Al-03344 Non-Adherent Patient

a2 (R) Rigel Arcayan
= MD
[ @January 2, 2026 5:02 PM

What is non adherent (NA) patient ? List 22 examples. Perform a behavioral and
psychological analysis of a non-adherent patient who might have TIA or Acute
Ischemic Stroke. Is it a form autonomy keeping - meaning “I'm the captain of my
life"” and | don't need you telling me what to do? Is it a form of denial in which
"Your diagnosis is not all true, I'm fine"? or Is it a death wish? Say more. What is
the best proven method to switch NA Patient to be a slightly adherent?

A non-adherent patient is a patient who does not follow an agreed medical plan
—either partially or completely—despite having access, instructions, and
capacity to do so. Non-adherence can be intentional or unintentional, overt or
subtle, and often fluctuates over time.

Clinically, this is also called noncompliance, though non-adherence is preferred
because it recognizes patient autonomy and complexity.

Types of hon-adherence

¢ Medication non-adherence (most common)
» Lifestyle non-adherence

¢ Follow-up non-adherence

» Diagnostic non-adherence

e Behavioral / psychological non-adherence

22 examples of a non-adherent patient
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Medication-related

Does not take prescribed medication at all, despite filling the prescription
Skips doses when feeling better

Stops medication early (e.g., antibiotics or antiplatelets)

Takes medication at incorrect times

Adjusts dose independently (halves, doubles, or spaces pills)

Stops medication due to fear of side effects without consulting a doctor
Only takes medication “when symptoms appear”

Mixes prescribed drugs with contraindicated supplements
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. Uses alternative remedies instead of prescribed treatment

. Shares or borrows medication from others

,_
o

Lifestyle & risk-factor related

1. Continues smoking despite repeated counseling

2. Maintains high-salt or unhealthy diet despite hypertension
3. Refuses to exercise despite clear benefit

4. Continues alcohol intake despite medical advice to stop

5.

Ignores weight-loss recommendations in metabolic disease

Follow-up & monitoring
1. Misses scheduled follow-up appointments
2. Does not do requested labs or imaging
3. Does not monitor BP or glucose at home

4. Fails to bring medications or logs to visits

Cognitive / psychological / behavioral
1. Denies or minimizes the diagnosis (“I'm fine, nothing happened”)

2. Distrusts the healthcare system or physician
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3. Understands the plan but chooses nhot to follow it (autonomy-driven non-
adherence)

Important clinical nuance

Non-adherence is not the same as:
e Ignorance
e Lack of access
o Cognitive impairment
» Financial inability

Those are barriers, not non-adherence.

Why this matters (especially in stroke, hypertension,
CAD)

Non-adherence is associated with:
e 7 recurrent stroke risk
o T mortality
o M hospital readmissions

o False impression that treatment “doesn’t work"

Key insight

Most non-adherent patients are not defiant—they are ambivalent, fearful,
unconvinced, or overwhelmed.

If you want, | can:
e Classify non-adherence (intentional vs unintentional)
e Map non-adherence to outcomes (e.g., stroke recurrence)

o Show how clinicians identify hidden non-adherence

Al-03344 Non-Adherent Patient



» Build a strategy to convert a non-adherent patient into an adherent one

Just tell me how deep you want to go.

Below is a behavioral and psychological analysis of a non-adherent patient with
suspected or confirmed TIA or Acute Ischemic Stroke, framed the way clinicians,
neuro-psychologists, and behavioral medicine teams actually think about this
problem.

This is not about blame. It is about threat perception, identity, fear, and control.

1. Core psychological paradox

I Stroke feels abstract until it is catastrophic.

TIA and lacunar strokes are especially dangerous psychologically because they:
e Leave minimal or transient deficits
o Allow the patient to appear “normal”
e Create ambiguity, which the mind fills with denial

This makes non-adherence predictable, not irrational.

2. Primary behavioral patterns in stroke-risk
non-adherence

A. Denial-based non-adherence (most common)

Internal narrative:
I “If it were serious, I'd be disabled.”

