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Rounds in the General Hospital

Engaging the Resistant Patient  
in the Implementation of Interventions
Edwin R. Raffi, MD, MPH; Lara N. Traeger, PhD; and Theodore A. Stern, MD*

Have you ever wondered whether you could facilitate 
better collaboration with a patient who appears to 

reject your help during an acute medical event? Have you 
ever had trouble engaging a patient so that he or she would 
consider alternatives to decisions that are not in his or her 
best interest or are even against medical advice? If you have, 
then the following case vignettes and discussion could prove 
useful.

CASE 1

A Man With Hypertensive Urgency
Mr A, a 52-year-old veteran with a history of hypertension 

and protracted paranoid psychosis, was noted by a nurse 
at his residential facility to have a markedly elevated blood 
pressure (210/110 mm Hg). When the physician on call 
recommended use of an oral antihypertensive agent, Mr A 
refused. Although the physician concluded that medication 
refusal was Mr A’s right, the nurse sought psychiatric 
consultation to improve adherence with treatment 
recommendations.

The psychiatrist asked Mr A if he knew his typical 
baseline blood pressure readings. Mr A indicated that they 
were usually 160/90 mm Hg. The psychiatrist then asked the 
nurse to measure Mr A’s blood pressure with an electronic 
reader so that the patient could see the result. Mr A noted 
that the blood pressure reading was 210/110 mm Hg. The 
psychiatrist asked if this reading was higher than his baseline 
blood pressure, and Mr A said “yes.” The psychiatrist then 
recommended an oral antihypertensive agent to decrease his 
blood pressure. Mr A explained that he refused to take the 
medication because he did not believe in oral medication. 
The psychiatrist proposed that Mr A try an antihypertensive 
pill but insisted that the nurse show him his blood pressure 
on the digital reader 45 minutes later. Mr A agreed that if he 
saw a drop in his blood pressure he would believe that the 
medication had worked. However, if the pill did not work, 
Mr A could continue to abstain from taking antihypertensive 
pills. Mr A agreed with the plan and took the antihypertensive 
agent. Mr A’s blood pressure decreased within 30 minutes.

CASE 2

A Woman With Acute Stroke
Ms B, a 56-year-old woman with a history of diabetes and 

myocardial infarction, presented to the hospital emergency 
department with left-sided upper extremity motor weakness, 
drooping of the mouth, and slurred speech for the past 
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 ■ Individuals do not often change, or change their minds, 
for other people; moreover, a resistant patient is unlikely 
to change his or her mind because he or she is told to 
change.

 ■ When discussing change, it is important to view patients 
as collaborators; patients’ values and beliefs should be 
considered as an essential part of clinical negotiations.

 ■ Collaboration between physicians and patients can be 
facilitated by addressing the control dynamics between 
them through brief behavioral interventions.  

 ■ Treatment recommendations are more likely to be 
followed when physicians understand the patient’s 
perspective, facilitate the patient’s insight into his or her 
condition, increase the patient participation in decision-
making, and employ alliance-building techniques.

hour. Imaging confirmed a right-sided cerebrovascular 
accident. The neurology department was consulted, and 
they recommended that Ms B be admitted to the hospital 
for monitoring and treatment. Ms B explained that she was 
aware that she had experienced a stroke but wanted to decline 
admission. As a nurse, she understood how to manage an 
acute stroke, but she wanted to be discharged home. When 
the physician asked why she wanted to leave the hospital, 
Ms B explained that her granddaughter was performing in a 
school play, and she had promised that she would be there. 
Ms B said, “You will just be monitoring me and my blood 
pressure anyway. I would rather be at the play tonight. I will 
think about coming back tomorrow or the next day. I will 
sign whatever you want me to sign in order to leave.” When 
asked about risks of discharge, Ms B said, “I know there is a 
risk of worsening motor and sensory loss and even death. I 
don’t want to continue this conversation further. I would like 
to be discharged.” The psychiatry department was called for 
a capacity evaluation, which further infuriated Ms B.

After evaluating Ms B, the psychiatrist realized that she 
had the capacity to refuse admission.

Psychiatrist: “I understand that you know the risks of 
leaving the hospital and are choosing to decline admission. 
On a scale of 1 to 10, how safe do you think it is to leave the 
hospital?”

