared meaning attributed to various elements in an individual's spatio-

temporal environment, the rhythm of life and certain behaviours makes 'way
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of life’ the integrating idea. the prime paradigm of the causality of illness

(Herzlich & Pierret, 1986).

Farr (1977) believes that replies to questions concerning causes of iliness
result from what he calls 'fundamental attribution error’. Favourable outcomes
(ie. health) are usually attributed to the self and unfavourable outcomes
(illness) to the environment. This is perhaps the reason why people often take
health for granted. [t is their right - something that they are entitled to. When

illness sets in the individual starts looking for causes in the environment.

The Bible stipulates that illness is caused by three things

a, demons of possession (St Mark S:17-28)

b, the sinning of those invélved or their ancestors against God'’s
commandments (St John 5:14)

C, an act of God stemming from his omnipotence (St John 9:3).

Unschuld, 1986.

2.5. TRADITIONAL MEANINGS OF ILLNESS AND HEALTH CARE

SEEKING.

The researcher has looked at the meaning of iliness for people in developed

countries, how do people in developing countries perceive health and iliness?
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In Africa as elsewhere, when peopie are ill they perform rituals. Ritual
behaviour is also a way of communicating, with the divine purpose of changing
the human situation, increase fertility, defeat enemies, change people’s social
status, remove impurity and reveal the fufure (Ray, 1976, Maclean &

Bannermann, 1982). Colour plays a significant role in rituals.
2.5.1. RITUALS:

Turner (1965), describes the ritual as a quintessential custom in that it
represents a distillate or a condensation of many secular customs or natural
regularities. Each dominant symbol has a ‘fan’ or ‘spectrum’ of referents,
which are interlinked by what is usually a simple mode of association. For
example, white chalk stands for a multiplicity of ideas and phenomena, ranging
from biological referents as 'semen’ to abstract ideas such as ritual purity,
innocence from witchcraft and solidarity with ancestral spirits. In rituals, white
stresses harmony, cohesion and continuity, while red is associated with blood

spilling as well as blood kinship. It tends to denote strength acquired through

breach of certain rules.

Use of white in a ritual is common. The shades abaphantsi are perceived as
being white. White abaphantsi has the sense of being under the earth, it also

implies whiteness (Berglund, 1875).

19



The red - blood theme is very important at the sacrificiai stage of a spirit
possession ritual. The release of blood of the sacrificial animal is considered
the first and most important step to health and well being (Constantinides.

1977).

“In rituals, black is the colour associated with the group of spirits that induce
violent and uncontrolled behaviour. Black is seen as an undesirable colour -
associated with sorcery, madness and the evil eye. It also has connotations of

a severe illness that 'Ieads to death.
2.5.2. MEDICAL SYSTEMS

Kleinman (1973) believes there are three general belief systems that people
have about illness namely, the scientific, the primitive and the folk and anyone
may hold more than one belief system. Addressing medical systems as
cultural systems Kleinman (1978, p.86) writes, “the health care system
articulates iliness as a cultural idiom; It links beliefs about disease causation,
the experience of symptoms, specific patterns of illness behaviour, decisions
concerning treatment alternatives, actual therapeutic practices and evaluation
of therapeutic outcomes. Thus it establishes relationships between the

components".

Respondents in this study revealed that there are three health systems in

South Africa, the scientific, traditional and faith healing. It appears that
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traditional and faith healing are not used together. although both are used with
‘Western medicine. This creates the impression that they are both seen by the

respondents as complimentary to Western medicine.
2.5.3. HEALTH AND ILLNESS

A study was conducted in the Transkei among a total of fifteen people. The
aim of the study was to look at their representations of illness. The sample
was drawn over a period of two months from residents living in Umtata

(Transkei). They had to meet these criteria:

1) they had to have a family for whom they were responsible

2) they had to be literate

3) they had to agree to an interview on the first day

4) they had to agree to fill in a diary

5) they had to agree to and interview on the day the diary was to be
collected

8) they had to be above 25 years of age

7)  they had to live in Umtata

8) they had to be listed in the local telephone directory

The above age cut-off point was used so as to increase the possibility of the
respondents having their own children. There are cases where a person can

assume responsibility for his parents and/or siblings before reaching 20 years
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of age, for example, if the breadwinner dies and the son or daughter is the

eldest.

The respondents were all from various townships or suburbs around Umtata.
Townships are living areas that are designed for Black people. They are
usually located some distance away from the city centre. They are
characterised by small "match box " houses. Suburbs are very close to the

city centre. They were initially designed as residential areas for Whites.

The study was modelled along the lines of the Herzlich study (Appendix C).
The study was conducted in Umtata (Transkei. The population in Umtata has

a higher literacy rate than other areas of the Transkei.
2.5.3.1. METHOD:

The sample that was selected was random but was not meant to be a
representative sample of the total population. Twenty three respondents from
the residential areas in Umtata were contacted. The respondents names were
picked from the telephone book. Every fiftieth person listed (until twenty three
people were contacted) was asked for an interview. Twenty three peopie were
interviewed initially but eight people refused to fill in the diaries. The refusal
rate was 35%. The reason they gave was that they were busy they would not

be able to compiete the diaries.
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Diaries which were note pads with a date written on each page. were left with

the remaining fifteen respondents.

