
 1

Compliance, concordance and ‘Corpus Linguistics': Towards a new paradigm 
in the study of clinical encounters 
 
Health Language Research Group 
 
Contributors: 
 
P Crawford, B Brown, S. Adolphs, P.Bissell, N.Plant, O Sahota,  R.Carter 

 



 2

 

The Linguistic Turn in Health Care: New Opportunities 
 

Compliance: The concept and its problems 
 

There has been a good deal of interest in recent years in the subject of compliance 

or concordance in health care. Whereas a great many visits to the doctor are made – 

up to a million a day in the UK (Vazquez-Barquero et al, 1999) - the level of 

adherence to the advice or the recommended treatment regime is often quite low. 

There are considerable concerns about low rates of compliance across a whole 

range of clinical specialisms: Blood pressure (Bremner, 2002), diabetes (Campbell et 

al 2003)  post-transplant surgery (Chisolm, 2002) and mental health (Coriss et al, 

1999). Compliance rates are lower where more medication doses have to be taken 

(Claxton et al, 2001). Sometimes fewer than 50% of patients are believed to be 

following the optimal course of action with their medication or other therapeutic 

recommendations. Once lifestyle issues such as diet, smoking and exercise are 

taken into consideration, rates of compliance with medical advice may be even more 

disappointing for clinicians.  

 

This issue of whether people comply with courses of treatment is particularly urgent 

in the UK as there is considerable concern over the national ‘drugs bill’. Currently, 

according to news reports in the UK (BBC, 2003) this stands at between 5 and 6 

billion pounds sterling, for the 530 million or so prescriptions that are filled.  

 

At the same time, there is considerable concern about the state of the research and 

published literature on the state of compliance research. Newell et al (1999) are 

particularly vocal in criticising the ‘less than optimal’ design of studies which have 

been performed to address compliance enhancement, making it difficult to derive 

specific recommendations for practice from the literature published up to the end of 

the 20th century. 

 

Compliance, then, is a problem from the point of view of researchers, clinicians and 

policymakers. It is our intention in this paper to outline some of the problems with 

compliance research and to suggest ways in which insights from the study of 

language and interaction in health care could be deployed to clarify the issues, 

identify the nature of the phenomena in question and suggest new avenues for 

inquiry and clinical practice. 
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To begin with, let us examine the nature of the concept itself. A working definition of 

compliance might be defined as “the extent to which the patient’s medication taking 

behaviour coincides with the prescribed regimen” (Chisholm, 2002, p. 31) and is 

conventionally seen to be the extent to which the patient follows their physician’s 

instructions. This kind of definition has been challenged more recently by the use of a 

number of competing terms such as ‘concordance’ and ‘adherence’. The concept of 

compliance itself is thus one which is debatable. Concordance is preferred by some 

authors because it “emphasises patient rights, the need for information, the 

importance of two way communication and decision making . . .  a concordance 

model suggests that patients have the right to make decisions (such as stopping 

medication) even if clinicians disagree with those decisions.” (Gray et al, 2002, p. 

278). ‘Adherence’ is preferred by others because “it incorporates the desirable, 

interactive, patient practitioner relationship that we as practitioners, want to achieve.” 

(Chisholm, 2002, p. 31).  

 

Sociological critiques of the health care process have asserted that the concepts of 

compliance and adherence do not do justice to the complexity and sophistication of 

lay theorising about illness (Blaxter 1983; Calnan 1987; Blaxter and Britten 1996; 

Williams and Calnan 1996), and it has been suggested that health professionals 

should seek to develop ‘concordance’ with their clients (Working Party 1997). 

Concordance has been defined by a multi-disciplinary group of health professionals, 

academics and members of the pharmaceutical industry in the UK in the following 

terms:  

“Concordance is based on the notion that the work of the prescriber and patient in 

the consultation is a negotiation between equals and the aim is therefore a 

therapeutic alliance between them. This alliance, may, in the end, include an 

agreement to differ. Its strength lies in a new assumption of respect for the patient’s 

agenda and the creation of openness in the relationship, so that both doctor and 

patient together can proceed on the basis of reality and not of misunderstanding, 

distrust and concealment.” (Working Party 1997, p. 8) 

 

Thus there is a concern to introduce an appreciation of the interactive, ethically and 

politically nuanced process of arriving at a course of action, whether or not it is 

medically advisable. There have been a number of attempts to critically interrogate 

what the term compliance means in practice (Murphy and Canales, 2001). The 

concern is that language use (and healthcare practices themselves) might be 



 4

vehicles for social control and domination. The term ‘concordance’ might equally be 

argued to place a gloss of consensus on a process which may itself remain 

profoundly unequal.  

 

Thus, compliance as a concept is a contested one, which yields problems for its 

study as it is unclear as to exactly what should be operationalized or what a desirable 

outcome is. The focus on concordance for example may mean that it is equally 

desirable if patient and practitioner reach an informed and mutually respectful 

‘agreement to differ’ as to the best course of action. From the point of view of clients 

struggling with regimes they perceive to be onerous, arcane and riddled with 

unpleasant side effects, there may be quite strong motivations to avoid treatment.  

 

The problem of compliance is compounded by the difficulty of finding any coherence 

in the working definitions of the issue in different research projects. Noncompliance 

may be defined in a variety of ways which may include complete cessation, verbal 

refusals or even any deviation from the treatment protocol (Gray et al, 2002). The 

measurement of compliance through self report and physician report questionnaires 

and interviews is notoriously prone to overestimate the phenomenon (Churchill, 

1985). From the earliest days of compliance study, widely differing estimates of 

compliance rates were compiled. These include the relatively low rate of non-

compliance estimated by Quitkin et al (1978) at only 10% through to the much higher 

rate of 73% detected through the use of patient interviews over a 6 month period by 

Wolf and Colacino (1961). More recently, in a global review of the literature 

pertaining to mental health, Cramer & Rosencheck (1998) proposed an overall 

compliance rate of about 42%. Clearly then, according to the estimates culled from a 

multifarious literature, there are some difficulties from the point of view of treatment 

optimisation. 

 

A further problem in making sense of compliance data across different studies is to 

do with the way that treatment approaches and the subjective ‘look and feel’ of 

treatment regimes have changed dramatically over the 20 or 30 years that 

compliance has been studied intensively (Gray et al, 2002). 

 

Thus, there are a variety of difficulties with the compliance concept, at least as far as 

the idea is conceived of at present, relating to the nature of the concept, the way it is 

operationalized and the differences both methodologically and historically between 
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the treatment regimes involved and the studies which have been performed to 

measure it.  

 

The compliance process – current conceptions. 
 

A good deal of the literature which has sought to probe the compliance or 

concordance process has conceptualized it in terms of cognitive, attitudinal, 

psychosocial and demographic variables. That is, for example the health belief model 

is widely used to make sense of compliance behaviour. The health belief model is an 

archetypal pattern used to evaluate or influence an individual’s behavioural changes 

concerning a particular health condition. The model suggests that the likelihood that 

an individual will take action concerning a health condition is determined by the 

person’s desire to take action and by the perceived benefits of the action weighed 

against the perceived costs of barriers. The model also evaluates how an individual 

estimates their susceptibility to a condition and the benefits of detection and 

treatment for that particular illness (Becker, 1974; Hochbaum et al 1992). The 

individual’s health behaviour in this formulation will be based on their perception of 

how susceptible they are to the disease in question, and by their expectation of 

benefits, adverse experiences and barriers likely encountered as a result of the 

recommended action. 

 

Indeed, such is the vigour with which these conceptions of the compliance process 

are pursued that some theorists talk of ‘the disease of non-adherence’ and the need 

of practitioners to ‘diagnose’ and commence ‘therapy’ for the condition (Chisholm, 

2002, p. 31). This enthusiasm for conceptualising the issue ion terms of the cognitive 

and attitudinal features of health beliefs models is justified in terms of the relative 

success of these models in health promotion initiatives. Yet a number of notes of 

caution need to be sounded. 

