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O B J E C T I V E :  To ident i fy  important  de t erminant s  o f  n o n c o m -  
pl iance  among  Cambodian  re fugees .  

D E S I G N :  Open-ended  interv iews .  

S E T T I N G :  Univers i ty-af f i l iated ambula tory  care  c l in ic  in an 
inner-c i ty  hospital .  

P A R T I C I P A N T S :  Thirty  adult  Cambodian  r e f u g e e s  (15  m e n  
and 15  women)  w h o  were  regular ut i l i zers  o f  a re fugee  c l in ic .  

M E A S U R E M E N T S  A N D  M A I N  R E S U L T S :  S i x t y - s e v e n  p e r c e n t  
of  the part ic ipants  descr ibed  be ing  n o n c o m p l i a n t  wi th  at l eas t  
one  o f  their  medica t ions .  Four  c o m m o n  c a u s e s  o f  n o n c o m -  
pl iance  were  ident i f ied:  1) m i s u n d e r s t a n d i n g  the  in tent  o f  the  
medicat ion;  2) s ide  e f fec t s ;  3)  c o n c e r n  about  the  e f f ec t  o f  
medicat ion  on "internal  s trength";  and 4)  Cambodian  ideas  
about  pharmacok ine t i c s .  

C O N C L U S I O N S :  N o n c o m p l i a n c e  was  c o m m o n l y  reported by  
the Cambodian re spondent s .  N o n c o m p l i a n c e  w a s  bo th  in ten-  
t ional  and un intent iona l ;  the  u n i n t e n d e d  n o n c o m p l i a n c e  de-  
rived from patients '  a t t empt ing  to  c o m p l y  w i t h  therapy  ac-  
cording to Cambodian ideas  about  the  b o d y  and  Western  
medicat ion.  This  art icle  s u g g e s t s  c l in ica l  approaches  to en-  
hance  c o m p l i a n c e  w i th  prescr ibed  r e g i m e n s  a m o n g  r e c e n t  
Cambodian immigrants  and  re fugees .  

K E Y  W O R D S :  Cambodians;  n o n c o m p l i a n c e ;  cu l tura l  barriers;  
health bel iefs .  
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p at ients ,  providers,  a n d  hea l th  sys tems  all lose w h e n  
clinical encoun te r s  resul t  in  poor c o m m u n i c a t i o n  

and failed therapy. Al though the causes  are n u m e r o u s ,  
the term "noncompl iance"  is general ly u sed  to denote  
t h a t  a p a t i e n t  h a s  n o t  t a k e n  m e d i c a t i o n s  as  p re -  
scribed. 1.2 Inadequa te  i n s t ruc t ion ,  confus ion ,  inab i l i ty  

to pay, apathy, a t t emp t s  to self-prescribe accord ing  to 
experience, i n t en t iona l  abuse ,  and  o ther  often unrec-  
ognized reasons  can  all lead to noncompl i ance .  3- ~o Fea- 
tures  of medical  the rapy  associated wi th  pa t i en t  n o n -  
compliance include t r e a t m e n t  neces s i t a t i ng  behavioral  

change, long- term therapy,  type of medica t ion ,  a n d  real 
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or perceived side effects. 11-14 Pat ient  characterist ics  such  

as social isolat ion a n d  s ign i f i can t  cu l tura l  differences 
also have been  associa ted wi th  a h igher  r i sk  of t r e a t m e n t  
failure, is ~ Cul tu ra l  factors s h a p i n g  compl iance  de- 
serve special a t t e n t i on  because  phys i c i ans  a n d  medical  
systems may  be able to an t i c ipa te  a n d  address  key cul- 
tural  i ssues  tha t  have a predic table  in f luence  on  com- 
pliance with medical  therapy.  

Explorat ion of bo th  i n t e n t i o n a l  a n d  u n i n t e n t i o n a l  
reasons for n o n c o m p l i a n c e  may be i m p o r t a n t  to ident ify 
strategies to improve c o m m u n i c a t i o n  a nd  t r e a t m e n t  
outcomes. This  is especially t rue  for c l in ic ians  car ing  

for the growing n u m b e r s  of foreign-born,  n o n - E n g l i s h -  
speaking pa t i en t s  e n t e r i n g  the  Uni ted  Sta tes  hea l th  sys- 
tem who requi re  t r a n s l a t i o n s  of t r e a t m e n t  p lans  in to  
diverse l inguis t ic  a nd  cu l tu ra l  contexts .  For example, 
Lee et al.22 found  tha t  33% of S ou t he a s t  As ian  pa t i en t s  

had d iscont inued  a prescribed medicat ion,  a nd  75% were 
taking at  least one medica t ion  at  an  incorrec t  dose. 
Buchwald et al. 23 reported tha t  58% of the S o u t h e a s t  