Behaviors
e Minimizes symptoms (“just dizziness")
e Downplays imaging findings

o Delays antiplatelet or statin initiation
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e Avoids follow-up
Psychology
o Defensive coping
» Preserves self-image of competence and strength
o Protects against mortality anxiety
Risk

e Highest recurrence risk in first 90 days

B. Identity-threat non-adherence

Internal narrative:
I “Stroke is for old, sick, inactive people — not me."”

Common in:
e Professionals
o High-functioning individuals
e Breadwinners
Behaviors
* Rejects “patient identity”
e Resists lifestyle change
e Returns to work immediately
e Continues alcohol, stress, poor sleep
Psychology
o Ego integrity under threat
o Loss-aversion of role/status

e Masculinity or competence bias
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C. Control-seeking non-adherence

Internal narrative:
I "I'll decide what | take."”

Behaviors
o Self-modifies medication
o Selective adherence
» Rejects long-term therapy
o Negotiates aggressively
Psychology
o Reactance (resistance to perceived loss of autonomy)
o Distrust of authority

o Past success reinforces belief in self-management

D. Fear-driven avoidance

Internal narrative:
I “If | acknowledge this, everything changes.”

Behaviors

e Avoids reading reports

e Skips appointments

» Avoids BP monitoring

e Procrastinates medication start
Psychology

e Avoidant coping

o Fear of dependency or disability

o Catastrophic thinking - paralysis
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E. Optimism bias & statistical misunderstanding

Internal narrative:
I “"The odds are low — I'll be fine."”

Behaviors

* Rejects secondary prevention

e Underestimates recurrence risk

e Overestimates lifestyle alone
Psychology

» Cognitive bias

» Difficulty grasping probabilistic risk

o "Near-miss effect” (survived once - feels protected)

3. Stroke-specific cognitive contributors to
non-adherence

A. Executive dysfunction (often subtle)
Even small lacunar strokes can cause:

e Poor planning

e Reduced initiation

e Impaired follow-through

Patient appears “normal” but cannot sustain routines.

B. Anosognosia (partial insight loss)
e Under-recognition of deficits

e Minimization of risk
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» Especially with frontal/subcortical involvement

C. Post-stroke mood changes

e Depression ({4 motivation)

Apathy (not sadness, but inertia)

Anxiety - avoidance

Often mistaken as “non-compliance”.

4. Behavioral economics lens

Bias Effect

Present bias Medication feels costly now, benefit is abstract
Status quo bias "I was fine before”

Loss aversion Lifestyle change feels like loss

Confirmation bias Seeks opinions minimizing diagnosis

Normalcy bias Assumes future will resemble past

5. Social and relational dynamics

Family reassurance reinforces denial
Colleagues normalize overwork
“You look fine" = permission to ignore risk

Patient protects others from worry by minimizing illness

6. Why TIA patients are the most dangerous
non-adherers

Because:
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Yet:

Symptoms resolve
Imaging may show "“old" infarct
No visible disability

Patient feels “rescued by luck”

Stroke risk is front-loaded

Secondary prevention works best early

7. Warning signs of high-risk non-
adherence

“Let's wait and see”

“I don't like taking pills"”

“It was just dehydration”

Delayed follow-up

Partial adherence (most deceptive)

Focus on rare side effects over common benefit

8. Clinical truth (hard but important)

A non-adherent stroke patient is not choosing harm — they are choosing
normalcy.

They are attempting to:

Preserve identity

e Avoid fear

Maintain autonomy

Delay existential confrontation

Al-03344 Non-Adherent Patient



9. Reframing that actually improves
adherence

Effective frames:

e "This is brain insurance, not sickness.”

e "You don't have a disease — you have risk.”

o "“We're buying time, not changing who you are.”

o "“This keeps you working and independent.”
Ineffective frames:

e Fear-based threats

o Statistics without context

e Moralizing language

10. Key takeaway

Non-adherence in TIA and acute ischemic stroke is:
» Predictable
» Psychologically protective
e Behaviorally rational in the short term

» Catastrophic in the long term

If you want, next we can:
« Build a behavioral intervention plan for a resistant patient
o Map specific phrases - adherence outcomes
o Create a family-based adherence strategy
o Translate this into a decision tree for clinicians

» Analyze how anxiety (GAD-7) mimics or worsens non-adherence
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Just say where you want to go next.