 

First, and most importantly, from our point of view, it is not focused on health 

encounters themselves. The kinds of data on which it encourages us to focus are 

derived from questionnaire and standard interviews and are very rarely based on the 

rough and tumble of health care interactions. It is based in a kind of philosophical 

nominalism which presupposes that attitudes and beliefs pre-exist and precede 

individuals’ health behaviour.  
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Secondly, in this model it is assumed that health behaviour proceeds from a rational 

evaluation of the costs and benefits of different courses of action. Of course, as 

critics are quick to point out, not everyone processes information according to the 

standards of rationality laid out by the health care professions themselves (Obeid, 

1996). Information and education are generally assumed to be ‘good things’ as they 

reduce anxiety. This has indeed been shown to be true in some studies (Hagopian, 

1991; Poroch, 1995). Yet equally there is evidence from other studies that the 

opposite is true (Miller et al, 1988; Wells et al, 1990; Ohanihan, 1990). Different kinds 

of people desire different sorts of information. Ohanihan (1990) showed that parents 

of children with cancer were most interested in information about prognostic 

indicators, whereas the adolescent children were more interested in information 

relating to personal and bodily concerns. Moreover, as Hinds et al (1995) note, not 

everyone desires information.  

 

A second difficulty with health beliefs models as vehicles with which to study 

compliance is that the staff themselves have not been subject to such intense 

scrutiny (Obeid, 1996). The possibility that health care decision making is a joint 

process, as suggested by the terms concordance and adherence, has not yet been 

reflected in changes in these kinds of attitudinal and cognitive models. Health beliefs 

models are embedded within a traditional model of expertise which sees the 

knowledge flowing downwards from the expert to the patient. They assume that the 

scientific formulations of knowledge available within western health science are the 

standard which should supervene over other ways of understanding health. This idea 

is of course contentious (Feyerabend, 1999), especially in the light of increasing 

concerns on the part of social scientists to make sense of other cultures and belief 

systems in their own terms and not just as poor imitations of western science. 

 

The individualistic focus of health beliefs models is a source of further difficulty. We 

cannot easily see the practitioners or patients in this system as being part of broader 

linguistic communities of frameworks of understanding. Certainly, social support 

networks and the like are sometimes included as variables in the model (Chisholm, 

2002). Yet these are not accorded a constitutive role in giving shape and form to the 

health encounter, nor as helping to give form to the symptoms of the complaint.  

 

Despite their alignment with empirical approaches to the study of health attitudes and 

behaviour then, health belief models tend to be rather squeamish about the actual 

texture of socially located and institutionally bounded health care activities.  
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It is therefore appropriate to consider whether a fresh start would be appropriate in 

the study of compliance and concordance. Interestingly, despite the intense scrutiny 

of doctor-patient interaction from health care professionals there has been relatively 

little focus on the question of concordance.  

 

Language and interaction in health care: The story so far 
 

Over the last thirty years there has been a growing interest in health care language 

(e.g. Fisher & Todd 1983; Mishler 1984; Silverman 1987; Heritage and Sefi 1992; 

Heath 1992; Maynard 1992; Nettleton 1992; Backer & Rogers 1993; Ratzan 1993; 

Harding et al. 1994; Lupton 1994; Atkinson 1995; Caldas-Coulthard & Coulthard 

1996; Tulloch & Lupton 1997, Johnson 1997; Silverman 1997; Crawford et al. 1998; 

Jackson & Duffy 1998; Northouse 1998; Pilnick 1998; Pilnick 1999; Pilnick & 

Hindmarsh 1999; Candlin & Hyland 1999). Previous researchers’ concerns have 

included the interactive achievement of diagnosis in clinical encounters (Korsch et al, 

1968, Wallston, 1978, Tate, 1994; Pitts, 1998); compliance with recommendations 

(Hussey & Gilland, 1989); controlling frame structures (Goffman 1974, Fisher, 1991, 

Coupland et al 1994); and interactional management of encounters (Coupland et al 

1994, Gill & Maynard, 1995). However, the language of compliance and, lately, 

concordance remains underexplored.  

 

For example, whereas Hussey and Gilland (1989) were concerned with compliance, 

they were largely interested in internal psychological variables such as literacy level 

and locus of control. Whereas Maynard’s (1991; Gill and Maynard, 1995) work was 

concerned with bringing patients’ parents into agreement with the diagnosis, the 

implications of this for their future action were not fully explored. 

 

However, Maynard’s work especially highlights the possibility that the kind of 

language used by various health professionals may promote or hinder compliance 

and concordance. To be able to map such language both quantitatively and 

qualitatively could have significant implications for the study of concordance and 

compliance.  

 

Thus, let us examine next some of the analytic tools which have been derived from 

this body of literature as they are currently deployed in the analysis of health care 

language. An important drift in this literature is the use of methodologies derived from 
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conversation analysis. It is therefore appropriate to describe this in some detail. As 

Drew et al (2001) characterise it, CA (conversation analysis) is a method which 

focuses largely on the verbal communications which people recurrently use in 

interacting with one another. People are, in this view attempting to produce 

meaningful action and to interpret the other’s meaning. In Drew et al’s view, there are 

three key features of CA: 

1) Any utterances are considered to be performing social actions, such as 

maintaining agreement between the participants, finding out the reasons for the 

present situation and securing the interactant’s identity as a creditable person.  

2) Utterances and actions are considered to be part of sequences of action, so that 

what one participant says and does is occasioned by what the others have just said 

and done. CA thus focuses on dynamic processes of interaction from which 

sequences are built up. 

3) These sequences appear to have stable patterns. How one participant acts and 

speaks can be shown to have regular, predictable consequences for how the other 

responds. 

Social interactions are meaningful for the participants who produce them and they 

have a natural organisation that can be discovered and the analyst is interested in 

understanding the machinery, the rules and the structures that produce or constitute 

this orderliness. There are several basic assumptions involved in conversation 

analysis, (from Psathas, 1995, ps. 2-3)  

1) Order is a produced orderliness. 

2) Order is produced by the parties in situ: That is it is situated and occasioned. 

3) The parties orient to that order themselves; that is, this order is not an analysts 

conception, not the result of some preformed or preformulated theoretical 

conceptions concerning what action should/must/ought to be based on generalising 

or summarising statements about what action generally/frequently/often is.  

4) Order is repeatable and recurrent. 

5) The discovery, description and analysis of that produced orderliness is the task of 

the analyst.  

6) Issues of how frequently, how widely, or how often particular phenomena occur 

are to be set aside in the first instance,: the primary task is discovering, describing 

and analysing the structures, the machinery, the organised practices, the formal 

procedures, the ways in which order is produced.  

7) Structures of social action, once so discerned, can be described and analysed in 

formal, that is, structural, organisational, logical. atopically contentless, consistent 

and abstract terms.  
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As Harvey Sacks put it there was 'order at all points'. Moreover, as far as 

conversation analysts are concerned that is the only order there is. From the point of 

view of ethnomethodology and especially conversation analysis, '...the primordial site 

of social order is found in members' use of methodical practices to produce, make 

sense of and thereby render accountable, features of their local circumstances ... 

The socially structured character of ... any enterprise undertaken by members is thus 

not exterior or extrinsic to their everyday workings, but interior and intrinsic, residing 

in the local and particular detail of practical actions undertaken by members uniquely 

competent to do so. (Boden and Zimmerman, 1991, p. 6-7) 

 

In addition to this concern with locally produced and managed conversational order, 

there has been a ‘corpus revolution’ (Leech, 2000) such that an increasing number of 

scholars are concerned to develop large transcribed archives of the spoken English 

language. This offers the opportunity to probe into the ‘terra incognita’ of spoken 

language (Carter & McCarthy, 1995). Whereas conversation analysis has sometimes 

had the ambition to examine regular, repeatable features of interaction, it is the 

corpus revolution that makes this ambition possible through the availability of larger 

scale bodies of the spoken language. 

 

Corpus Linguistics can provide a detailed account of encounters between health care 

professionals and clients in terms of the language used. Healthcare is a language-

based enterprise deeply affected by language choices and strategies, spanning a 

wide range of problems and interactional styles. The study of compliance and 

concordance would be enhanced considerably if this language use were exhaustively 

characterised in qualitative, quantitative and stylistic terms in order to advance a 

deeper understanding of the central role that language plays in accomplishing 

alignment between clients and practitioners. Greater scrutiny and awareness of 

language use may illuminate, interrogate and potentially transform how professionals 

reach agreement on treatments with patients and ensure that such treatments or 

interventions are sustained or maintained by willing, informed patients. Thus, the 

language used to promote compliance and concordance may result in improved 

clinical outcomes.   