Asian pa t i en t s  used  t r ad i t iona l  hea l th  pract ices  in  ad- 
di t ion to Western  pha rmaceu t i ca l s  wi th  reportedly good 
success. Given tha t  cu l tu re  commonly  shapes  compli- 
ance, a n d  tha t  the po ten t ia l  for n o n c o m p l i a n c e  a m o n g  

Southeas t  As ian  refugees is s igni f icant ,  we used  eth- 
nographic  interviews to explore a t t i t udes  toward  medi-  
cation. In par t icular ,  the reasons ,  bo th  i n t e n t i o n a l  a n d  
u n i n t e n t i o n a l ,  unde r ly ing  n o n c o m p l i a n t  behavior  were 
discussed wi th  C a m b o d i a n  pa t i en t s  who were regular  
utilizers of a refugee clinic. 

BACKGROUND 

Following the social upheava l  in  Cambod ia  in  1975, 

more t h a n  140,000 C a m b o d i a n s  set t led in  the  Uni ted  
States.18. 21 Nearly 2 mi l l ion  C a m b o d i a n s  who survived 
the massacres ,  tor ture,  a n d  forced labor  of the Khmer  
Rouge fled to T h a i l a n d  where  they wai ted in  refugee 
camps, often for years, before repa t r ia t ion .  Only a smal l  
port ion of this  large n u m b e r  were reset t led in  the West. 
Often professionals  a n d  inte l lectuals  no t  killed by the 
Pol Pot regime reset t led in  France,  while farmers ,  labor- 
ers, a nd  m e r c h a n t s  relocated to the  Uni ted  States .  As a 
consequence,  C a m b o d i a n  refugees u s i n g  Amer ican  clin- 
ics have had  m i n i m a l  exposure  to Weste rn  hea l th  prac- 
tices prior to their  arrival  i n  the Uni ted  States .  21, 24. 2s 

Cambodia  is a largely ag ra r i an  society, the mos t  re- 
cent  es t imates  sugges t  t ha t  before the  revolu t ionary  pe- 
riod 87% of C a m b o d i a n s  lived in  rura l  or s emi ru ra l  
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Table I 
Types of Noncompliant Behaviors 

Number of Patients 
Behavior [%] 

Decreasing dose 1 (3%) 
Dosing "as needed" 8 (27%) 
Discontinuing medication 5 (17%) 
Being unaware of medication prescribed 8 (27%) 
Increasing dose 9 (30%) 
Using nonprescribed medication 11 (37%) 

Two or more noncompliant behaviors 12 (40%) 

areas. 26 In Cambodia ,  b iomed ic ine  is available only in  

u r b a n  and  regional  centers ,  a n d  t rad i t iona l  hea l th  prac- 
tices are the u s u a l  form of medical  care. ~6, ~8.2~ Allo- 
pathic medical care is often cr is is -or iented,  a n d  used  
primarily after ini t ial  a t tempts  at herbal  medicines,  home 
remedies, or r i tua l  hea l ing  have failed. 27 This  is part ic-  

ularly t rue in  rura l  Cambodia ,  where  medical  a t t e n t i o n  
is sought  first from family members ,  who may sugges t  
herbal supp l emen t s  or dietary changes ,  or who may per- 
form dermabras ive  t e chn iques  s u c h  as the rapeu t ic  coin- 
ing, p inch ing ,  cupping ,  or massage .  24-27 If s y m p t o m s  

are not  relieved at home,  families often seek the advice 
of a Kru K h m e r  (" t radi t ional  healer"), who specializes in  

t radi t ional  remedies  a n d  r i tuals .  2~ In larger towns,  West- 
ern and  herbal  med ic ines  are available in  stores w i t hou t  
prescript ion.  C a m b o d i a n s  are accus tomed  to choos ing  
the combina t i on  of t r e a t m e n t s  they wish from these  di- 
verse sources. The lack of famil iar i ty  with Western  med- 
icine among  most  C a m b o d i a n s  is reflected by the fact 
tha t  a single word, pbhe t t ,  refers to a physic ian ,  a nu r se ,  
a specialist, a surgeon,  or the clinic. 