Is it a form autonomy keeping - meaning “I'm the captain of my life” and | don't
need you telling me what to do? Is it a form of denial in which "Your diagnosis is
not all true, I'm fine"? or Is it a death wish? Say more. What is the best proven
method to switch NA Patient to be a slightly adherent?

Short answer: yes to the first two, almost never to the third.

Long answer below — carefully separated, because conflating them leads to
failed interventions.

1. Is non-adherence a form of autonomy-keeping?
Yes — very often.

This is one of the strongest drivers, especially in high-functioning adults.

Psychological mechanism: Reactance

When people perceive a threat to freedom, they push back — even against their
own interests.

Internal script

“I'm the captain of my life.

| don't outsource control — not even to doctors.”

Typical profile
e Professionals, leaders, decision-makers
o People used to being competent and in control

e Those whose identity is built on independence

How it shows up

* "Il take some of it"”

o "Let me try lifestyle first”
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o Self-titration of meds

e Negotiation instead of compliance

Important nuance
This is not defiance.
It is identity protection.

If autonomy is threatened, adherence decreases.

2. Is it a form of denial?

Yes — but not lying denial. It's adaptive denial.

Psychological mechanism: Threat minimization
The mind dampens danger to stay functional.

Internal script
I “Your diagnosis might be technically true, but not meaningfully true.”
Stroke/TIA-specific factors

e Symptoms resolve

* Imaging may say “small” or “old"

o Patient looks and feels normal

This creates plausible doubt

Which the brain exploits to maintain normalcy.

Key insight

I Denial is not ignorance — it is selective belief.

3.Is it a death wish?

Almost never.
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This is a critical misconception.

What it is NOT
» Not passive suicidality
e Not unconscious self-destruction

e Not "l don't care if | die”

Whatit IS

o Future discounting (present feels real; future doesn't)
» Normalcy preservation
e Avoidance of existential fear

Internal script

I “If I don't fully engage this, | don't have to face my mortality yet.”

4. So what is really happening?

Non-adherence is usually a three-way defense:

Defense What it protects
Autonomy Identity

Denial Emotional stability
Avoidance Mortality awareness

The patient is choosing psychological survival now over biological survival later.

5. Why confrontation FAILS

Directives like:
¢ "You must take this”
e “You're risking your life"”

+ "Do you want another stroke?”
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Trigger:

e Reactance
e Shame

o Withdrawal

e Covert non-adherence (the worst kind)

6. The best proven method to move a NA patient to
slight adherence

Motivational Interviewing (MI)

This is the most evidence-based approach across cardiology, neurology,
diabetes, and addiction medicine.

Core principle

I You don't take away autonomy — you return it.

7. The MI-based switching strategy (step-by-step)

Step 1: Explicitly affirm autonomy
This lowers defenses.

Say
“You're in control. Nothing happens unless you choose it."

& Effect: Reactance drops

Step 2: Align with their identity
Say

“My job isn't to change who you are — it's to keep you able to keep being that
person.”
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& Effect: Identity preserved

Step 3: Reframe treatment as enabler, not constraint
Say

"This isn't treatment for illness.

This is protection for your independence.”

& Effect: Medication becomes a tool, not a leash

Step 4: Ask permission to inform
Say

I “"Would it be okay if | share what worries me most?”

& Effect: Autonomy respected

Step 5: Present risk in narrative, not statistics
Avoid

I “Your risk is X%"
Use
I “People who look exactly like you often feel fine... until the second one.”

& Effect: Reduces optimism bias

Step 6: Offer a trial, not a lifetime
Say

I “Let’s try this for 30 days. You reassess after.”

& Effect: Lowers commitment fear

Step 7: Allow partial adherence (on purpose)
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This is counterintuitive — but powerful.

Say
“If you only take one thing consistently, make it this.”