 

By building a large corpus or computational collection of key interactions in treatment 

provision or advice, it becomes possible to perform an in-depth analysis of 

vocabulary, interactional structure and reality construction that can affect compliance 

and concordance. We can advance an understanding of the conversational practices 
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of the interactants as they achieve their mutual understanding or even mutual 

miscommunications. Once these formulations are accomplished, it is clear from 

previous work that their implications can have far reaching effects if they are put into 

practice (Crawford et al 1995; Brown et al, 1999). The internal organisation of 

conversation structure and content then is a vital sphere of study in its own right. 

Insights from this can guide our search for the elements of an encounter, such that 

an optimal course of action is established which maximises compliance or 

concordance. 

 

Possible Study Areas: The terra incognita of concordance and compliance in 
practice 
 

This line of research has a variety of potential applications. In order to facilitate 

subsequent discussion of the issues involved let us summarise some of the possible 

areas of enquiry as a kind of corpus linguistics ‘twelve step programme’. 

 

Corpus linguistics can for example help us to: 

 

i) Provide a detailed description and analysis of the language of prescribing or 

treatment consultations, and to characterise the unique features of professional and 

patient language in this context. 

ii) Identify possible strategies for more effective language use in any treatment 

consultation with patients.   

iii) Identify linguistic difficulties between participants at the interface of a professional 

or technical lexicon and a lay or non-technical one. 

iv) Enhance our understanding of underlying linguistic dynamics that could influence 

how patients react to their treatment or medication regime. 

v) Analyse how emotions are conveyed during health professional-patient 

interactions and how this could affect patient concordance. 

vi) Examine features such as turn-taking, turn-length, topic control, congruence 

between topic and language style, interruptions, intonational information and 

meaning; 

vii) Determine preference structures and paralinguistic features; 

viii) Analyse the interactional processes which are undertaken by professionals and 

identify the linguistic strategies that professionals adopt in treatment/ prescribing 

activity; 
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ix) Investigate the strategies by which professionals attempt to secure compliance 

with advice and the strategies by which patients signal their acceptance of, or 

resistance to, that advice in the conversational encounters themselves; 

x) Determine the genre and register of consultation language which are likely to differ 

in systematic ways from the use of English in general; 

xi) Examine the kinds of vocabularies, ‘fixed expressions’ and common collocations 

associated with different kinds of consultation scenarios; 

xii) Identify features of ‘successful’ communication and offer recommendations for 

future training and best practice.  

 

It is important to stress here that the overall methods of linguistic research can be 

applied flexibly and be used to address a whole variety of questions, topics and 

ideas. These aims will perhaps best be achieved by means of a willingness to work 

flexibly with partners in the education system, in health policy and in the commercial 

sector so as to explore topics of mutual interest and reach conclusions which lead to 

tangible benefits in terms which make sense to policymakers, patient groups, 

practitioners and commercial partners.  

 

Clues about compliance and concordance in the existing literature: 
Compassion or coercion? 
 

However we conceptualise the issue of compliance or concordance, there are a 

variety of techniques which health care professionals have been observed using 

when they attempt to create concordance between themselves and the clients. 

Douglas Maynard’s work on the giving and receiving of diagnostic news between 

clinicians and the parents of children with developmental disabilities and autism, for 

example, shows how this can be achieved (Gill & Maynard, 1995). After making their 

assessment of the child, the professionals commence delivering their opinion to the 

parents by asking the parents for their opinion of what the problem is. This then 

enables them in most cases to neatly re-engineer the parents’ formulation so as to 

incorporate the technical diagnosis – ‘autism’ or ‘mental retardation’ because it 

seems to the parents that this is merely a technical reformulation of the problems 

they are already aware of. This then gives the diagnosis a more compelling quality 

because the parents ‘own’ it too. It gives it a grounding in their own experience.  

 

Thinking of how these kinds of insights might be turned into research questions 

which could be pursued with larger corpora of language, it might be possible to work 
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through transcripts of a greater variety of healthcare encounters to examine the 

achievement of alignment between patient and professionals. Perhaps, once the 

patient is encouraged to describe their symptoms and the nature of their complaint, 

the course of action recommended is contrived so as to appear to be the solution to 

the patients own, self-described problems. The conversational mechanisms of 

securing an alignment between the professional and client deserve further 

exploration. This process might also be detectable when professionals talk about 

medicines and courses of treatment which they did not prescribe themselves. 

Concerns over non-compliance make professionals sometimes increasingly 

desperate to keep clients on courses of tablets, and makes them keen to ensure that 

the clients are not doing something egregious like swapping the medication with their 

friends, losing it, trading it for other goods and services and so forth.  

 

A close-grained attention to some actual clinical encounters might yield important 

new insights as to how the prescribing and use of the product might be optimised. 

Will the encounters become product oriented? Here we might think of the work with 

GPs that suggests the prescription becomes the reason for the consultation, and the 

way that some GP practices have started using ‘non-prescription’ pads which explain 

why antibiotics are not appropriate in particular cases. In Heritage and Stivers’s 

(1999) work on medical consultations there is an interactional device used by doctors 

the ‘online commentary’ during an examination which often tends to minimise the 

severity of the outward signs of the illness. Phrases such as ‘that’s fine’, ‘a little bit 

red’ or ‘I don’t feel any lymph node swelling’ lead neatly in to a decision not to 

prescribe in a way which carries the patient along. Indeed, there is currently also a 

poster campaign to tell the public that antibiotics are rarely useful for colds and 

influenza. A more selective use of pharmacological agents might be advantageous 

because the they can be restricted to cases where the might be most effective, 

enhancing the reputation of the product and the company and safeguarding against 

complaints of side effects and iatrogenic problems caused by ill-advised usage. 

 

As a corollary of this it might be possible to study the subcultures which exist 

amongst patients and practitioners as they make sense of the experience of health 

and disease. Conversations about health and illness are an important part of the 

social fabric. The technologies of care, the medications, products and aids to 

prevention and healing, make a difference to the conceptual map of human life. The 

availability of agents to tackle meningitis, pneumonia, diphtheria and HIV makes a 

big difference to the lethality of these illnesses and their impact in the sufferer and his 
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or her family. Of course, in many of these cases, the prevention and treatment of 

these illnesses is not wholly in the hands of the individual practitioner. However, 

treatment innovations make a difference to the conceptual structure of the illness and 

its emotional texture, and this consequently makes a difference to the professional-

client encounter. 

 

From the health care providers’ point of view, across the wide range of health 

interventions, the client’s acceptance and adherence to form of care, drug or 

treatment protocol are important. In practice, the range of factors involved in the 

decisions to comply or not, and the ways in which these might contribute to 

subsequent difficulties are complex. To illustrate this complexity, let us consider the 

case of hip protectors for elderly clients at risk of a fall. Osteoporosis related fractures 

are a major public health problem and lead to pain, disability and increased mortality 

at an estimated annual cost of £940 million to healthcare service resources (Dolan 

and Torgensen, 1998). The most serious consequences arise in those with a hip 

fracture. There is a significant increase in mortality, with an overall 12%-20% 

reduction in expected survival and a 5%-20% excess mortality within the first year 

(Eiskjaer et al, 1992). Moreover, half of the previously independent patients become 

partly dependent while one third become totally dependent. The risk of a second hip 

fracture is increased 5-10 fold. Despite this, measures to prevent fractures, 

particularly the second fracture are rarely undertaken (Sheehan et al, 2000). 

However, hip protector pads are an effective way of reducing hip fractures within a 

selected high risk population (Parker et al, 2002). Reduction in fracture rates have 

been found to be higher [40-60%] among the institutionalised (Lauritzen et al, 1993; 

Ekman et al 1997; Kannus, 2000) compared to the community dwelling elderly 

(Hindso & Lauritzen, 1998; Hildreth et al, 2001). Nursing home studies yield higher 

compliance rates than those found among community dwelling subjects. In one 

community dwelling study hip fracture rates were reported to increase in the group 

assigned to wear the protector pads. However, within the hip protector group, only 

one patient was wearing the pad at the time of fracture (Hildreth et al, 2001). Perhaps 

this is to do with the effect that wearing protector pads has on confidence. When 

wearing hip protectors one third of the patients feel more confident whist walking, 

with an additional 15% spending more time outdoors Hindso & Lauritzen, 1998) 

which may explain the increase in fracture risk on the background of poor 

compliance. Another study has reported improved self efficacy with the use of hip 

protector pads (Cameron et al, 2000). Older people are largely unaware of their risks 

of a hip fracture - particularity those with an existing fracture - uneducated about the 
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value of hip protectors, and the attitudes of health care providers may also play an 

important part. Unfortunately methods used to explore these perceptions and 

attitudes in clinical practice with elderly clients are poor. Interview techniques are 

commonly used but translating these into robust, quantitatively based evidence is 

difficult. 