The n a m e s  of C a m b o d i a n  i l lnesses have historical ly 
reflected the symptoms ,  or u n d e r l y i n g  causes.  For ex- 
ample, k h a u t  leoung,  or "yellow il lness," is n a m e d  for 
the associated j aund ice .  I l lness can  resul t  from d is tur -  
bance  of a normal ly  h a r m o n i o u s  s ta te  of hea l th  by na t -  
ural  and  s u p e r n a t u r a l  forces opera t ing  s i m u l t a n e o u s l y  
on different levels. Karma,  or the r epe rcuss ion  of pas t  
act ions d u r i n g  previous  i n c a r n a t i o n s ,  can  predispose  
one to illness or heal th.  In addi t ion ,  malevolent  people 

(oracles. s h a m a n s ,  witches) or sp i r i tua l  be ings  (gods, 
demons,  ances t ra l  ghosts ,  a n d  spir i ts)  can  inf luence  
health. Natural  forces, such  as the  bodily h u m o r s  of 
"wind," "heat," a n d  "cold," a n d  changes  in  climate,  food, 
or familial discord also can  produce  illness. 16. ~ 

METHODS 

The Refugee Clinic is located at  Harborview Medical 
Center. one of four  major  t each ing  hospi ta ls  affiliated 
with the Univers i ty  of Wash ing ton .  The clinic was  es- 
tabl ished in  1982 to meet  the e x p a n d i n g  needs  of a rap- 
idly growing Sou thea s t  As ian  refugee popula t ion .  It now 

serves 13 d is t inc t  c o m m u n i t i e s  from Africa a n d  Asia, 
with more t h a n  5 ,000 a n n u a l  visits.  C a m b o d i a n  refu- 
gees are the largest s ingle  e thn ic  group,  compr i s ing  60% 
of the clinic visits. 

A convenience sample  of 30 adu l t  C a m b o d i a n  ref- 
ugees living in  Seattle who had  es tab l i shed  care at the 
Refugee Clinic were recru i ted  to par t ic ipa te  in  the study. 
In 1990, 15 m e n  a nd  15 women  gave verbal consen t  to 
be interviewed a nd  to have their  medical  records re- 

viewed. The interviews focused on  a general  d i s cus s ion  
of medical problems a n d  the use  of oral medicat ions .  To 
explore the r ea son ing  b e h i n d  p i l l - taking behavior,  we 

used open-ended s e m i s t r u c t u r e d  interviews las t ing  one 
and  a half  to two hours .  Medical procedures ,  i n t r avenous  
or i n t r a m u s c u l a r  in ject ions ,  a nd  the rapeu t i c  behavioral  
and  dietary changes  were no t  targeted topics of discus-  

sion. All interviews were conduc ted  by one of u s  (JS) at 
the pa t ien ts '  convenience  in  the i r  homes.  The inter-  
viewer was not  aware of the pa t ien t ' s  medical  condi t ions ,  
medicat ions,  or n a t u r e  a n d  extent  of medical  care at the 
t ime of the home visit.  Three  profess ional  b i l ingual  a n d  
b icul tura l  medical in te rpre te r s  a l t e rna ted  to in te rpre t  
the sessions us ing  phrase-by-phrase interpretat ion.  Each 
interview was audiotaped,  a n d  later  the Engl i sh  por t ions  

were t ranscr ibed  for careful review a n d  con ten t  analysis .  
The con ten t  analysis  focused on  repor ted  pi l l - taking be- 
haviors, the rat ionale  for these behaviors ,  and  personal  
and  cul tural  reasons  for complying,  modifying,  or dis- 
c o n t i n u i n g  therapy. Char t  reviews were conducted  at  

the end of the s tudy  to ob ta in  medical  diagnoses and  
t rea tment  in t en t ions .  Compl iance  wi th  the advice of Ref- 
ugee Clinic heal th  care providers  was es tabl ished by 
compar ing  prescr ibed t r e a t m e n t  r eg imens  with behav- 

iors reported by the par t i c ipan ts .  

RESULTS 

Participant Characteristics 

The average age of the pa r t i c ipan t s  was 50 years 
(range 26 to 76). The sample  was therefore representa-  
tive of those refugees who had  grown up  in  Cambodia  
before the revolutionary period. All par t ic ipants  were from 

rural  areas a nd  had  received m i n i m a l  formal educat ion .  
Seventy-seven percent  were Buddhis t ;  the remainder  gave 
no religious affiliation. These refugees had  waited an  

average of 4.8 years (range 2 to 8) i n  a coun t ry  of first 
asylum after leaving Cambod ia  a n d  before reset t lement ,  
and  had  lived a n  average of 9.1 years (range 4 to 13) in  
the United States. The former occupa t ions  of the sample  

were: 17 (57%) farmers, three (10%) merchants ,  two (7%) 
mili tary personnel ,  three  (10%) m a n u a l  laborers, one 
(3%) s tudent ,  one (3%) homemaker ,  a n d  five (20%) par- 
t ic ipants  who gave no  occupat ion .  One  individual ,  in  
addi t ion  to working  as a farmer,  was  a Kru K h m e r  (tra- 

di t ional  healer). All the pa t i en t s  were cur ren t ly  u n e m -  
ployed and  receiving publ ic  ass i s tance ,  which paid for 
medical care a nd  medica t ions .  
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Reasons for Noncompliance 