Ms B: “8.”
Psychiatrist: “Why 8 and not 10?”
Ms B: “I give it a 20% chance that the hemorrhage might 

get worse.”
Psychiatrist: “What difference would it make if you were 

in the hospital if that occurred?”
Ms B: “They would control my blood pressure and might 

even perform surgery. Coiling is an option if you have an 
interventionist.”

Psychiatrist: “I understand that you are accepting the risk 
of hemorrhage, while trying to keep your promise to your 
granddaughter. If your condition worsens after you have 
left the hospital without an intervention, what might your 
granddaughter think now or when she grows up about this 
entire event?”

Ms B: “She will know that I cared enough to be with her 
and that I kept my promise.”

Psychiatrist: “Yes…” (nods waiting for more).
Ms B: “I suppose she might also feel some guilt.”
Psychiatrist: “Would that guilt be justified?”
Ms B: “No. It would have been my decision. She shouldn’t 

feel guilty. But people have a way of personalizing these 
events.”

Psychiatrist: “I am going to ask you the following question 
because I am not sure of the significance of this play to your 
relationship with your granddaughter. What is so important 
about attending the school play?”

Ms B: “I have been teaching her about the importance of 
keeping her promises…and this was my promise to keep.”

Psychiatrist: “Would it be acceptable to you if someone 
couldn’t keep their promise due to a life-threatening event?”

Ms B: “I suppose there are exceptions to every rule, and 
the exceptions are also important to teach.”

Psychiatrist: “Are there any other more important events 
in your future that would make you not want to accept a 20% 
risk of a worsening stroke or death?”

Ms B: “I would definitely want to be at my granddaughter’s 
graduation, 100%, and perhaps her wedding if I live that 
long.”

DISCUSSION

What Factors Affect Engaging  
the Resistant Patient in Care?

Negotiations regarding treatment, especially in the midst 
of a crisis, can be more than challenging. Nonetheless, 
addressing patient nonadherence with real-time behavioral 
interventions can enhance patient safety and mitigate 
morbidity and mortality (Figure 1).

Conflict among patients and health care providers often 
arises when initiating medical interventions, such as starting 
a medication. Roughly 1 in 4 patients with psychosis fails 
to adhere to initial treatment recommendations.1 In those 
with personality disorders, for example, the window of 
opportunity to agree on an intervention is typically small as 
a consequence of impulsivity, intense affects, and ineffective 
coping skills. These characteristics escalate emotions and 
contribute to worse health outcomes. Nonadherence is 
common in all branches of clinical medicine with rates 
ranging between 25% and 75%.2

Providers should be aware of factors known to interfere 
with adherence (including patient factors [eg, cognitive 
impairment, poor insight, stigma], the setting [eg, inpatient, 
outpatient], provider factors [eg, approaches to patient care], 
and systems factors [eg, health care fragmentation]).2–5 
Patients often feel that they have too much or a lack of 
“perceived control” over their situation.

Knowledge of the patient’s preferences and values is 
crucial to developing and employing effective approaches. 
Patients are also less likely to participate in their care 
if they have limited insight into their condition, are 
not ready to change their behavior, or believe that the 
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recommended intervention is unnecessary or ineffective.3 
For some patients, the patient’s participation in planning the 
intervention facilitates the intervention.2 In the case of Mr A, 
reasoning might have been insufficient given his persistent 
paranoia. Such individuals (with disorganization, hostility, 
and paranoia) are not as likely to adhere to medication use.5 
Insight into one’s condition also influences medication 
adherence, as poor insight has been consistently correlated 
with lack of compliance or adherence.5–9 The belief that the 
medication will provide an immediate and subjective sense 
of improvement increases the chances of adherence.3,4

What Led to Increased Collaboration  
Between the Psychiatrist and Mr A?

Mr A might not have understood the severity of his 
hypertension or the associated risks. By including him in the 
reasoning process and engaging him in the dialog, he was 
able to follow a logical path. Namely, he could agree that the 
numbers that appeared on the blood pressure monitor were 
higher than the numbers he knew to be his norm; moreover, 
he could help to decrease his blood pressure.

Although he was quite paranoid, he was still able to 
reason. Thus, by being mindful of Mr A’s world view and 

lack of insight into the consequences of his hypertension, 
the psychiatrist was able to create a tailored approach to 
treatment.