 

However, within the discipline of linguistics researchers have long recognised the 

value of compiling a large corpus of spoken language and subjecting it to 

computerised analysis to discern the patterns in language use across a broad range 

of human social practice (Carter & McCarthy, 1995; Leech, 2000). Once the potential 

of correlating these measures of language with longer term measures of compliance, 

for example, in the above case, the prevalence of falls, fractures and mortality, 

researchers and clinicians will be equipped with a valuable tool for distinguishing the 

kinds of language which are associated with higher compliance and better outcomes. 

But, more in keeping with the current and more dialogical theme of 'concordance' - 

negotiating and reaching joint decisions about treatment choices and processes - 

such analysis may yield key discursive strategies that can be adopted to promote this 

more collaborative process of alignment between clinician and client. 

Whereas we have been critical about existing research on compliance, it has 

successfully identified some issues which might be worth exploring in more detail. In 

the case of elderly clients and precautions in case of falls, there are some valuable 

clues about issues that might be explored more rigorously in this way, once we have 

compiled a corpus of spoken language concerning hip protector pads in clinical 

contexts. For example, a number of authors have highlighted the importance of the 

relationship between clinician and client in securing compliance (Ryan, 1999; Latter 

et al, 2000) yet there is some uncertainty about what this might look like in practice. 

Likewise, patients' beliefs about their condition and the treatments available have 

been identified as a factor in compliance (Horne & Weinman 1999) yet so far little is 

known about the linguistic markers that might communicate this in the clinical 

encounter. A further example concerns the observation that the elderly patient's 

social context and social support network has an impact on adherence with 

medication and advice (Kidd & Altman 2000), yet it would be useful to know how this 

might be attended to by the participants in clinical encounters and whether this might 

be related to future compliance. In addition, clues concerning the client's future 

compliance might be found in the interactional structure and reality construction 

associated with different kinds of advice as to the best course of action. It has been 

noted that a good deal of human communication, especially in health care contexts, 
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is governed by what has been called ‘politeness theory’ (Brown & Levinson 1987) 

where interactants use non-directive forms of speech rather than directive ones, so 

as to preserve the ‘face’ of their fellow interactants. For example, rather than telling a 

client what to do, the professional may say ‘we generally advise people to…’ 

(Benkendorf et al 2001; Silverman 1997). However, in health care contexts this non-

directiveness may obstruct not only advice giving but prevent exploration of patients’ 

misgivings too (Benkendorf et al 2001). It is hoped that systematic studies of large 

corpora or bodies of language will explicate the forms of advice-giving and will yield 

greater insight into the meanings produced in health care interaction.  

 

The promise of corpus linguistics is that it will allow a detailed analysis of ‘narratives 

of compliance and concordance’, such that an optimal course of action can be 

developed. This might entail the development of education for professionals in how to 

maximise future concordance, once the 'linguistic signature' of effective 

communication is characterised. In the case of hip protector pads, it would be useful 

to identify the communication dynamics associated with patients’ reactions to their 

use. It is also possible to analyse how emotions are conveyed in such accounts and 

how the use of emotional terms might be associated with patient compliance and 

concordance. Hitherto, a general finding has been that higher compliance is 

associated with multi-method techniques that involve cognitive, behavioural and 

affective components (Dunbar-Jacob & Mortimer-Stevens 2001; Roter et al 1998) yet 

it would be useful to characterise more precisely the features of these which yield the 

enhanced compliance. Using corpus linguistics it is possible to provide a nuanced 

explication of how participants’ inferential structures and perceptions of hazard 

intersect with their emotional language relating to the use of drugs and other 

intervention devices. In addition, this allows the identification of the kinds of terms 

and concepts used by participants in describing physical, psychological, social and 

aesthetic aspects of any intervention. Such information may be valuable in terms of 

the design of future interventions, including for example dug delivery systems, 

prosthetic and safety products. With this approach, it may be possible ultimately to 

fine tune the language of the health care encounter to facilitate clients’ and 

professionals’ adaptation to any negative aspects of use, and tailor persuasive 

strategies to address these issues. This could lead to interventions targeted at all the 

major actors on the health care stage, including governments, manufacturers, health 

professionals and patients themselves, since experience suggests that simply 

targeting patients is but one piece in a much larger jigsaw (Homedes  & Ugalde, 

2001). This creative synthesis between medicine and applied linguistics could 
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provide all these actors with the information they need to make substantial 

improvements in the wellbeing of individuals. 

 

Language and action have a logic and orderliness which is not reducible to cognitive 

and attitudinal measurement (Potter 2000). Close attention to the language used in 

introducing and monitoring compliance is important and will help reorient research 

away from the ‘sterile’ concepts of ‘compliance’ and into more fruitful directions 

concerning how courses of action in healthcare are formulated, agreed and 

translated into concordance.   

 

Compliance and concordance revisited: reformulating the concepts 
 

As models for conceptualising health care relationships, compliance and adherence 

have come in for sustained criticism. Although compliance and adherence have been 

extensively researched, it has been argued that the outcome of much of this work 

provides “little consistent information other than the fact that people do not always 

follow the doctors orders” (Morris and Schultz 1992, p. 295). The main function of 

such terms (according to some) is ideological: to provide a framework for doctors to 

express their ideas about how patients ought to behave (Trostle, 1988; Britten, 

2001). Notions of compliance and adherence offer clear justifications for attributing 

blame when patients’ actions do not match the expectations placed on them by 

health professionals (Donovan and Blake, 1992; Britten, 2001). Thus, if the potential 

of linguistic study were harnessed, it might be possible to identify how exactly 

responsibility was attributed to patients in health care encounters. Moreover, the  

 

Awareness of the limitations of the compliance and adherence models in their 

application to health care relationships has taken root within health services research 

and policy in recent years. It is now suggested that interactions with patients should 

not be viewed simply as opportunities to reinforce instructions around treatment 

(Working Party, 1997; Blenkinsopp, 2001). Rather, health care relationships should 

be understood as a space where the expertise of both patients and health 

professionals can be pooled to arrive at mutually agreed goals. The value of linguistic 

analysis in this context is that it can function as a check on how exactly this mutual 

agreement is created. Studies of the fine grain of health care encounters often 

identify the means by which professionals interactively manage the encounter so as 

to steer it in the direction that conforms to their judgement (Brown et al, 1996; 

Heritage and Stivers, 1999). Thus, from the point of view of clients’ interests and the 
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current political climate which encourages a focus on client’s views, this kind of 

research is particularly valuable.  

 

Compliance, concordance and doctor patient relationships 
 

This vision of health care interactions is one where each party’s views and goals are 

considered to be of equal value, and where the consultation represents a space for 

dialogue has been contrasted with the paternalistic and authoritarian compliance or 

adherence model which is characterised by an “unspoken assumption that the 

patient’s role was to be passive” (Working Party, 1997, p. 8). The principles of 

concordance are not new (Britten, 2001), however, it is increasingly referred to within 

health services research and health policy circles (Blenkinsopp, 2001). In contrast to 

compliance or adherence, it fits more neatly into the political landscape of the 

National Health Service (NHS) in the UK. Its negotiated approach to health care 

interactions resonates with the emphasis on consumerism in the NHS (Williams and 

Calnan, 1996) and, if it can be achieved, it would be congruent with ideas such as 

shared clinical decision-making (Charles et al, 1997; 1999) and patient-centredness 

(May and Mead, 1999). Regular sampling of the language of health care as it is 

delivered would be valuable as a way of assessing progress towards these goals.  

 

The World Health Organisation has long held that patients and health professionals 

have a right (and a duty) to participate in the delivery of health care (WHO 1977, p. 