One h u n d r e d  twenty-one i l lnesses were ident i f ied by 
chart  review, an  average of four i l lnesses per pat ient .  
There were five acute  a n d  116 chronic  compla in t s .  Only 
n ine  of the chron ic  cond i t i ons  were a symptoma t i c  ill- 
nesses such  as hype r t ens ion  or hyper l ip idemia .  Pa t i en t s  
were prescr ibed a n  average of 2.7 med ica t ions  each, a n d  
were no more or less compl i an t  wi th  med ica t i ons  for 
symptomat ic  vs a symptomat i c  il lnesses. People were se- 
lectively noncompt ian t  because  all the responden t s  found  
at least one of their  med ica t ions  helpful  for the reason  
prescribed. Al though several people had  more  t h a n  one 
noncompl i an t  behavior  (Table 1), m a n y  of t hem were 
s imultaneously compliant  with other medica t ions  in  their  
regimens.  Three pa t i en t s  did no t  know the purpose  of 
at least one of their  medica t ions ,  b u t  were compl i an t  
nonetheless.  Noncompl ian t  behavior  wi th  at  least one 
medicat ion was reported by 20 (67%) re sponden t s .  The 
four major reasons  for n o n c o m p l i a n c e  were: 1) m i s u n -  
ders tandings ,  2) side effects, 3) conce rn  abou t  the  effect 
of Western medica t ion  on  " in t e rna l  s t r eng th , "  a n d  41 
Cambodian  ideas abou t  pha rmacok ine t i c s .  

I.  Misunderstandings 

Eleven (37%) pa t i en t s  t h o u g h t  at  least  one of the i r  
medicat ions  was i n t e n d e d  for a purpose  o ther  t h a n  tha t  
for which it was prescr ibed (Table 2). Of these  11, seven 
d i scon t inued  their  med ica t i ons  a n d  six u sed  t hem on  
an  as-needed basis .  This  response  is exemplified by a 
man  who was prescr ibed r a n i t i d i n e  for gas t r i t i s  b u t  dis- 
con t inued  the medica t ion  because  it did no t  relieve his  
musculoskeletal  pa ins .  Fou r  ind iv idua l s  (13%) believed 
that  one of their  med ica t ions  was no t  effective a n d  sub-  
sequent ly d i s c o n t i n u e d  i ts  use.  Five p a t i e n t s  (17%) 
unders tood  the ind ica t ions  for the i r  med ica t ions  b u t  
also believed they could be u sed  for o ther  pu rposes  (Table 
2). 

2. Side Effects 

Side effects, bo th  well descr ibed a n d  idiosyncrat ic ,  
were reported by 19 (63%) r e s p o n d e n t s  as a reason  for 

decreasing dosages {n = 15), or d i s c o n t i n u i n g  medi-  
cat ions al together (n = 4). 

3. Effect of Medication on "Internal Strength" 

People reported r egu la t ing  the i r  i n t ake  of medica-  
t ion because  of their  conce rn  tha t  Wes te rn  d rugs  were 
"strong medicine"  ( t h n a m  k l a t n g )  a n d  m i g h t  interfere 
with the body's  " in te rna l  s t r eng th"  ( k a m l a a n g ) ,  also 
t ransla ted as "energy." Th i s  exchange  reflects this  opin-  

ion: 

Patient: Its l i ke  i f  I f e e l  l i ke  I d o n ' t  h a v e  t h e  i n t e r n a l  
s t reng th  ( k a m l a a n g ) ,  t h e n  I 'm no t  g o n n a  t a k e  

t h e  m e d i c i n e .  