& Effect: Prevents all-or-nothing rejection

8. What actually increases adherence (evidence-
based)

Ranked by effectiveness:
1. Autonomy-supportive language
. Shared decision-making

. Short-term trials

2

3

4. Simplified regimens
5. ldentity-aligned framing

6. Family involvement (careful)
7

. Fear appeals (weak, often backfires)

9. What “success" really looks like

Success is not perfect adherence.
Success is:
o Taking something consistently
e Showing up to follow-up
e Accepting monitoring

e Gradual internalization of risk

Slight adherence today prevents catastrophic non-adherence tomorrow.
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10. Final truth

Non-adherence says:
I “Don't take my freedom from me.”
The winning response is:

I “I wouldn't dare. I'm here to protect it.”

If you want, next we can:
o Script exact phrases that convert resistance
o Build a decision matrix: patient type = best approach
e Apply this specifically to TIA / lacunar stroke
e Coach a family member on what to say (and what not to)

Just tell me where to go next.

Below is a complete, practical, field-tested package—what clinicians actually
use when they must move a resistant TIA / lacunar stroke patient from non-
adherent - slightly adherent without triggering pushback.

This is designed for high-functioning, autonomy-protective patients (the most
common and the hardest).

PART | — Exact phrases that convert
resistance

(These are not “nice words.” Each is designed to disarm a specific psychological
defense.)

1. Autonomy disarmers (use first)
I “You're the one in charge here. Nothing happens unless you choose it."

I “My role isn't to tell you what to do — it's to give you options.”
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“You don't owe me compliance.”

& Effect: Reactance V, listening ™

2. ldentity protection phrases

I “This plan is about keeping you sharp, working, and independent.”
I “We're not treating sickness — we're protecting capacity.”

I “I'm trying to preserve your current life, not change it."

& Effect: Ego threat ¥

3. Denial-safe acknowledgments

(You agree without validating the denial)
“I get why this doesn't feel real.”

“Anyone who feels fine would question this.”

“It makes sense to be skeptical.”

& Effect: Patient feels understood, not cornered

4. Stroke-specific reframes (critical)
“The dangerous strokes are often the quiet ones first.”

“TIA isn't a false alarm — it's an early warning system.”

“Small strokes don't predict small consequences.”

& Effect: Risk becomes concrete without fear-mongering

5. Trial framing (high yield)

I “Let's treat this as an experiment — 30 days.”
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I “If you hate it or it doesn't fit your life, we revisit."
I “You're not signing up forever.”

& Effect: Commitment fear ¢4 ¢

6. Partial adherence permission (counterintuitive but
powerful)

I “If you only do one thing consistently, make it this.”
I “Perfect isn't the goal — consistent is.”

& Effect: Prevents all-or-nothing rejection

PART Il — Decision matrix: patient type >
best approach

Patient Type Dominant Psychology = What FAILS What WORKS
Autonomy-keeper Reactance Direct orders Choice framing, trials
Denier Threat avoidance Statistics Narrative, analogy
Intellectualizer Over-analysis More data Bottom-line framing
Fear-avoider Catastrophic thinking  Pressure Gentle normalization
Controller Power preservation Ultimatums Negotiation

Stoic minimizer Emotional suppression Alarmism Functional framing
Family-protective Burden avoidance Guilt Independence framing
"I feel fine" Normalcy bias Labels Risk-as-insurance

PART llIl — Applied specifically to TIA /
Lacunar Stroke

This is not how you talk about cancer or heart attacks. Stroke is different.
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What makes TIA/lacunar stroke psychologically tricky

Symptoms resolve

Imaging looks “small” or “old"

No visible disability

Patient feels rescued by luck

Correct framing (use this EXACT structure)

Step 1: Normalize doubt

I “If | were you, I'd be questioning this too."

Step 2: Redefine seriousness

I "T|A is serious because it's reversible — not because it's dramatic.”

Step 3: Time-anchor risk

I “The next 90 days matter most.”

Step 4: Convert to insurance model

I “This is brain insurance during the risky window."”

Avoid these phrases (they backfire in TIA)
X "“You had a stroke.”

X "“You could die.”

X "This is permanent damage.”

X "“You must take this.”