3). Similarly, the UK Department of Health is engaged in an Expert Patient initiative 

(Department of Health, 2000) and a Medicines Partnership Initiative (Medicines 

Partnership, 2003) both of which seek to exploit the experiential knowledge patients 

amass over the course of their illness. Whilst this prevailing discourse can be viewed 

as a response to the wider epistemological challenge to medicine and as a political 

challenge to professional power, there seems little doubt that user engagement, 

building partnerships and privileging the patient’s voice, are now firmly on the 

national and international health policy agenda (Small and Rhodes 2000). Again, 

understanding the language of health care is a crucial component of all of this 

political change. After all, if wee take the project of linguistic analysis outlined at the 

start of this article seriously, we are encouraged to see the primordial site of social 

order in this health care interaction. As yet, the vast majority of it is indeed terra 

incognita, yet it is within these encounters that the proof of the political pudding must 

be sought.  
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Whereas the fine detail of much of the UK’s million or so daily health care encounters 

is as yet undisclosed, there is a growing body of research describing the impact of 

‘patient-centredness’ on satisfaction with care (Kinmonth et al, 1998) and models of 

shared decision-making (Charles et al, 1997; 1999; Stevenson et al, 2000). 

Interesting research has also been conducted in relation to the misunderstandings 

that arise between patients and doctors in the consultation and the unvoiced 

agendas of patients in this arena (Barry et al 2000; Britten et al 2000). Again, the 

possibility of detecting these misunderstandings and miscommunications on a wider 

scale is opened up by the use of corpus linguistic approaches.  

 

The process of medical decision making is an interpersonal one that can be seen as 

a social act (Davidoff, 1996) which the law conceptualises as a process of obtaining 

consent. This process which takes place in the context of the doctor – patient 

relationship. Indeed Sommerville (1993) saw consent as the trigger that allows the 

interchange between doctor and patient to take place and is an essential part in the 

establishment and continuation of the therapeutic relationship.  

 

A number of studies focus on the relationship between the doctor and the patient 

particularly at the time of decision making. Balint (1957) coined the terms doctor 

centred and patient centred. Di Caccavo et al (2000) note that much of the research 

regarding medical interaction has centred around these styles of communication and 

their effect on patient compliance and satisfaction (Savage and Armstrong, 1999). 

Doctors use both styles of communication (Ruusuvuori, 2001); alternating between a 

doctor centred approach (the doctor using his or her knowledge for the benefit of the 

patient) and the patient centred style (in which the patient is seen as an expert in his 

or her own illness). The issues of how the agenda for the consultation is set, who 

sets the agenda, and how interaction is accomplished and organised have not been 

addressed so far in this strand of scholarship. Once again, this is a constituency of 

interest which could be offered some insights via the discipline of corpus linguistics. 

What, for example, are the linguistic signatures and motifs of ‘patient centred’ or 

‘doctor centred’ communication? How is the patient’s expertise on his or her own 

illness formulated? As well as specific vocabularies relating to the ailment in 

question, there may be generic forms through which lay people describe the nature 

of their problems. 

 

The traditional role of the doctor has been one of an expert using his or her 

knowledge and expertise for the benefit of patients The historical lack of involvement 
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of the patient in his or her own healthcare has been superseded with a new interest 

in shared decision making. In the shared decision making model both the doctor and 

patient are involved, both share information, both take steps to build a consensus 

about the preferred treatment and finally, an agreement is reached on the treatment 

that is to be implemented (Charles et al 1999). In this way the doctor patient 

relationship is viewed as a partnership. However the nature of the partnership 

remains debatable, as Sommerville (1993) comments the relationship may best be 

viewed as complimentary rather than equal. Mc Kinstry (2000) addressed the issue 

of whether patients wished to be involved in decision making, finding that patients 

preferences varied according to factors such as their age, social class and even their 

smoking status - apparently smokers preferred a shared decision making approach. 

Once more, the scope and impact of this work is limited by the fact that we still know 

so little of the fine detail of the medical encounter. The idea of shared decision 

making, like so many of the attempts to conceptualise the health care process, is 

hampered by lack of specific data. However, if it is accepted as an ideal, the question 

then arises of how we are to assess whether it has taken place, and it is this question 

with which corpus linguistics is ideally suited to help. 

 

The doctor, by virtue of his or her professional training and experience can be seen 

as a resource for the patient. The doctor often has to strike a balance between 

submerging the patient in information, thereby diminishing the ability of the patient to 

make decisions and restricting the amount of information given so as to make 

decision making simple. The legal position has always been supportive of doctors in 

respect of their duties to disclose information to the patient. Lord Bridge recognised 

the right of the patient to make informed choices especially when a risk may be 

described as significant; nevertheless he was of the opinion that the amount of 

information given to the patient in assisting the patient to make a medical decision is 

primarily a matter of clinical judgement. While the inconsistent approaches to the 

case by the Law Lords make the analysis difficult (McHale & Fox, 1997) the 

Guidance issued by the Department of Health (1996) for doctors quotes the views of 

Lord Templeman and Lord Scarman. They proposed that risks of a ‘material kind’ or 

those risks that are ‘special in kind or magnitude’ should be disclosed. Though the 

doctors’ duty is to be subjected to the test in Bolam v Frien Hospital Management 

Committee (1957). Of course, the process of being made aware of risks and 

difficulties attached to different courses of treatment is difficult to characterise without 

more concrete data from heath care encounters. This question of how the doctor 

should proceed in talking about drawbacks, side effects and limitations and how 
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patients might most advantageously inquire about them could be addressed with the 

analysis of a substantially sized corpus of health care language, especially if it were 

possible to relate the encounters themselves to  

 
Landscapes of rationality: informed decisions 
 

Research suggests that giving patients adequate information not only increases 

patient satisfaction but reduces subsequent litigation when complications arise 

(Stauch 2000 NEEDS A REFERENCE). However Osuna (1998) found that 69% of 

patients claimed not to have been informed about the risks associated with surgery, 

further, 75% claimed not to have been informed about anaesthetic risk, while no 

patients undergoing local anaesthesia said they had been informed of any risks. In a 

similar survey White (1995) found that when questioning patients one day after they 

had signed a consent form only 55% could demonstrate an understanding of the 

procedure to be performed. It may be that there is a significant difference between 

remembering and processing risk and remembering what a procedure entails. Ellis 

(2001) in a small survey of patients attending a transient ischemic attack and minor 

stroke clinic, found that when the patients were given information based on the 

National Institute of Neurological Disorders Trial they were unable to understand and 

quantify the risks they were told For example 39% of patients did not know a risk of 

25% was one in four. Calman et al (1997) note that while risk is generally couched in 

numerical odds research suggests that people find these hard to grasp, leading to 

the suggestion that national scales of risk should be developed. However research in 

cognitive psychology has shown that people are quickly overwhelmed by having to 

consider more than a few options at once and rather than use systematic decision 

making strategies resort to simplified ways of making decisions (Redelmeir and 

Sharif 1995). Indeed Ubel and Loewenstein (1997) postulate that in some situations 

when people dissect their decisions they come up with reasons which conflict with 

their intuition. There appears to be a need to find a way of combining patient views 

with medical facts and intuition with a systematic way of making treatment decisions. 

Some argue that such a method exists in the form of decision analysis. Those who 

support this approach claim that doctors can integrate patient values and opinions 

with medical facts (Pauker et al, 1998) though Ubel and Loewenstein (1997) observe 

that the psychological feelings - such as hope and fear - associated with medical 

decision making are not accounted for. 
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The nature of decision making can be seen to involve the interpersonal relationship 

between the doctor and the patient, inevitably the communication skills of those 

involved are important if the consent process is to be seen as successful. However 

other factors including the cognitive ability of the patient to manage complex 

information are also important especially at a time when pain, stress and/ or anxiety 

are experienced by the patient. Barry et al (2001) conducted a qualitative study in 35 

GP practices and found that only 4 out of the 35 patients interviewed had been able 

to discuss with the doctor the items they had previously identified as issues for 

discussion. The reasons for this were not researched however, while the research 

was not focussed on the gaining of consent, the inability of patients to raise concerns 

with the doctor is very relevant to the obtaining of consent. Thus, it would be 

instructive to ask what exactly takes place in medical encounters which relates to the 

presentation or evaluation of information. 

 

The bulk of the research we have just reviewed is founded in the assumption that 

rational decisions can indeed be arrived at through adequate processing of 

information. This in itself is debatable. The results of medical interventions may turn 

out to disappoint. There is a good deal of evidence across a variety of medical 

specialisms that even in conditions which have been intensively researched there is 

no clear-cut rational way to make decisions. To take one example, namely the use of 

surgery in prostate cancer, awareness of the many published studies on the subject 

does not yield an unequivocal single best course of action. After surgery, reductions 

in physical activity lead to a poorer reported quality of life and marital adjustment. 