Table 2 
Nonformulary Patient Uses for Prescribed Medications 

Medication Use 

Imipramine Strawberry allergy; chest pain 
Tetracycline Sore throat 
Trimethoprim/sulfa Chest pain 
Nitroglycerin Dizziness 
Mexiletine Leg pain 
Atenolol/triamterene Weight gain; back pain; stomachache 
Theo-dur Rapid heart beats 
Ranitidine Muscular pains 
Cimetidine Constipation 
Famotidine Headache 
Tolectin Weakness; body shakes 
Folate Insomnia 

Interviewer: 

Patient: 

Interviewer: 

Patient: 

A n d  w h a t ,  w h a t  w o u l d  h a p p e n  i f  y o u  d i d  

t a k e  t he  m e d i c i n e  w h e n  y o u  d i d n ' t  h a v e  en-  

e rgy  or s t r e n g t h ?  

I never ,  i f  I, l i k e  I f e e l  l i ke  I h a v e  a s e v e r e  

d i z z i n e s s ,  t h e n  I h a v e  to no t  t a k e  it. B u t  a f t e r  

I h a v e  a l i t t le bi t  to ea t ,  l i ke  rice s o u p ,  s t u f f  

l i ke  tha t ,  a n d  g i v e  s o m e  s t r eng th ,  t h e n  I t a k e  

t he  m e d i c i n e  . . . .  i ts l i ke  i f  y o u  h a v e  l o w  in- 

t e rna l  s t r e n g t h  (kamlaang), t h e n  y o u  t a k e  

t he  m e d i c i n e ,  t h e n  it's y o u ' r e  g o n n a  h a v e  

e v e n  l e s s  i n t e r n a l  s t r e n g t h  (aah kamlaang). 
Is  t here  t he  s a m e  p r o b l e m  w i t h  C a m b o d i a n  

m e d i c i n e ?  

C a m b o d i a n  m e d i c i n e  is o k a y .  I f  y o u  d o n ' t  

h a v e  s t r e n g t h  t h e n  y o u  c a n  t a k e  it. it 's f i n e .  

B u t  l 'm  a f r a i d  o f  W e s t e r n  m e d i c i n e  b e c a u s e  

W e s t e r n  m e d i c i n e ,  it 's m o r e  s t rong.  

Thir teen  people (43%) reported tha t  if a pe r son  was ill 
and  the body ha s  low " in t e rna l  s t r eng th , "  a " s t rong  med- 
icine" can fu r the r  aggravate the s i tua t ion .  

W h e n  I f e e l  r ea l l y  w e a k ,  I s t o p p e d  t a k i n g  m y  p i l l s  . . . 

a f ra id  s o m e t h i n g  h a p p e n  w h e n  I t a k e s  t h e  m e d i c i n e  b u t  

I d i d n ' t  k n o w  t h e  e f fect .  

I 'm a f r a i d  . . . m y  s t o m a c h  h a s  p r o b l e m s ,  i f  I p u t  al l  t h e  

m e d i c i n e s  toge ther ,  p r o b a b l y  s o m e t h i n g  wi l l  f i g h t  in ( m y )  

s t o m a c h . . ,  t h e  m e d i c i n e  is s t rong ,  so  i f  a p e r s o n  is al- 

r e a d y  w e a k  (aah kamlaang) a n d  h e  t a k e s  t h e  m e d i c i n e ,  

a p e r s o n  p r o b a b l y  b e c o m e s  w e a k e r .  

4. Cambodian Ideas about PharmacokJnetics 

Twenty-two of the 30 p a r t i c i p a n t s  (85%) s ta ted  they 
feared tak ing  two different  med ica t i ons  at  the s ame  t ime 
because of a possible  "react ion"  or de t r i me n t a l  effect on  
a person 's  " in t e rna l  s t r eng th . "  "React ion" was descr ibed 
in  several i n s t ances  as a chemical  event  occur r ing  in  the 

s tomach be tween  the pills t ha t  p roduces  ill effects on  
the body. One w o m a n  observed tha t  a decrease in  "in- 
ternal  s t reng th"  resul t s  in  vomi t ing ,  decreased activity 
and  abil i ty to perform daily func t ions ,  weakness ,  diz- 
ziness,  fevers, a n d  body t remors .  
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K i n d  o f  h a v i n g  a f e e l i n g  t h a t  o n e  h o u r  m a k e s  it be t t e r  

t h a n  shor ter ,  o t h e r w i s e  a l l  t h e  m e d i c i n e  m i g h t  m e l t  a n d  

go into t h e  b o d y  a n d  m i g h t  b e  g o n e  in a p e r i o d  o f  o n e  

hour.  (35-year-old farmer) 

It is i n t e res t ing  to note  tha t  several people ind ica ted  
they would take med ica t ions  at  the same  t ime if their  

providers specifically approved such  a regimen.  One 
woman  took an t ihyper tens ive  med ica t ions  concur ren t ly  
because they were "similar ."  She  also believed tha t  one 
could take two t radi t ional  med ic ines  at  the s ame  t ime 

because bo th  are l iquids  a n d  do no t  need to dissolve. 
Another  indiv idual  explained tha t  med ica t ions  m u s t  
match  the type of illness. For ins tance ,  Tylenol had  the 
same "s t rength"  as her  headache  a n d  therefore ade- 
quately managed  her  pain .  Medica t ions  weaker  t h a n  the 

a i lment  would be unl ikely  to resul t  in  relief. Similarly,  
if a therapy were too s t rong,  the  cond i t i on  would worsen.  