The psychiatrist utilized cognitive reframing and helped 
Mr A to exercise his need for control on how he takes 
his medication—not whether he takes his medication. 
Together they achieved adherence by identifying Mr A’s 
beliefs that oral medications do not work, acknowledging 
this belief in a nonjudgmental fashion, and then helping Mr 
A collect reasonable evidence to challenge his own belief. 
This nonjudgmental approach allowed the psychiatrist to 
effectively align the treatment recommendations with Mr 
A’s thoughts and behaviors.

Which Factors Led Ms B to Change Her Mind?
As shown in the case of Mr A, individuals do not often 

change, or change their minds, for other people. They change 
when their own logic dictates change. A resistant patient is 
unlikely to change his or her mind because they are told to 
change. Ms B had the capacity to make decisions even if 
those choices were against medical advice. The technique 
used by the psychiatrist to help Ms B understand the gravity 
of her decision and help her decide to change her own mind 

Figure 1. Shared Decision-Making Flowchart

 

A. Patient Wants to 
Make the Decision  

B. Patient Wants to Collaborate in Shared Decision-Making C. Patient Wants to Delegate the Decision to Provider  

Provider and 
Patient Are 

Aligned 

 Provider and  
Patient Are 
Not Aligned 

 Educate Patient on Options, Risks, Bene�ts, Alternatives   
 

Provide Guidance on Preferred Intervention If One Exists 

Inquire Preferred Choice Between Acceptable Choices
 

Provider and Patient 
Are Aligned 

Provider and Patient 
Are Not Aligned  

Go Back to A or B Proceed With 
Intervention 

Create Rapport With Patient
 

Decipher Patient’s Desire for Shared Decision-Making
  

Engage Patient in Shared 
Decision-Making 

(See Some Tools in Table 1)
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is called motivational interviewing.10 The psychiatrist used 
motivational interviewing to help Ms B generate her own 
intrinsic motivation to be admitted to the hospital for 
monitoring and treatment. Motivational interviewing is a 
counseling style that can help set the stage for therapy with 
individuals who are poorly motivated to reduce unhealthy 
behaviors or increase health-promoting ones.

Importantly, serious illness or acute illness can lead 
patients to feel a decreased sense of control or self-efficacy. 
Thus, a patient’s viewpoint must be validated. For example, 
Ms B saw value in being able to attend her granddaughter’s 
play. A physician who sounds dismissive of that view will 
lose an opportunity to connect with her and facilitate 
“change talk.” Change talk is the type of language patients 
tend to use when they think about changing their mind.

To move toward change talk, providers should 
acknowledge the patient’s mindset. Then, “Socratic 
questioning” (also used in cognitive-behavioral therapy 
[CBT]) can guide critical thinking about the issue. Using 
the 80%–20% scale, the psychiatrist showed Ms B that she 
was taking a 20% chance on many things that are important 
to her that she had not previously considered. Once change 

talk is detected, it is encouraged by the provider’s further 
questioning so that the patient explores the benefits of 
change and then desires that this change come from within. 
Ms B put a lot of emphasis on teaching her granddaughter 
about keeping promises, but she had not explored her 
teachings about the importance of “exceptions to rules.” She 
also had not considered what she was risking with regard 
to the future.

The techniques developed for ongoing therapeutic 
modalities (Table 1) can be used in acute care settings as 
well. Every interaction is a chance for an intervention when 
it comes to helping patients make healthier decisions.

How Can the Alliance Between the Patient  
and Provider Be Bolstered?

In general, when discussing change it is important to view 
patients as collaborators; patients’ values and beliefs should 
be considered as an essential part of clinical negotiations.12,13 
Physicians must consider ways in which physician-patient 
power dynamics influence a patient’s perceived “control 
disadvantage.” Awareness and adjustment of this dynamic 
can facilitate alliance building that will improve adherence. 

