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Rx Adherence 

 

 
In the span of two to three decades, psychotherapy has gone from the darling of mental health 

treatment to an endangered species. The reasons for its decline are complex; suffice it to say that 

there has evolved a greater reliance on a biological model of clinical care, involving medication. 

Alongside this development, health insurance reimbursements have squeezed the time allotted to 

monitor and manage the medication regimen. For the most part, this model is quite effective for 

dealing with acute conditions: mental, addictions, and dual diagnosis. However, more than half 

of these acute conditions involve a follow-up rehabilitation phase where the art of medicine 

comes into play, requiring the subtleties and nuances of long-term care and clinical management.  

 

One of the most underappreciated issues in long-term chronic care management is medication 

adherence.
1
 We often make the implicit assumption that the patient realizes what’s good for him, 

especially when he has been provided with our well-intentioned advice. We also tend to rely on 

an antiquated, but still-prevalent notion of medical authority, whether via the physician himself, 

or from one of the many levels of health care providers. 

 

If our healthcare system is relying more heavily on long-term medication management as the 

basic model of care, and we wish to optimize this approach, it is incumbent on practitioners to 

know whether or not the patient is actually taking the medication as prescribed, and not taking 

ill-advised medication holidays, dose decreases, or increases, or using additional adjuncts such as 

over-the-counter or even illicit drugs and alcohol. The heart of the matter involves building and 

maintaining trust and conveying a clear sense that you are on the patient’s side; you are treating 

the person, not the disease. In surgery, the surgeon is less interested in the patient’s story and 

impatient to proceed with what she has been technically trained to do. However, after the 

operation, the patient has to heal. Some patients do it on their own, naturally. Others require 

some assistance during a period of rehabilitation. Many of the conditions seen in the mental 

health setting or addiction treatment center fall into this latter category, requiring long-term care 

and management.  
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The centerpiece for optimal medication management is the Adherence Evaluation (AE):
2
 Is the 

patient taking the prescribed medication as prescribed? Is the patient taking other things for relief 

of symptoms? Are there other doctors prescribing additional medication? Are presenting 

symptoms related to the original condition, a side effect of the medicine or something new? 

 

The Adherence Evaluation is aimed at addressing these questions in a non-confrontational 

manner, designed to build trust and alliance in the doctor-patient relationship. The AE addresses 

adherence behavior and attitudes toward medication. It also assists the prescriber in dealing with 

non-compliant behavior in a constructive way that ends up strengthening the therapeutic 

relationship.  

 

There are several areas that can be addressed in the AE which guide the prescriber regarding 

adherence and at the same time, when handled sensitively, help to build the alliance. Questions 

can be asked in the following categories: 

1. Medication experience: What are your past experiences with medication? Good, bad, 

helpful? Is your current prescription helping or are things worse? 

2. Burdens imposed by medication: Are there any hardships or difficulties in taking the 

medication, i.e., bothersome side effects or expenses that insurance does not cover?  

3. Usefulness of current medication: Has anything improved or gotten better? Are you 

sleeping better? Appetite? Energy? Any improvement in your relationships? Is work 

going better? 

4. Purpose for the medication: Have we made clear what our therapeutic goals are? Have we 

covered the side effects sufficiently?   

5. Opinions of significant others: Is there anyone pushing you to take this medication? Is 

there anyone who wants you to stop the medicine? Are you in a group such as AA that 

has a negative opinion about medication? 

6. Opinions about yourself while taking medication: Do you see medication as a sign of 

weakness? Do you see medication as a step towards getting better?  

 

Several common mistakes for the prescriber to be aware of: 

1. Starting off the medication session with focus on the medication is natural and a common 

mistake. A better approach is to get a brief overview of how things are going. Then do 

the AE. 

2. Patients do not want the prescriber to be angry with them and don’t want to be perceived 

as “bad” patients. They may be taking one medication but not the second. Unless you ask, 

the patient may not volunteer the information. So at each appointment it is helpful to ask, 

“Did you skip any doses or stop taking any of your meds since our last appointment?” 

The rule of thumb is to assume that medication does have significant side effects and that 

being rigorous about taking a medication regularly over a long period of time is difficult, 

and that a fair number of our patients will be non-adherent from time to time. 

3. If the prescriber becomes angry or irritated when the patient owns up to lapses or non-

adherence, he will shut off future disclosure. This is a key building block or bridging 

point in the therapeutic relationship. It is much more constructive to convey a sense of 

curiosity and worry about the patient’s lapses or stopping a medication and let them know 
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that if they are intent on stopping a med, if too much time has not elapsed, the safer 

course is to wind-down gradually.  

4. The older term used for this problem area was “non-compliance,” which implied a top-

down, authoritarian framework. “Non-adherence” attempts to remove blame from the 

equation. It is helpful to discover the patient’s attitudes about medication and beliefs of 

those primary relationships supporting him. If, for instance, a major person in the 

patient’s life might believe that psychoactive medication is “too dangerous” or “interferes 

with sobriety,” then the patient is going to be thrown into conflict.  

5. The clinician needs to educate the patient about risks and benefits of medication. An error 

here might be overselling the positive effects of medication, leading to unrealized 

expectations, disappointment and non-adherence. If the prescriber over-emphasizes a 

“return to normal” rather than discuss realistic limitations of meds, he gives up his 

position as the credible source of medical information.
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Remedies: 

1. Recontextualize non-adherence as normal and to-be-expected rather than “bad.” “Most 

people stop their medication from time to time. Has that happened to you?” or “Taking 

medication routinely day after day can be hard. How is it for you?” 

2. Shift focus from obedience to the doctor and the protocol to the goal of optimal outcome. 

“I think it is important to stay on the medication, but I won’t take it personally (or you 

won’t hurt my feelings) if you stopped the medicine.” When the patient is in more control 

of his treatment and disclosure is more honest and open, then the clinician is in a better 

position down the road in making the clinical decisions.
4
 

3. When the patient is dealing with degrees of cognitive dysfunction, it may be prudent to 

engage a significant family member, if that is feasible, to assist with organizing routines 

such as picking up the prescription at the pharmacy or taking certain pills at certain times.  

4. If the patient refuses medication that has been helpful in the past or has clear advantages 

over the non-medication situation, then the prescriber can re-frame the decision as an 

“experiment” to see if symptoms return or worsen. This approach maintains the 

therapeutic alliance and gives the clinician lots more leverage for the next set of 

therapeutic recommendations.
5
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