The idea that ,  in  some cases, h igher  dosages yield 
faster resul ts  was reported by seven r e s p o n d e n t s  (23%) 
who increased dosages on  the i r  own, often wi th  the ex- 
pressed disapproval  of the hea l th  care provider.  

I took  t w o  t a b l e t s  a d a y  a n d  i t g o t  be t t e r  a n d  ] w a n t e d  to 

m a k e  it q u i c k e r  a n d  g e t  r e s u l t s  sooner ,  so  I b e g a n  t a k i n g  

th ree  a d a y .  (61-year-old farmer) 

I t h o u g h t  it w o u l d  be  m o r e  he lp fu l ,  m o r e  e a s i l y  cu red ,  

ear l ier  . . . .  T h e  r e a s o n  I t a k e  t w o  i n s t e a d  o f  o n e  is be- 

c a u s e  I t r ied  it a n d  i f  it is o k a y ,  i f  o n e  w a s  o k a y ,  try t w o  

to s e e  i f  it w a s  m o r e  h e l p f u l  f a s t e r .  (53-year-old male la- 
borer) 

Use of Traditional Medicines 

Although 25 (83%] of the 30 s tudy  pa r t i c ipan t s  re- 
ported u s i n g  t rad i t iona l  med ica t ions  in  Cambodia ,  n o n e  
current ly  used  t rad i t iona l  medic ines ,  p r imar i ly  because  
they were no t  available. Eleven (37%) s ta ted  tha t  they 
would try t rad i t iona l  med ic ines  if accessible, t h o u g h  sev- 
eral said they would c o n t i n u e  c o n c u r r e n t  use  of Western  
medicat ions.  Almost half  the  r e s p o n d e n t s  (47%) s ta ted 

they would no t  uti l ize t rad i t iona l  med ic ines  for the fol- 
lowing reasons :  b i t te r  taste, no  conf idence in  their  ef- 
fectiveness, preferred u s i n g  Western  med ica t ion  exclu- 
sively, feared improper  p r epa ra t i on  of the medic ines ,  
and  no knowledge of how to a d m i n i s t e r  it. One of the 
subjects,  a prac t ic ing  K r u  K h m e r ,  expressed re luc tance  
to use his  own herbal  medic ines ,  exp la in ing  tha t  he is 
current ly  tes t ing  the effectiveness of Wes te rn  medica-  

tions. 

DISCUSSION 

Sixty-seven percent  of the  pa r t i c ipan t s  i n  th i s  s tudy  
were n o n c o m p l i a n t  wi th  p resc r ibed  medica t ions .  While 
lack of efficacy, m i s u n d e r s t a n d i n g s ,  a n d  adverse side 
effects can  resul t  in  n o n c o m p l i a n c e  regardless  of cul- 
tural background ,  our  r e s p o n d e n t s  expla ined  medica-  
t ion use  in  te rms  of C a m b o d i a n  views of the  body a n d  

Table 3 
Suggestions to Enhance Compliance with Medications 

At initiation of therapy 
Avoid complicated regimens and multiple doses 
Inquire about concerns regarding potency of Western medi- 

cation 
Address concerns that dose and frequency are written for 

Americans accustomed to Western medication 
Reassure patient that prescription is written with a Cam- 

bodian patient in mind 
Reassure patient that prescription is the right strength for 

the symptoms and illness 
Reassure patient that certain medications can mix together 

without difficulty 
Have patient repeat purpose, strength, and frequency of dos- 

ing for each medication 
Acknowledge possibility of side effects and an acceptable course 

of action {e.g., clinic call system) 
Acknowledge that simultaneous use of Cambodian therapies 

may be helpful but that Western medications should be 
taken concurrently 

During follow-up 
In nonthreatening manner, solicit dosing routines to estab- 

lish regimen 
Inquire whether medications helped 
Inquire whether medication is too "strong" or too "hot" 
Inquire about effect on patient's "internal strength" and about 

