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Certain issues need to be kept in mind when introducing this
form of assessment. Faculty training is an important component
because the quality of feedback determines the quality of benefits
that residents derive from an encounter. However, this training
should be directed to the attributes of good feedback in general.
Sometimes, the feedback degenerates into an academic discussion
rather than focusing on what was done and how it can be
improved. Training the assessors is therefore an important
strategy.18 Generally, the assessor should focus on these
questions—what was done well, what was not done well, what
could have been better and how the student would do it differently
in a similar situation in future.

Another important issue is to include a variety of cases. This
helps not only in breaking the monotony but also in improving
reliability by bringing a wider content area. Similarly, it is a good
idea to have different examiners for different encounters as each
examiner brings with him a distinct viewpoint and a different way
of thinking.18 For this reason, making the feedback too structured
or standardized is not favoured by some experts.14 Mini-CEX can
be seen as a more authentic form of assessment in near natural
settings than conventional case presentations or OSCE.

Our experience makes us believe that mini-CEX is an acceptable
and practical tool for assessment of residents. It is a low expertise,
low resource-intensive method that does not require any special
preparation. It can be done in a natural patient care setting,
providing authenticity to the assessment. We suggest larger
qualitative studies to assess the acceptability and impact of this
instrument in Indian settings.
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SCENARIO 1
SR is a 50-year-old man, doing well in his business. He is married
and has one son who is abroad. I saw him many years ago, for a
trivial viral fever but, as it happens sometimes, this led to a long
term friendship. SR is particularly conscious of his health. He is
what is commonly described as a moderately severe hypochondriac.
Both of us know that the numerous phone calls and consultations
are needless; yet, he rushes to the phone or to my office at the
slightest hint of any ‘illness’. He follows my instructions to the
letter, and frequently asks for clarifications about a point or two.
Often, I secretly feel that his quality of life would be better if he
were less compliant!
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For many years, the matter of our patients’ compliance with
medical advice has been a subject of interest to me. As a clinician
for over 4 decades, I wonder if I have understood the entire
meaning of this phenomenon. During medical consultations,
ward rounds and bedside teaching, we often refer to compliance
or, more importantly, the lack of it. What follows is a distillate of
my own attempts to understand this large and universal problem
and how it affects medical care and health. As is my wont,1 I
portray some case scenarios followed by comments.
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SCENARIO 2
SV, a 28-year-old married woman, saw me about 5 years ago for
moderately persistent perennial bronchial asthma. After a few
months, she realized the importance of ‘preventive’ medications—
inhalers—in sustaining wheeze-free remissions. Yet, she often
stopped her medications and promptly became ill, needing
nebulizations and short bursts of oral steroid medications. Our
exhortations did not seem to have any effect. She suffered an
episode of acute severe asthma, needing admission to the intensive
care unit (ICU) and assisted ventilation for 2 days. She was
compliant for about 6 months thereafter, only to return with an
exacerbation. She and many patients like her cause enormous
anguish and frustration among doctors. One would have thought
that admission to an ICU—hardly a pleasing prospect—would
have a lasting influence on the psyche of people with chronic
illness. What is it that makes some people prefer the perilous path
of non-compliance to the serene garden of health?

SCENARIO 3
PG, a 50-year-old businessman, has been on treatment for
hypertension and diabetes mellitus for over 10 years. He is what
can be called the ‘physician’s delight’! Let me explain. Early in
the course of our collaboration, he patiently acquired a fair
amount of objective knowledge about his illnesses. This made
him less anxious and enabled him to actively take part in the
treatment programme. His wife too took keen interest in his diet
and managed to please him with a delightfully balanced diet. They
walk regularly, and PG has been able to maintain an enviably
constant weight! He undergoes periodic check-ups with optimistic
anticipation rather than anxious negativity.

COMMENT
Compliance, simply defined, denotes adherence to a given
programme or instruction. As is evident from the representative
case scenarios, compliance, in the medical context, is a complex
subject. The optimally compliant example of PG is seldom
encountered. The voluminous literature on the problem of non-
compliance is but evidence that we are unable to inculcate
adherence to treatment efforts in a large number of our patients.

The possible reasons are—unsurprisingly—multifactorial.
First, these can be due to factors inherent in the patient. It is human
nature to resent taking medications, more so for chronic diseases,
where compliance is most needed. It is difficult to convince a
patient to take medications regularly for illnesses that are largely
asymptomatic such as hypertension. Curiously, compliance does
not seem to be a matter related to literacy or level of education. Our
attempts to educate patients may eminently succeed in those who
do not question medical advice too seriously! It is well known that
doctors are no exception in terms of non-compliance; it is just that
we perhaps deny it whenever challenged.

Second, there are many influences, social, cultural, spiritual

and economic, which may affect adherence to medical advice.
These have been extensively studied by specialists in a variety of
diseases. The increasing number of people who woo Lady Nicotine
and ‘false friends’ such as alcohol is alarming, and the failure to
reduce morbidity and mortality is a sad reflection of our inability
to contain this social burden.

My own personal view of non-compliance has been undergoing
change over time. Anger caused by my own helplessness has
slowly given place to acceptance. I am taking a keener interest in
my patients’ lives. This has allowed a better understanding that
compliance is a product of friendliness, genuine concern and
reassuring encouragement. I have been able to appreciate that lack
of compliance is at times due to circumstances beyond a given
patient’s control. Often, the vicissitudes of life take their own toll
to an extent wherein health, for varying periods of time, is no
longer a priority. It would be well for us to realize this and help our
patients to wade through their period of stress. I have come to
believe that this helps us to become more humane in our approach
to patient care.

How do I ensure compliance? In my area of interest—bronchial
asthma—I have noted that two aspects need emphasis. First,
interpersonal rapport should be firm and enduring. I gently
reiterate that while we cannot ‘cure’ asthma, we can assure a much
better lifestyle. The importance of compliance is something the
patient should feel from within and not as being ‘enforced’. I have
found this makes it far easier in the long term care of asthma. In
any chronic disease, our goal is to lessen the emotional and
physical burden. Second, and equally important, is to convey facts
about the illness that my patients should know. Using simple
tools, such as slides and videos of inhaler technique on my
personal computer, makes education more engaging and impactful.
Over the years, I have become aware that an ongoing, patient-
friendly interaction is perhaps the optimal way to make attitudinal
changes in them. Another positive approach is to cite examples of
people who have led active and vigorous lifestyles despite being
asthmatic.

Admittedly, it is time-consuming to try and achieve these
goals. But when one considers the benefits over a lifetime to the
patients of this often neglected disease, I am convinced it is well
worth the time we spend. Despite all this, there are patients who,
for varied reasons, remain defiantly non-compliant. One has to
accept this philosophically and hope their attitudes change for the
better.

Attempts made in the individual patient’s context as well as at
the collective community level are bearing fruit in many diseases.
One can be optimistic that, as societies become more enlightened,
the medical and non-medical dimensions of health and disease
will be viewed in their true perspective.
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