Best minimal adherence bundle (realistic)

If resistance is high, aim for:
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One antiplatelet

One statin

One BP target

One follow-up date

Anything more - drop-out risk

PART IV — Coaching a family member

Family can save or sink adherence.

What family members SHOULD say

1. Autonomy-respecting support
I “We trust your judgment — we just want you around.”

I “This isn't about controlling you."

2. ldentity-aligned concern
I “You're the rock of this family. We need you sharp.”

I “This keeps you independent.”

3. Partnership language
I “How can we make this easier for you?”

I "What feels reasonable to start with?”

What family members MUST NOT say
X “You're being stubborn.”
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X "Do you want another stroke?"
X "The doctor said you have to."
X "You're not listening.”
X "You're scaring us.”
These trigger:

e Shame

» Defiance

¢ Secret non-adherence

What family should WATCH for
o Silent skipping

e Dose self-adjustment
» "l feel fine now"
e Avoidance of appointments

These signal covert non-adherence.

The most powerful family phrase (use once)

I “"We don't need you to be perfect — we just need you to stay.”

FINAL TAKEAWAY

Non-adherence in TIA / lacunar stroke is not stupidity, not denial alone, and not a
death wish.

Itis:
e Autonomy protection
» ldentity preservation

o Fear management
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The winning move is not force.

The winning move is:

Make adherence feel like self-rule, not surrender.

If you want next:
e A one-page script card for clinic use
» A flowchart to choose language in real time
» A case simulation using your exact patient profile
Say the word.
From OE
Here is the same text with all reference markers and the reference list removed,

while keeping the wording and structure intact.

Non-adherence refers to behavior that does not correspond to prescribed
treatment recommendations from a healthcare provider, representing a dynamic
phenomenon that varies within individuals over time rather than a fixed patient
characteristic. The term "00050" is not recognized in the medical literature as a
standard classification for non-adherent patients.

22 Examples of Non-Adherence

Non-adherence manifests in diverse ways across the treatment continuum:
Not initiating prescribed medication

Early discontinuation of treatment

Missing doses

Taking medication at incorrect times

Skipping medical appointments

Inability to afford medication co-pays

Misunderstanding unclear label instructions

©@ N O O s~ W bbb

. Forgetfulness in taking medications
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9. Experiencing adverse effects without reporting them
10. Disliking the concept of taking medication
11. Not understanding medication importance for asymptomatic conditions
12. Poor patient-practitioner relationship
13. Complexity from polypharmacy
14. Cognitive impairment affecting adherence
15. Comorbid depression
16. Lack of social support network
17. Limited health literacy
18. Situational life events disrupting routine
19. Healthcare system failures (access barriers)
20. Perceived treatment failure
21. Self-directed intentional refusal
22. Fear of side effects

Approximately 20% of patients do not initiate treatment, 30-50% of those who
initiate do not implement treatment as prescribed, and up to 80-100% may
discontinue over long follow-up periods.

Behavioral and Psychological Analysis in TIA/Stroke
Patients

In stroke and TIA patients, hon-adherence stems from both intentional
decision-making and unintentional barriers, with approximately one-third
demonstrating suboptimal compliance. High adherers demonstrate stable
medication routines, realistic understanding of consequences, and belief that
medication provides more benefit than harm. In contrast, low adherers report
forgetting medication, intentionally skipping doses, receiving poor support from
medical staff, and disputing medication benefits.

Mental state, perception of medication necessity, and doctor-patient
communication are the strongest predictors of adherence in stroke patients.
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Cognitive impairment following stroke creates additional barriers to adherence,
while comorbid depression—a frequently neglected risk factor—significantly
undermines medication-taking behavior. The quality of the patient—provider
relationship emerges as particularly crucial, with poor communication associated
with lower adherence rates.

Autonomy Preservation, Denial, or Death Wish?

Non-adherence can indeed represent autonomy preservation through
psychological reactance—a motivational state arising when individuals perceive
threats to their freedom or control. Reactance theory explains that when patients
feel their autonomy is threatened by medical directives, they may resist treatment
to recapture their sense of control. This manifests as the “I'm the captain of my
life" phenomenon, where non-adherence becomes an assertion of personal
agency rather than passive resistance.