Table 1. Tools for Engaging Patients in Treatment

Intervention Example Definition
Utilization/Specific Comorbid  

Mental Health Disorders11

Biofeedback Wearable technologies or live 
measurements

Electronically monitor 
normally occurring 
automatic bodily function

Increase in physical activity, change in heart rate 
or blood pressure, weight loss, quality of sleep, 
glycemic controls, treatment of anxiety, attention 
or concentration difficulties

Utilizing language 
used in evidence-
based therapy 
modalities

Motivational interviewing Resolve ambivalence through 
discovering intrinsic 
motivations for change

Treatment of addiction or any condition in need of a 
change in behavior

Cognitive-behavioral therapy
(including dialectical behavioral therapy)

Identify and change negative 
thoughts or behavioral 
patterns and thus change 
the negative emotions that 
follow to positive ones

Anxiety, mood disorders, obsessive-compulsive 
disorder, distress tolerance, intellectual disability, 
(dialectical behavioral therapy for borderline 
personality disorder)

Family therapy Help family members 
improve communication 
and resolve conflict

End-of-life management, coordination of care, 
placement-related issues, domestic violence

Supportive therapy Reinforce healthy thoughts 
and behaviors and 
adaptive defense 
mechanisms through a 
trusting relationship

Caregiver fatigue, addictions, cancer, eating disorders; 
any chronic or acute condition in which a patient 
would benefit from counseling in negotiating 
decisions or compromises

Education through 
humor

The doctor tells a guilt-ridden new mother 
with postpartum depression who 
thinks she has the disorder because of 
something she did: “Your condition is 
acquired much like pneumonia. It’s like 
who coughed on you this time?”

Educate patients through 
amusing and comical 
metaphors, references, 
stories, or explanations

Normalize a stigma-ridden condition for the patient 
to accept care; create rapport and conversation 
around many taboo subjects

Education through 
deterrence

The doctor asks a 17-year-old boy who 
recently experimented with snorting 
cocaine if he has shared a straw to 
snort the cocaine; the doctor follows 
that question by asking if he has been 
tested for HIV or hepatitis C since that 
incident

Educate patients by 
explaining possible worst-
case scenarios

Treatment of most chronic disorders, such as 
diabetes, hypertension, and addictions

Music and the arts Asking a 12-year-old girl to meet the 
goals of her physical therapy exercise 
by continuing the exercise through the 
end of her favorite song

Utilize music and the arts as 
tools to engage patients in 
a therapeutic relationship

Engage patients in continuing occupational and 
physical therapy, treatment of anxiety and mood, 
combine with biofeedback (above)
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The association between the therapeutic alliance and 
medication adherence (independent of the patient’s severity 
of psychopathology, type/dosage of medication, or inpatient/
outpatient status) has been studied.14

To develop a greater sense of autonomy, patients often 
need to feel that they have as much or as little control over 
their treatment as they want. It is the physician’s responsibility 
to gauge how much control a patient perceives he or she has 
over a situation and whether more or less control is desired. 
This notion of maintaining a “control equilibrium” involves 
open and nonjudgmental communication. For some patients, 
feeling that one is empowered by shared decision-making 
can enhance adherence with treatment recommendations.

On occasion, patients feel that they are given too much 
control. For example, a low-functioning patient might be told 
about the risks, benefits, and side effects of 2 antipsychotic 
medications. The physician might then ask the patient to 
choose 1 of 2 drugs. The patient, however, might seek the 
physician’s recommendation, thereby shifting control to the 
provider. Such a request might be answered by a defensive-
medicine response of “it is your choice.” In this scenario, 
the doctor would be refusing to take more control when the 
patient asks for this shift. The physician, however, might 
choose to ask additional questions to help make a decision 
that is consistent with the patient’s goals, preferences, or 
values. If the patient walks away after having made a less-
than-confident decision, adherence might not be as likely.

While the patients presented here have known psychiatric 
conditions (Mr A) or acute illnesses (Ms B), lessons learned 
from these challenging cases can be applied to the care of 
almost every patient.

CONCLUSION

Treatment recommendations are more likely to be 
followed when physicians understand the patient’s 
perspective, facilitate the patient’s insight into his or her 
condition, increase patient participation in decision-making, 
and employ alliance building. The current cases illustrate the 
use of biofeedback (Mr A) and motivational interviewing 
(Ms B) to facilitate physician-patient collaboration for 

enhanced treatment outcomes. Collaboration between 
physicians and patients who may initially appear to be 
rejecting medical advice can be facilitated by addressing the 
control dynamics between patients and providers through 
brief behavioral interventions.
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