side effects 
Inquire whether patient has discovered other uses for the 

medication 
Inquire about the use of other medications, or prescriptions 

received from other physicians 
Address each symptom and side effect systematically 
If noncompliance is reported, acknowledge reasoning, and 

negotiate change in regimen or medication 

pharmacokinet ics .  None of the r e s p o n d e n t s  explicitly re- 
ferred to previously descr ibed t e rms  such  as "hot" or 
"cold" forces, "wind,"  or "karma,"  a l t hough  they al luded 
to these unde r ly ing  concepts  of h a r m o n y  th rough  the i r  
concern with improper  ba lance  of body energies and  the 
s t rength  of medica t ions .  Due to the i r  ingred ien t s  a n d  
method of manufac tu re ,  Western  pha rmaceu t i ca l s  gen- 
erally were cons idered  "s t rong" ( k l a i n g )  medic ine  tha t  
should be used  wi th  caut ion ,  especially when  a pe rson  
was ill or had decreased " in te rna l  s t r eng th"  ( a a h  k a m -  

l a a n g ) .  This  was par t icular ly  t rue  w h e n  subjects  dis- 
cussed taking  mul t ip le  Western  med ic ines  s imul t ane -  

ously. 
Concern a bou t  the s t r eng th  a n d  n u m b e r  of Western  

medicines  have been  reported by o thers  working  in  Asia. 
For example, Schul tz  2~ a nd  De Lay a n d  Faus t  1~ found  
that  Southeas t  As ian  pa t i en t s  cons idered  Western med- 
ications to be "too s t rong"  a n d  "too hot" a nd  conse- 
quent ly  often decreased dosages. Th i s  is no t  u n i q u e  to 
Cambodia  or S ou t he a s t  Asia. In Pakis tan ,  Mull et al.,~9 

s tudying  compl iance  a m o n g  leprosy pa t ien ts ,  found tha t  
pa t ien ts  lowered their  doses of medic ine  when  they 
thought  it was too "s t rong" or "hot ."  While Pak i s t an i  
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concepts  of hea l th  and  i l lness reflect Unani ,  no t  Cam- 

bodian,  humor a l  theory,  the  genera l  conce rn  a b o u t  the  

s t rength  of Western  med ica t i on  may  be  c o m m o n  where  

potent  pha rmaceu t i ca l s  are  i n t roduced  in a reas  tha t  his-  

torically relied on relatively mi lder  he rba l  therapies .  

In our  study,  pa t i en t s  r educed  dosages ,  d i scon t in -  

ued therapy, or wai ted  a s ign i f i can t  a m o u n t  of t ime  be- 

tween taking medica t ions .  A l though  these  efforts were  

mean t  to improve the  efficacy of the  med i ca t i on  or pre- 

vent  adverse ou tcomes ,  the effect of these  behav io r s  on 

therapeut ic  efficacy can  be negat ive.  S imi l a r  conce rns  

may have p rompted  16 of 19 (68%) Lao, Vie tnamese ,  

and C a m b o d i a n  pa t i en t s  rece iv ing  i son iaz id  chemopro -  

phylaxis for tubercu los i s  in Seat t le  to d i s c o n t i n u e  ther-  
apy. 30 

Among Cambod ians ,  hea l th  is a symptom-f ree  s ta te  

of in ternal  balance.  3~ S ince  s y m p t o m s  are ev idence  of  

disease and s ignal  the need  for an  in te rven t ion ,  t he i r  

d isappearance  can  be cons ide red  a r e t u r n  to heal th .  

Hence, the no t ion  tha t  med i ca t i on  m u s t  be c o n t i n u e d  

in the absence of s y m p t o m s  is often i ncomprehens ib l e .  

The goal of t r e a t m e n t  is a cure;  once ba lance  is res tored,  

medica t ion  is no longer  needed.  S ince  C a m b o d i a n s  of ten 

concurrently receive t r ea tments  from diverse sources  and  

may stop or modify the rap ie s  acco rd ing  to the i r  symp-  

toms, providers  ca r ing  for these  pa t i en t s  m u s t  specifi-  

cally address  the need  to c o n t i n u e  m e d i c a t i o n s  in the  

face of a symptoma t i c  i l lnesses.  Contro l  of m e d i c a t i o n s  

may be difficult because  in Cambodia ,  people self-pre- 

scribe herbal  med ic ines  and /or  Wes te rn  p h a r m a c e u t i -  

cals, which  are widely available for v i r tua l ly  any a i lmen t  

or symptom.  2a People who  have  exper ienced  p ro longed  

periods of power lessness  may  be very r e luc t an t  to give 

up the little r e m a i n i n g  cont ro l  they have  in  the i r  lives, 

in th is  case, the i r  abil i ty to choose  type and  d u r a t i o n  of 

medicat ions .  For cu l tura l  and  recent  h i s to r ica l  reasons ,  

people may publically acquiesce  to h igher  authori ty,  while 

privately exercis ing the i r  i ndependence .  