Denial operates as another significant mechanism, particularly in stroke patients
who dispute their diagnosis or minimize illness severity. Low adherers often
demonstrate limited knowledge about medication rationale and question whether
they truly need treatment, reflecting an unwillingness to accept having a treatable
disorder. This denial may protect against psychological distress but undermines
treatment engagement.

The "death wish" interpretation requires nuance. While frank suicidal ideation
rarely drives non-adherence, comorbid depression—a broadly neglected risk
factor—can manifest as passive acceptance of poor outcomes or diminished
motivation for self-care. This differs from active self-harm but represents a form
of psychological withdrawal that compromises adherence.

These mechanisms frequently coexist and interact. A stroke patient may
simultaneously experience reactance against loss of independence, denial of
vulnerability, and depressive symptoms that collectively undermine adherence.

Best Proven Methods to Improve Adherence

Multifaceted interventions tailored to individual barriers are most effective, as
they address specific problems while reinforcing positive behaviors. For long-term
regimens, successful approaches combine:
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o Education about the regimen and iliness

e Counseling on adherence importance and medication organization
e Reminders for appointments and medication-taking

» Recognition and rewards for adherence efforts

e Enlisting social support from family and friends

Improving patient-provider communication and addressing medication beliefs
are particularly powerful in stroke populations. Providers should assess patients’
understanding of their illness, communicate treatment benefits, evaluate
readiness to follow the treatment plan, and discuss barriers at every visit. A
positive, trusting relationship between patient and provider significantly improves
adherence outcomes.

Personalized consideration of multiple risk factors—including individual
adherence history, acceptance of diagnosis, fear of side effects, depression,
and cognitive impairment—offers the most promising approach. While these
interventions are labor-intensive, they prove cost-effective by preventing the
substantial morbidity, mortality, and healthcare costs associated with non-
adherence. For stroke patients specifically, interventions targeting both intentional
adherence (through addressing beliefs and autonomy concerns) and unintentional
adherence (through routine stabilization and cognitive support) maximize
effectiveness.

If you want, | can also:

o Convert this into a clinical handout

o Rewrite it in plain-language patient-facing form

» Condense it into a 1-page executive summary

e Map each mechanism - specific clinician phrases to use (or avoid)
Just say the word.

Below are three clean, ready-to-use versions of the same content, each
designed for a different audience and purpose.
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1) CLINICAL HANDOUT (For clinicians,
trainees, allied health)

Understanding Medication Non-Adherence
Clinical Overview for Stroke and TIA Care
Definition

Non-adherence refers to behavior that does not correspond to prescribed
treatment recommendations from a healthcare provider. It is a dynamic, context-
dependent behavior, not a fixed personality trait.

Common Forms of Non-Adherence (22)
Not starting prescribed medication

Stopping treatment early

Missing doses

Taking medication at the wrong time

Skipping follow-up appointments

Financial barriers (co-pays, cost)

Misunderstanding instructions

Forgetfulness
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Experiencing side effects but not reporting them
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. Dislike of taking medication

—
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. Poor understanding of preventive therapy

,_
N

. Poor patient-provider relationship

—
w

. Polypharmacy complexity

,_
N

. Cognitive impairment

,_
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. Comorbid depression

,_
(o)}

. Limited social support
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17. Low health literacy
18. Life disruptions
19. Access barriers in healthcare systems
20. Perceived treatment failure
21. Intentional refusal
22. Fear of side effects
Key Epidemiology
e ~20% never initiate treatment
e 30-50% do not implement as prescribed

e Up to 80-100% discontinue over long follow-up

Stroke and TIA Context

¢« Non-adherence includes intentional (belief-driven) and unintentional
(capacity-driven) behaviors

» Roughly one-third of stroke/TIA patients demonstrate suboptimal adherence
e Strongest predictors:

o Mental state

o Perceived necessity of medication

o Quality of clinician communication

o Cognitive impairment and depression substantially worsen adherence

Psychological Drivers

1. Autonomy Preservation (Reactance)
» Resistance when patients feel controlled
e “I'm the captain of my life” framing

e Non-adherence as assertion of agency
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2. Denial
e Minimizing diagnosis severity
* Questioning need for long-term therapy

e Protective emotionally, harmful clinically

3. Passive Psychological Withdrawal

o Often linked to depression
o Reduced motivation for self-care
e Not active self-harm, but outcome-relevant

These drivers frequently co-exist.