Over half of post-surgery patients reported distress at loss of erectile function when 

followed up eighteen months after surgery (Pedersen et al., 1993). To complicate 

matters even further, when following up people who have had prostatectomy, it 

appears that the rate of satisfaction with the choice declines over time. Herr (1994) 

notes that up to three years after surgery 83% of those who have had their prostate 

gland removed would choose a radical prostatectomy again, whereas of those more 

than three years post surgery only 47% would do so. As Moore and Estey’s 

participants said: 

‘Even though the urologist spent a long time with me and answered all my questions 

before surgery, the only thing I ever heard was cancer. The biggest shock is to find I 

am incontinent. It just hadn’t penetrated and is devastating.’ 

As another said: 

‘I think he told me about incontinence but I didn’t know he meant this.’ 

(Moore and Estey, 1999, p.1125) 
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This illustrates that even when equipped with the knowledge of the situation they 

were facing, people do not necessarily make decisions which they will consider to 

have been the best for them later. Rationality then, does not guarantee satisfaction 

and is not necessarily more likely to result on accord being maintained between client 

and physician. Again, there is a need for further investigation of the kinds of language 

in the discussions of the operations and alternative courses of action. It would be 

instructive to investigate exactly how it was that expectations were managed, 

courses of action evaluated and benefits of surgery assessed. The difficulty in this 

case seems to lie in the disappointing results of the operations, in terms of side 

effects and postoperative disability.  

 

In conclusion: The linguistic paradigm in health care research. 
 

In this paper then we have attempted to outline some of the limitations of existing 

forms of inquiry concerning compliance and concordance and highlight the possible 

contribution of language studies and corpus linguistics to the field. The concepts of 

compliance and concordance themselves are somewhat debatable and are subject 

to a whole range of attempts at reformulation, from theorists, researchers and 

policymakers. Language study should enable the debate to proceed with some clarity 

about what exactly is going on in health care encounters. Moreover it is through 

attention to the language used that we will be able to grasp the jointly formulated 

irrationality of health care and begin the process of mapping the terra incognita of 

oral health care work. The difficulties of compliance and concordance and how they 

fit into current political debates about the inclusion of patients’ voices can be 

addressed by means of a thorough sampling and analysis of the language of health 

care encounters at a variety of levels. This will enable policymakers to establish 

whether indeed the politically desirable ideals in health care have been met, and it 

will enable practitioners to guide their interactions down the most advantageous 

channels so as to ensure that clients are empowered to make the most of the 

treatments and advice they are given. 

 

References  
 

Atkinson, P. (1995) Medical Talk and Medical Work: The Liturgy of the Clinic, 

London: Sage. 

 



 23

Backer, T.E. & Rogers, E.M. (Eds.) (1993) Organizational Aspects of Health 

Communication Campaigns: What Works? London: Sage. 

 

Baird, A. (2000) Professional issues: Crown II: The implications of nurse prescribing 

for practice nursing, British Journal of Community Nursing, 5, (9), 454-461. 

 

Balint, M. (1957) The Doctor, his patient and the illness, New York: International 

Universities Press 

 

Barry, C.A., Bradley, C.P., Britten, N., Stevenson, F.A. and Barber, N. (2000) 

Patients unvoiced agendas in general practice consultations: qualitative study, British 

Medical Journal, 320, 2346-50. 

 

Barry, C., Stevenson, F.A, Britten, N., Barber, N., Bradley. C. (2001) Giving voice to 

the lifeworld: more humane, more effective medical care? A qualitative study of 

doctor-patient communication in general practice. Social Science and Medicine 53 

487-505. 

 

BBC (2003) NHS Drugs Bill Soars http://news.bbc.co.uk/1/hi/health/874335.stm 

(accessed 1/3/2003)  

 

Becker, M.H. (1974) The Health Belief Model and personal health behaviour, Health 

Education Monographs, 2, (whole part 4).  

 

Benkendorf, J.L, Prince, M, Rose, M.A, De Fina, A, & Hamilton, H.E. (2001) Does 

indirect speech promote nondirective genetic counselling? American Journal of 

Medical Genetics, 106, 199-207. 

 

Blaxter, M. (1983) The causes of disease: women talking, Social Science and 

Medicine, 17, 59-69. 

 

Blaxter M and Britten N. (1996) Lay beliefs about drugs and medicines and the 

implications for pharmacy. Manchester: Pharmacy Practice Research Resource 

Centre. 

 

Blenkinsopp A. (2001). From compliance to concordance: how are we doing? 

International Journal of Pharmacy Practice, 9, 65-66. 



 24

 

Boden, D. & Zimmerman, D. H. (1991) Talk and social structure: Studies in 

ethnomethodology and conversation analysis, Cambridge: Polity Press.  

 

Bremner, A.D. (2002) Antihypertensive medication and quality of life – silent 

treatment of a silent killer, Cardiovascular Drugs and Therapy, 16, 353-364. 

 

Britten N., Stevenson, F.A., Barry, C.A., Barber, N. and Bradley, C.P. (2000) 

Misunderstandings in general practice and prescribing decisions: qualitative study. 

British Medical Journal 320:484-8. 

 

Britten N. (2001) Prescribing and the defence of clinical autonomy. Sociology of 

Health and Illness 23(4):478-496. 

 

Brown, B., Crawford, P. & Nolan, P. (1996) Interaction, Language and the narrative 

turn in psychology and psychiatry, Social Science and Medicine, 43, (11), 1569-1578. 

 

Brown, B., Crawford, P., Richards, K., & Nolan, P. (1999) Holding a mirror up to 

caring: Language and reflective practice, Mental Health Care, 4, (3) 27-32. 

 

Brown, P. & Levinson, S. (1987) Universals in language usage: Politeness 

phenomena, Cambridge: Cambridge University Press. 

 

Caldas-Coulthard, C.R. & Coulthard, M. (Eds.) (1996) Texts and Practices: Readings 

in Critical Discourse Analysis, London: Routledge. 

 

Calnan, M. (1987) Health and Illness: the Lay Perspective, London: Tavistock. 

 

Cameron, I.D., Stafford. B., Cumming, R.G., Birks. C. & Kurle, S.E., Lockwood, K. 

(2000) Hip protectors improve falls self efficacy, Age and Ageing, 29, 57-62. 

 

Campbell, R., Pound, P., Pope, C., Britten, N., Pill, R., Morgan, M. & Donoivan, J. 

(2003) Evaluating meta ethnography: A synthesis of qualitative research on lay 

experiences of diabetes and diabetes care, Social Science and Medicine, (in press) 

 

Candlin, C.N. & Hyland, K. (Eds.) (1999) Writing: Texts, Processes and Practices, 

London: Longman. 



 25

 

Carter, R. & McCarthy, M. (1995) Grammar and the Spoken Language, Applied 

Linguistics, 16, (2), 141-158. 

 

Charles, C., Gafni, A. & Whelan, T. (1997) Shared decision making in the medical 

encounter: what does it mean? (or it takes at least two to tango). Social Science and 

Medicine 44:681-692. 

 

Charles, C., Gafni, A. & Whelan, T. (1999) Decision making in the physician-patient 

encounter: revisiting the shared treatment decision-making model, Social Science 

and Medicine, 49, 651-661. 

 

Chisholm, M. (2002) Enhancing transplant patients’ adherence to medication 

therapy, Clinical Transplantation, 16, 30-38.   

 

Churchill, D.N. (1985) Compliance: How to measure it, Medicine of Canada, 40, 

1068-1070. 

 

Claxton, A.J., Cramer, J., & Pierce, C. (2001) A systematic review of the relationship 

between dose regimens and medication compliance, Clinical Therapeutics, 23, (8), 

1296-1310. 

 

Corriss, D.J., Smith, T.E., Hull, J.W., Lim, R.W., Pratt, S.I. & Romanelli, S. (1999) 

Interactive risk  factors for treatment adherence in a chronic psychotic disorders 

population, Psychiatry Research, 89, 269-274. 

 

Coupland, J., Robinson, J.D. & Coupland, N. (1994) Frame negotiation in doctor-

elderly patient interactions, Discourse and Society, 5, 89-124. 

 

Cramer, J.H., & Rosencheck, R. (1998) Compliance with medication regimens for 

mental and physical disorders, Psychiatric Services, 49, 196-201. 

 

Crawford, P., Brown, B. & Nolan, P. (1998) Communicating Care: The Language of 

Nursing, Cheltenham: Stanley Thornes. 