One objective of th i s  s tudy  was  to d i s t i n g u i s h  non-  

compliance from cul tura l ly  conceived compl iance .  While 

the ou tcomes  of failed the rapy  f rom in t en t i ona l  m i s u s e  

and m i s c o m m u n i c a t i o n  may  be the  same,  u n d e r s t a n d -  

ing the under ly ing  m o t i v a t i o n s  is necessa ry  to shape  the  

intervent ion.  As d e m o n s t r a t e d  in th i s  s tudy,  the re  is 

in tended noncompl i ance  because  of  s ide effects, pre- 

sumed  inefficacy, or  fai lure to ob ta in  med ica t ions .  We 

also observed examples  of u n i n t e n d e d  noncompl i ance ,  

such  as individuals '  m a k i n g  cons iderab le  efforts to com- 

ply wi th  therapy, b u t  in a m a n n e r  cons i s t en t  wi th  the i r  

under ly ing u n d e r s t a n d i n g  of how the i r  m e d i c i n e s  a n d  

the body work. These  cu l tura l  p r ed i spos i t i ons  to pill tak- 

ing cons t i tu te  the u n i n t e n d e d  n o n c o m p l i a n c e  tha t  is 

culturally in formed a n d  predic tab le  a n d  tha t  can  be ad- 

dressed systematically.  Providers  who  f requent ly  care  for 

Cambodians  shou ld  an t i c ipa te  t ha t  pa t i en t s  may  ad jus t  

their  med ica t ions  in accordance  wi th  cul tura l ly  con- 

g ruen t  ideas of hea l th  a n d  illness. Those  fami l ia r  w i th  

Cambod ian  views of Wes te rn  the rap ie s  will be able to 

provide be t te r  care  by proac t ive  d i s c u s s i o n s  wi th  pa- 

t ients  regard ing  the  use  of m e d i c a t i o n s  (Table 3). 

This  s tudy  has  a n u m b e r  of l imi ta t ions .  The  repet-  

itive and  nar ra t ive  n a t u r e  of e t h n o g r a p h i c  in te rv iews  

enhances  the val idi ty of  the  data,  b u t  l imi t s  the  da ta ' s  

generalizabil i ty,  in th is  case  to the  u n e m p lo yed  Cam- 

bodian  adul ts  on publ ic  a s s i s t a n c e  u t i l i z ing  th is  refugee 

clinic. Consequent ly ,  we do no t  k n o w  w h e t h e r  th is  g roup  

is representa t ive  of  more  a c c u l t u r a t e d  C a m b o d i a n  pa- 

tients,  or C a m b o d i a n s  rese t t led  in o the r  s ta tes .  T h e  in- 

terviews are not  comprehens ive ,  and  m a n y  factors  af- 

fecting compliance r emain  unexplored.  Finally, we suspec t  

that  noncompl iance  may  have been  underrepor ted ,  given 

the C a m b o d i a n  avers ion  to d i s a g r e e m e n t  and  confron-  

tation. 

In conclus ion ,  two- th i rds  of ou r  C a m b o d i a n  pa- 

t ients  were n o n c o m p l i a n t  w i th  the i r  med ica t ions .  The  

reasons  given ranged  f rom side effects to complete ly  mis-  

u n d e r s t a n d i n g  the  p u rp o se  of the  drug.  Many of these  

pa t ien ts  made  a t t e m p t s  to comply  wi th  the rapy  accord-  

ing to C a m b o d i a n  n o t i o n s  abou t  the  body and  medica-  

tions. Al though C a m b o d i a n s  may  be in ten t iona l ly  non-  

compl iant  because  of d i s a g r e e m e n t s  wi th  d iagnos i s  or 

cost, the  n u m b e r  of t r e a t m e n t  fa i lures  r e su l t i ng  f rom 

un in t en t iona l  n o n c o m p l i a n c e  may  be r educed  if provid-  

ers are famil iar  w i th  C a m b o d i a n  ideas  a b o u t  pill taking.  

Knowledge about  culturally derived medical  beliefs should  

be used  in developing p r o g r a m s  to address  noncompl i -  

ance  a m o n g  C a m b o d i a n s  a n d  o t h e r  n o n - E n g l i s h -  

speaking  peoples. 
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