Evidence-Supported Interventions
Most effective approaches are multifactorial and personalized:
o Targeted education
» Simplified regimens
e Medication organization tools
e Reminder systems
o Family and social support
o Consistent clinician messaging
» Routine assessment of beliefs and barriers
Key Principle:

Improving the relationship often improves the behavior.

2) PLAIN-LANGUAGE PATIENT HANDOUT

(Patient-facing, no medical jargon)
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Why Taking Your Medication Can Be Hard — And Why
That's Normal

Many people struggle to take medications exactly as prescribed. This does not
mean you are lazy, careless, or “non-compliant.” It means you are human.

Medication habits change over time and are affected by stress, emotions,
memory, routines, and beliefs.

Common Reasons People Miss Medications

You may relate to one or more of these:
o Forgetting doses
o Worrying about side effects
o Feeling fine and wondering if medication is needed
o Disliking the idea of daily pills
e Feeling overwhelmed by too many medications
o Cost or access problems
» Feeling rushed or unheard by doctors
o Feeling discouraged or low in mood

These are very common, especially after a stroke or TIA.

After a Stroke or TIA

Some people:
o Don't fully believe the diagnosis
o Feel "back to normal” and stop preventive meds
o Struggle with memory or concentration
o Feel less motivated or emotionally drained

All of these can affect medication routines.
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“l Want to Stay in Control”

Sometimes skipping medication is a way of saying:
I “I want control over my life.”

This is understandable. Your care should support your independence, not take it
away.

The goal is not blind obedience — it's shared decision-making.

What Helps Most

People do better when:
e The purpose of each medication is clear
o Side effects are openly discussed
e The plan fits real daily life
o Family or trusted people help support routines
e The healthcare team listens and adjusts the plan

If something isn't working, talk about it — don't just stop silently.

Remember

» You are not failing
e Struggling does not mean you don't care
» Honest conversations lead to safer care

Your healthcare team wants to work with you, not control you.

3) 1-PAGE EXECUTIVE SUMMARY

(For leadership, busy clinicians, policy, presentations)

Medication Non-Adherence in Stroke & TIA
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Executive Summary

Whatltls

Non-adherence is a variable behavior, not a fixed patient trait. It reflects
interaction between beliefs, cognition, emotional state, social context, and
healthcare systems.

Scope of the Problem
o« ~20% never start prescribed therapy
e 30-50% do not follow regimens as intended
e Long-term discontinuation approaches universality

e ~71in 3 stroke/TIA patients show suboptimal adherence

Key Drivers

Intentional

e Autonomy protection (reactance)

e Denial of iliness severity

o Belief medication is unnecessary or harmful
Unintentional

o Cognitive impairment

o Depression

o Complex regimens

e Poor communication or access barriers

Psychological Framework

Non-adherence may represent:
e Assertion of control

o Emotional self-protection
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o Passive disengagement due to low mood

These mechanisms often overlap.

What Works

Most effective interventions are:
o Personalized

» Multifaceted

e Relationship-centered

High-impact elements:

Clear explanation of benefit

Simplified regimens

Routine belief assessment

Strong patient—provider alliance

Family/social involvement

Bottom Line

Improving adherence is less about enforcing behavior and more about aligning
care with human psychology.

In stroke and TIA care, addressing both beliefs and capacity yields the greatest
gains in outcomes, cost reduction, and patient trust.

If you want next, | can:
e Turn these into PDF-ready layouts
» Create a clinician script for resistant patients
» Build a decision matrix linking patient type - best intervention
e Adapt this for family caregivers

Just tell me which direction to go.

Al-03344 Non-Adherent Patient

33