 

Crawford, P., Nolan, P. & Brown, B. (1995) Linguistic entrapment: Medico-nursing 

biographies as fictions, Journal of Advanced Nursing, 22, 1141-1148. 



 26

 

Davidoff F (1996) Who has seen blood sugar? Philadelphia PA: American College of 

Physicians. 

 

Department of Health (1996) The protection and use of patient information, London: 

Department of Health. 

 

Department of Health (2000) The Expert Patient: A new approach to disease 

management in the 21st Century. London: HMSO. 

 

Di Caccavo A, Ley A, Reid F (2000). What do Practitioners Discuss with their 

Patients? Exploring the Relationship between Content and Medical consultations and 

Treatment Decisions. Journal of Health Psychology 5, (1), 87-98. 

 

Dolan, P., Torgerson, D.J. (1998) The cost of treating osteoporosis in the UK, 

Osteoporosis International, 8, 611-617.  

 

Donovan, J.L. and Blake, D.R. (1992) Patient non-compliance: Deviance or reasoned 

decision-making? Social Science and Medicine, 34, 507-513. 

 

Drew, P., Chatwin, J. & Collins, S. (2001) Conversation analysis: A method for 

research into interactions between patients and health care professionals, Health 

Expectations, 4, 58-70. 

 

Dunbar-Jacob, J. & Mortimer-Stephens, M.K. (2001) Treatment adherence in chronic 

disease, Journal of Clinical Epidemiology, 54, 857-860. 

 

Eiskjaer, S., Ostgård, S.E., Jakobsen, B.W., Jensen, J. & Lucht, U. (1992) Years of 

potential life lost after hip fracture among postmenopausal women. Acta 

Orhtopaedica Scandinavica, 63, 293-296. 

 

Ekman, A., Mallmin, H., Michaelsson, K. & Ljunghal, S. (1997) External hip protectors 

to prevent osteoporotic hip fractures, Lancet, 330, 563-564. 

 

Ellis, S. (2001) Informed consent is flawed, (correspondence) The Lancet, 357, 

(9250) Jan 13th 2001.   

 



 27

Feyerabend, P. (1999) Knowledge, Science and Relativism: Philosophical Papers, 

Volume 3, (Preston, J. Ed.), Cambridge: Cambridge University Press.  

 

Fisher, S. (1991) A discourse of the social: Medical talk/power talk/oppositional talk, 

Discourse and Society, 2, 157-82. 

 

Fisher, S. & Todd, A.D. (1983) The Social Organization of Doctor-Patient 

Communication, Washington DC: Centre for Applied Linguistics. 

 

Gill, V.T. & Maynard, D.W. (1995) On labelling in actual interaction: Delivering and 

receiving diagnoses of developmental disabilities, Social Problems, 42, (1) 11-37. 

 

Goffman, E. (1974) Frame Analysis, New York: Harper and Row. 

 

Gray, R., Wykes, T., & Gournay, K. (2002) From compliance to concordance: A 

review of the literature on interventions to enhance compliance with antipsychotic 

medication, Journal of Psychiatric and Mental Health Nursing, 8, 277-284. 

 

Hagopian, G. A., (1991) The effects of a weekly radiation therapy newsletter on 

patients, Oncology Nurses Forum, 18, (7), 1199-1203. 

 

Harding, G., Nettleton, S. & Taylor, K. (1994) Social Pharmacy: Innovation and 

Development, London: Pharmaceutical Press. 

 

Heath, C. (1992) The delivery and reception of diagnosis in the general-practice 

consultation. In P. Drew & J. Heritage (eds.), Talk at Work: Interaction in Institutional 

Settings, Cambridge: Cambridge University Press, ps. 235-267. 

 

Heritage, J. & Sefi, S. (1992) Dilemmas of advice: aspects of the delivery and 

reception of advice in interactions between Health Visitors and first-time mothers. In 

P. Drew & J. Heritage (eds.), Talk at Work: Interaction in Institutional Settings.  

Cambridge: Cambridge University Press, ps. 359-417. 

 

Heritage, J. & Stivers, T. (1999) Online commentary in acute medical visits: A 

method of shaping patient expectations, Social Science and Medicine, 49, 1501-

1517. 

 



 28

Herr, H.W. (1994) Quality of life of incontinent men after radical prostatectomy, 

Journal of Urology, 151, 652-654. 

 

Hildreth, R., Campbell, P., Torgerson, D. & Watt, I. (2001) A randomised controlled 

trail of hip protectors for the prevention of second hip fractures, Osteoporosis 

International, 12. 

 

Hillier S & Kelleher D. (1996) Researching Cultural Differences in Health, London: 

Routledge. 

 

Hinds, C., Streater, A. and Mood, D., (1995) Functions and preferred methods of 

receiving information related to radiotherapy: Perceptions of patients with cancer, 

Cancer Nursing, 18, (5), 374-384. 

 

Hindso, K. & Lauritzen, J.B. (1998) Behavioural attitude towards hip protectors. 

Osteoporosis International; 8, 119. 

 

Hochbaum, G.M., Sorenson, J.R., & Lorig, K. (1992). Theory in Health Education 

Practice. Health Education Quarterly, 19, (3), 293-313. 

 

Homedes,  N. & Ugalde, A. (2001) Improving the use of pharmaceuticals through 

patient and community level interventions, Social Science and Medicine, 52, 99-134. 

 

Horne, R.J. & Weinman, J. (1999) Patients' beliefs about prescribed medicines and 

their role in adherence to treatment in chronic physical illness, Journal of 

Psychosomatic Research, 47, 555-567. 

 

Hussey, L.C. & Gilland, K. (1989) Compliance, low literacy and locus of control, 

Nursing Clinics of North America, 24, (3), 605-611. 

 

Jackson, D. & Duffy, B.K. (1998) Health Communication Research: A Guide to 

Development and Directions, Westport Connecticut; London: Greenwood Press. 

 

Johnson, J. D. (1997) Cancer-related information seeking, Cresskill, N.J.: Hampton 

Press. 

 

 



 29

Kannus, P., Parkkari, J., Niemi, S., Pasanen, M., Palvannen, M. & Jarvinen, M. 

(2000) Prevention of hip fractures in elderly people with the use of a hip protector, 

New England Journal of Medicine, 343, 1506-1513. 

 

Kidd, K.E. & Altman, D.G. (2000) Adherence in social context, Controlled Clinical 

Trials, 21, 184-187.  

 

Kinmonth, A.L., Woodcock, A., Griffin, S., Spiegal, N. and Campbell, M.J. (1998) 

Randomised controlled trial of patient centred care of diabetes in general practice: 

impact on current well-being and future disease risk. British Medical Journal 

317:1202-1208. 

 

Korsch, B.M., Gozzi, E.K., & Francis, V. (1968) Gaps in doctor-patient 

communication, Paediatrics, 42, 855-871. 

 

Latter, S., Yerrell, P., Rycroft-Malone, J., & Shaw, D. (200) Nursing, medication 

education and the new policy agenda: The evidence base, International Journal of 

Nursing Studies, 37, 469-479. 

 

Lauritzen, J.L.B., Petersen, M. & Lund, B. (1993) Effect of external hip protectors, 

The Lancet, 341, 11-13 

 

Leech, G. (2000) Grammars of spoken  English: New Outcomes of corpus oriented 

research, Language Learning, 50, (4), 675-724. 

 

Lupton, D. (1994) Medicine as Culture, London: Sage. 

 

May, C.R. and Mead, N. (1999) Patient-centredness: a history. In Frith, L. and 

Dowrick, C. (Eds.) Ethical Issues in General Practice: Uncertainty and Responsibility, 

London: Routledge. 

 

Maynard, D. (1991) The perspective display series and the delivery of diagnostic 

news. In Boden, D. & Zimmerman, D.H. (Eds.) Talk and social structure, Cambridge: 

Polity Press. 

 



 30

Maynard, D.W. (1992) On clinicians co-implicating recipients’ perspective in the 

delivery of diagnostic news. In P. Drew & J. Heritage (eds.), Talk at Work: Interaction 

in Institutional Settings.  Cambridge: Cambridge University Press, pp.331-358. 

 

Mc Hale J. Fox M. (1997) Health Care Law; text and materials. Sweet and Maxwell. 

London. 

 

McKinstry B (2000) Do Patients wish to be involved in decision making in the 

consultation? A cross sectional survey with vignettes, British Medical Journal, 321, 

867-871. 

