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Abstract 

The study describes and preliminarily evaluates a perform-therapeutic format of the first 
psychiatric consultation in patients with neurotic and anxiety–depressive disorders. The format is 
based on value framing of both symptoms and proposed treatment through four anchors — Truth, 
Beauty, Goodness, and Justice. The starting premise is that a substantial part of refusals and delays 
in treatment is determined not by clinical reasons but by value-related barriers, including the 
patient’s perception of treatment as unfair or insufficiently benevolent [1–3]. In the perform-
therapy model, the initial explanation is constructed as a performative act and combines the 
elements of Kleinman’s explanatory model of illness [4] and shared decision making, which in 
psychiatry is considered a factor of better adherence [2,10–12]. In addition, neurotic 
symptomatology is presented to the patient as a “stuck” evolutionary protective mechanism, which 
reduces guilt and stigmatization and opens space for a “fair” offer of pharmacotherapy and/or 
psychotherapy [13–15]. A pilot scheme is proposed that compares standard clinical–informational 
explanation with perform-therapeutic explanation on the outcome “acceptance of treatment 
immediately after the first consultation.” 

Keywords: perform-therapy; value framing; neurotic disorders; treatment adherence; 
shared decision making; justice in therapy. 

1. Introduction 

Neurotic and anxiety–depressive disorders are frequently accompanied by partial or delayed 
adherence: patients start therapy and discontinue it shortly, or do not take the prescribed medication 
at all, referring to fears and doubts about the necessity of the intervention [1,2]. A standard clinical–
informational explanation answers the questions “what is it?” and “how will we treat it?”, but is 
weaker in answering the patient’s questions “why do I have to take it?” and “is it fair to me?”, 
which, according to shared decision-making studies, are crucial for accepting mental health 
treatment [2,10–12]. The mismatch between the physician’s and the patient’s explanatory models 
has long been described in medical anthropology: if the patient does not see the meaning and moral 
rightness of the proposed intervention, the probability of acceptance decreases even when clinical 
arguments are impeccable [4]. Perform-therapy proposes a different order of explanation. First, an 
outer value frame is created — Truth, Beauty, Goodness, and Justice — and only then are diagnosis 
and treatment placed inside this frame. 

2. Theoretical Background 

Perform-therapy draws on Raoul Eshelman’s performatism, which overcomes postmodern irony 
through an orientation to trust, integrity and “second-order naivety” [5–7]. In clinical application 
this becomes double framing: first an outer value frame (truth, beauty, goodness, justice) is 
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constructed, and only then symptoms, diagnosis and treatment are placed inside it. This 
psychotherapeutic adaptation of performatism was described in Grebeniuk’s works as “perform-
therapy” — a method of restoring wholeness and identity in conditions of postmodern 
fragmentation [8,9]. After the value frame is set, mechanisms of shared decision making and value-
based counselling, which are known to improve acceptance, can work more effectively [2,10–12]. 
Evolutionary interpretation of anxiety as a stuck defence provides the non-blaming clinical 
narrative [13–15]. 

3. Perform-Therapeutic Explanation Model 

Step 1. Entry into the value frame: the physician states that the discussion will follow four 
anchors (truth, beauty, goodness, justice) to make treatment clear and non-punitive. 

Step 2. Normalization through the evolutionary model: the disorder is presented as an 
overactivated ancient defence, adaptive in the short term but harmful when prolonged [13–15]. 

Step 3. Mapping symptoms and treatment onto the four values: truth — restoring clarity; beauty 
— restoring life-form; goodness — benevolent, feasible treatment; justice — fair distribution of 
load. 

Step 4. Fair distribution of responsibility: patient, physician and illness each have their share; 
this restores subjectivity and reduces hidden resistance [11,12]. 

Step 5. Patient’s fixing formula: the patient voices their reason for agreement (e.g. “I agree to 
be treated to live in truth, in a normal rhythm, kindly to myself and without extra burden”). 

4. Methods 

Design. A quasi-experimental comparative study was conducted in an outpatient psychiatric 
setting. Consecutive adult patients with ICD-10 F3–F4 disorders were alternately allocated to the 
comparison or intervention group until 100 participants were enrolled. 

Participants. Inclusion criteria: age 18–65 years; clinical diagnosis within ICD-10 F3 or F4; 
ability to give informed consent. Exclusion criteria: psychotic symptoms; bipolar affective 
disorder; organic cognitive impairment; active substance dependence; acute suicidality; severe 
somatic decompensation. 

Procedure. Group 1 received a clinical–informational explanation of the diagnosis, stress-related 
factors and proposed pharmacotherapy/psychotherapy. Group 2 received the same clinical content, 
but preceded by value framing (truth, beauty, goodness, justice) and an evolutionary “stuck 
defence” explanation. Immediately after the visit patients filled in three 5-point scales (clarity, 
fairness, benevolence) and answered whether they accepted the proposed treatment. 

Ethics. The study followed routine clinical practice; patients agreed to the anonymized use of 
their data. No procedures beyond standard care were applied. 

5. Results 
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Primary outcome. In the comparison group, 33/50 (66.0%) accepted the proposed treatment; in 
the perform-therapy group, 44/50 (88.0%) accepted it. The difference was statistically significant 
(χ²(1) = 6.83, p ≈ 0.009). 

Secondary outcomes. Mean self-ratings were higher in the perform-therapy group: clarity 4.5 ± 
0.5 vs. 3.6 ± 0.7; fairness 4.4 ± 0.6 vs. 3.2 ± 0.8; benevolence 4.6 ± 0.5 vs. 3.5 ± 0.6 (all p < 0.001). 

Table 1. Characteristics of the sample (n = 100) 

Parameter Group 1 (n = 50) Group 2 (n = 50) 
Mean age, years 39.8 ± 11.2 40.3 ± 10.7 
Female, n (%) 32 (64.0) 33 (66.0) 
ICD-10 F4, n (%) 35 (70.0) 34 (68.0) 
Duration, months (median) 7 6 

Table 2. Primary and secondary outcomes 

Outcome Group 1 Group 2 p value 
Accepted 

treatment, n (%) 
33 (66.0) 44 (88.0) 0.009 

Clarity, mean ± 
SD 

3.6 ± 0.7 4.5 ± 0.5 <0.001 

Fairness, mean ± 
SD 

3.2 ± 0.8 4.4 ± 0.6 <0.001 

Benevolence, 
mean ± SD 

3.5 ± 0.6 4.6 ± 0.5 <0.001 

6. Discussion 

The data show that value-framed perform-therapeutic explanation can increase immediate 
acceptance of indicated therapy. This supports the assumption that moral and justice-related 
barriers are clinically relevant for neurotic patients and can be modified during the very first visit. 
The model is consistent with Eshelman’s performatism (outer frame first, meaning inside it) and 
with perform-therapy as a method of restoring agency in fragmented identities [5–9]. 
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7. Conclusion 

Perform-therapy can be integrated into routine outpatient consultations as a simple, reproducible 
step. A randomized study with longer follow-up is warranted to test effects on long-term adherence 
and clinical outcomes. 
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