On the first day, the respondents were interviewed about their health care
behaviour patterns. They were asked to fill in, on a daily basis their health

behaviour patterns. The instructions given were:

1) write down on a daily basis any health related issues affecting the family
2) say what line of action was taken
3) how long the iliness lasted

4) the role of the family during illness

Factors cited by the respondents in this study as the main determinants of

when professional help should be sought are:

a, failure of ailment to respond to home remedies or any left-over
medication that they have in the house.

b, inability to identify what the problem is

c, the cost Qf seeking professional health care - cost also determines
whether the family should seek help from the chemist, the hospital or

the doctor.
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Cost is more of a determining factor among people who are not working and
are dependent perhaps on their husbands and children who could be working

away from home.
2.6 COMPLIANCE A REVIEW OF LITERATURE

When people seek medical help they are given some form of treatment with
which they have to comply. This applies to both traditional and Western

medicine.
2.6.1. DEFINITION OF COMPLIANCE

The Diagnostic Statistical Manual IlIR (1987) of the American Psychiatric
Association defines compliance with medical treatment as behaviour judged
unrelated to @ mental disorder such as concern that treatment may be worse

than the illness itself.

When individuals seek medical help, it often happens that the doctor’s orders
are not carried to the full. Studies published on compliance show wide
variations. Fox (1969), reported a 4% non-compliance with TB treatment,
while Bergman & Werner (1963) reported 92% non compliance with treatment
for streptococcal infections. Cross comparison in compliance studies is often
problematic as different methods of measurement are used. Nevertheless,

they all prove that non-compliance is a universal problem.
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When professional help is sought, the patient comes out of the consultation,
with either a prescription (with prescribing doctors, for example in the United
Kingdom) or a combination or any one of the following (if the doctor is
dispensing, for example, in South Africa) - pills/tablets, injection, mixture,
ointment or whatever else is applicable. A patient may sometimes be told to
adjust his diet, cease smoking, drinking or to present him/herself for
diagnostic tests. These form the medical regimen. Compliance is a

complicated set of behaviours that fall into two broad areas namely :

Level 1 - receiving the drug
Level 2 - using it correctly

Luckman et al, 1973.

2.6.2. FACTORS CONTRIBUTING TO NON-COMPLIANCE

Most of the studies reported in this section were conducted in Western

countries. There is very little research that has been conducted in developing

countries on compliance.

Ley & Spelman (1867) list several factors that they maintain affect compliance,

for example, doctor’s attitude, patient characteristics like medical knowledge

and memory aspects.
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The patient’s personaiity, educ_ationai level, social relations, the type of
medicine, the number of medicines taken concurrently, frequency of
administration, duration of treatment, adverse effects - whether the patient
feels ill or qu'ite well are some of the factors that may promote compliance
(Stimson, 1974). If it is true that these affect compliance, then compliance is
likely to be low in Third World countries where sometimes illiteracy is still high.
Also, if the patient is taking traditional medicine and Modern medicine
concurrently there is bound to be a problem as he is likely to use that which he

thinks is effective and appropriate for the type of illness.

It is, however, difficult for the doctors to identify the potential non co-operator
(Caron & Roth, 1968). If this were possible, part of the problem of non

compliance would be solved.

2.6.2.1 RACE, SEX, AGE, LEVEL OF EDUCATION AS PREDICTORS

OF NON-COMPLIANCE

Researchers have tried to investigate if there are any correlations between race,

sex, education, economic status and age.

Morrow and Rabin (1966), MacDonald (1963) found no possible links between
race and compliance. This leads one to conclude that non compliance is a

universal problem.
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- Women were less compliant than men in the studies conducted by Luntz & Austin
(1960) and Dixon (1957). Other researchers have found no relation between sex

and non compliance (Maddock, 1867, Davis, 1968b)

Little association has been found between education and compliance (Maddock,
1967, Neely & Patrick 1968). Davis & Eichorn (1963) found an increase in
education was associated with non compliance. Age sex and educational level
were not found to be predictive for either compliance or non-compliance by

Packard and O’Connell (1986).

Lack of insight, the denial of the iliness, paranoid delusions and low socio-
economic states, age and substance abuse have all been associated with non

compliance by Chen (1991).

2.6.2.2. SOCIO ECONOMIC STATUS AND COMPLIANCE

Low socio-economic status has been correlated with non compliance by some
researchers (Mohler et al, 1955, Watts, 1966). Other studies have not reported

any association between the two factors (Maddock, 1967, Mohler, 1955, Neely

& Patrick 1968).
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2.6.2.3. RELIGION, HEALTH BELIEFS AND COMPLIANCE

Morrow and Rabin (1966), MacDonald (1967) found no correlation between a

person’s religious beliefs and compliance.

Other factors that need to be considered in compliance studies are th'e patient’s
values and belief systems (Amarishangam, 1980). Sometimes it may be
necessary to reinforce the patient’s delusional thoughts, to improve
compliance (Beeber, 1988). Reinforcing patient’s delusional thoughts may,
however, create some problems as the therapist may not be able to pick out
how far that should go. The patient may then use the doctor and say that even
the doctor agreed with him on the issue. Doctors are seen by the lay public as

authority and if anything is endorsed by the doctor then it has to be right.

Literature on compliance suggests that health beliefs provide a promising
alternative to personality theories. Findings of a study by Browniee-Duffeck et
al (1987) suggest that health beliefs play an important role in diabetic regimen

adherence and metabolic control.

Measures on the Health Belief Model were found to be significantly correlated
with compliance, but they did not predict adherence (Smith et al, 1987). Health
beliefs, according to Becker et al (1979), may be highly correlated with
mbthers compliance to a diet regimen for their children. The magnitude of the

correlation declined, however, by the fourth follow up visit.
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