 

Medicines Partnership (2003) Medicines Partnership: from compliance to 

concordance. http://www.medicines-partnership.org (accessed February 2003). 

 

Miller, S.M., Summerton, J. and Brody, D.S., (1988) Styles of coping with threat: 

Implications for health, Journal of Personality and Social Psychology, 54, (1), 142-

148. 

 

Mishler, E.G.  (1984) The Discourse of Medicine: the narrative structure of 

experience. Cambridge: Cambridge University Press. 

 

Moore, K.N. & Estey, SA. (1999) The early post operative concerns of men after 

radical prostatectomy, Journal of Advanced Nursing, 29, (5), 1121-1129. 

 

Morris, L.S. and Schulz, R.M. (1992) Patient compliance-an overview. Journal of 

Clinical Pharmacy and Therapeutics, 17, 283-95. 

 

Murphy, N. & Canales, M. (2001) A critical analysis of compliance, Nursing Inquiry, 8, 

(3), 173-181. 

 

Nettleton, S. (1992) Power, Pain and Dentistry, Open University Press. 

 

Newell, S A, Bowman, J A, & Cockburn, J D. (1999) A critical review of interventions 

to increase compliance with medication-taking, obtaining medication refills, and 

appointment- keeping in the treatment of cardiovascular disease, Preventive 

Medicine, 29, 535-548. 

 



 31

Northouse, L.L. (1998) Health Communication: Strategies for Health Professionals,  

Stamford, Connecticut, London: Appleton & Lange. 

 

Obeid, A., (1996) Critique of the Health Beliefs Model, Primary Health Care, June, 6, 

(6), 20-23. 

 

Ohanian, N., (1990) Cancer Patients and their parents, Journal of Paediatric nursing, 

7, (2), 63-64. 

 

Osuna, E., Parez-Carceles, M.D., Parez-Moreno, J.A, & Luna, A. (1998) Informed 

consent, evaluation of the information provided to patients before anaesthesia and 

surgery, Medical Law, 17, 511-518. 

 

Parker, M.J., Gillespie, L.D. & Gillespie, W.J. (2002) Hip protectors for preventing hip 

fractures in the elderly. The Cochrane database of systematic reviews, Oxford: The 

Cochrane Collaboration. 

 

Pauker, S.G., Pauker, S.P. & Mc Neil, B.J. (1998) The effects of private attitudes on 

public policy: Prenatal screening for neural tube defects as a prototype. In Bell, D.E., 

Raiffa, H. & Tversky, A. (Eds.) Decision making: Descriptive, Normative and 

Prescriptive Interactions. Cambridge University Press ps. 588-598. 

 

Pederdsen, K.V., Carlsson, P., Rahmquist, M. & Varenhorst, E. (1993) Quality of life 

after radical retro pubic prostatectomy for carcinoma of the prostate, European 

Urology, 24, 7-11. 

 

Pilnick, A. (1998) ‘Why didn’t you say just that?’ Dealing with issues of asymmetry, 

knowledge and competence in the pharmacist/ client encounter. Sociology of Health 

and Illness, 20, (1), 29-51. 

 

Pilnick, A. (1999) “Patient Counselling” by pharmacists: Advice, information, or 

instruction? The Sociological Quarterly, 40, (4), 613-622. 

 

Pilnick, A. & Hindmarsh, J. (1999) “When you wake up it’ll all be over”: 

Communication in the anaesthetic room. Symbolic Interaction, 22, (4), 345-360.  

 



 32

Pitts, M. (1998) The medical consultation, In Pitts, M. & Phillips, K. (Eds.) The 

Psychology of Health, Routledge, London.  

 

Poroch, D., (1995) The effect of preparatory patient education on the anxiety and 

satisfaction of cancer patients receiving radiation therapy, Cancer Nursing, 18, (3), 

206-214. 

 

Potter J. (2000) Post cognitive psychology, Theory and Psychology. 10: 31-37. 

 

Psathas, G. (1995) Conversation analysis: The study of talk in interaction, London: 

Sage. 

 

Quitkin, F., Riftkin, A., & Kane, J.M. (1978) Long action versus injectable 

antipsychotic drugs in schizophrenics, Archives of General Psychiatry, 35, 889-892 

 

Ratzan, S.C. (ed.) (1993) AIDS: Effective Communication for the 90s, London: Taylor 

& Francis. 

 

Redelmeier DA, Sharif E. (1995) Medical decision making in situations that offer 

multiple alternatives. JAMA 273,302-305. 

 

Roter, D.L., Hall, J.A., Mersica, R., Nordstrom, B., Cretin, D. & Svarstad, B. (1998) 

Effectiveness of interventions to improve patient compliance: A meta-analysis, 

Medical Care, 36, 1138-1161.  

 

Ryan, A,A. (1999) Medication compliance and older people: A review of the literature 

International Journal of Nursing Studies, 36, 153-162  

 

Ruusuvuori J. (2001) Looking means listening; coordinating displays of engagement 

in doctor-patient interaction, Social Science and Medicine, 52, 1093-1108. 

 

Savage, R. & Armstrong, D. (1999) Effect of a general practitioners consulting style 

on patient satisfaction: a controlled study, British Medical Journal, 301, 968-970. 

 

Sheehan. J., Mohamed, F., Reilly, M., Perry, I.J. (2000) Secondary prevention 

following fractured neck of femur: a survey of orthopaedic surgeons practice, 

International Medical Journal, 93, 105-107. 



 33

 

Silverman, D. (1987) Communication and Medical Practice: Social Relations in the 

Clinic, London: Sage. 

 

Silverman D. (1997) Discourses of counselling. London: Sage Publications Inc. 

 

Small, N. and Rhodes, P. (2000). Too ill to talk? User involvement in palliative care. 

London: Routledge. 

 

Sommerville A. (1993)   Medical Ethics; philosophy and practice today, London: 

British Medical Journal Publishing. 

 

Stevenson, F.A., Barry, C.A., Britten, N., Barber, N. and Bradley, C.P. (2000) Doctor-

patient communication about drugs: the evidence for shared decision making, Social 

Science and Medicine, 50, 829-840. 

 

Tate, P. (1994) The doctor's communication handbook, Oxford: Radcliffe Medical 

Press. 

 

Trostle, J.A. (1988) Medical compliance as an ideology. Social Science and Medicine 

27:1299-1308. 

 

Tulloch, J. & Lupton, D. (1997) Television, AIDS, and Risk: A Cultural Studies 

Approach to Health Communication, St Leonards, N.S.W.: Allen & Unwin.  

 

Ubel, P.A. & Loewenstein, G. (1997) The role of decision analysis in informed 

consent: choosing between intuition and systematicity, Social Science and Medicine, 

44, (5), 674-656.  

 

Vazquez-Barquero, J. L., Herran, A. & Simon, J. A. (1999). Epidemiology of Mental 

Disorders in the Community and Primary Care. In Tansella M. & Thornicroft G. 

(Eds.), Common Mental Disorders in Primary Care, Routledge, Oxford. 

 

Wallston, T.S. (1978) Three biases in the processing of diagnostic information, 

Psychometric Laboratory University of North Carolina, Chapel Hill, North Carolina. 

 

 



 34

Wells, L., Heiney, S., Swygert, E., Troticanto, G., Stokes, C., and Ettinger, R., (1990) 

Psychosocial stressors ,coping resources and information needs of parents of 

adolescent cancer patient. Journal of Paediatric Oncology Nursing, 7, (4), 145-148. 

 

White C, Mason AC, Feehan M, Templeton PA, (1995) Informed consent for 

percutaneous lung biopsy: A comparison of two consent protocols based on patient 

recall of the procedure, American Journal of Roentgenology, 165, (5), 1139-1142. 

 

Williams, S.J. and Calnan, M. (1996) Modern Medicine : Lay Perspectives and 

Experiences,  London: UCL Press. 

 

Wolf, R.J. & Colacino,  D.M. (1961) A preliminary report on the continued post 

hospital use of tranquillizing drugs, American Journal of Psychiatry, 118, 499-503. 

 

Working Party (1997) From Compliance to Concordance: Achieving shared goals in 

medicine taking. Report of the Working Party. London: Royal Pharmaceutical Society 

of Great Britain/ Merck, Sharp and Dohme. 

 

World Health Organisation. (1977) Primary Health Care. Geneva: World Health 

Organisation.  

 


