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Objective: To investigate the trajectories of illness perception and medication adherence in patients with acute coronary syndrome, as 
well as the predictive relationship between the two.
Methods: A total of 311 patients with acute coronary syndrome (ACS) were recruited from the Department of Cardiology, The Second 
Affiliated Hospital of Chongqing Medical University, using convenience sampling. Participants were assessed at three time points: T1 
(within 1 week post-admission), T2 (3 months post-onset), and T3 (6 months post-onset). Data were collected using the Brief Illness 
Perception Questionnaire (BIPQ) and the Medication Adherence Rating Scale (MARS). Cross-lagged panel modeling (CLPM) and parallel 
latent growth modeling (LGM) were constructed to analyze the causal relationship between illness perception and medication adherence.
Results: A total of 287 valid questionnaires were returned (valid response rate: 92.28%). From baseline (T1) to 6-month follow-up (T3), 
illness perception scores significantly decreased from 61.71 ± 7.05 to 36.59 ± 6.56 (F=41.667, P<0.001), while medication adherence scores 
declined from 6.92 ± 0.89 to 6.02 ± 1.13 (F=35.223, P<0.001). Cross-lagged analysis revealed significant reciprocal relationships: illness 
perception at each time point positively predicted subsequent medication adherence (T1→T2: β=0.425, P<0.01; T2→T3: β=0.389, 
P<0.001), and vice versa (T1→T2: β=0.430, P<0.001; T2→T3: β=0.427, P<0.001). Parallel latent growth modeling indicated that higher 
initial levels of illness perception negatively predicted its own slope (β=−0.306, P=0.012) and the slope of medication adherence (β=−0.318, 
P=0.024). Similarly, the intercept of medication adherence negatively predicted its own slope (β=−0.301, P=0.012). Furthermore, the slope 
of illness perception positively predicted the slope of medication adherence (β=0.329, P=0.002).
Conclusion: The illness perception and medication adherence of patients with acute coronary syndrome are on the rise, and illness 
perception and medication adherence can predict each other.
Keywords: acute coronary syndrome, illness perception, medication adherence, correlation, cross-lag model, parallel latent variable model

Introduction
Acute coronary syndrome (ACS) is one of the leading causes of death worldwide. There are over 20 million new ACS patients 
globally each year, and approximately 1 million new ACS patients are diagnosed in China annually.1 There are regional and 
gender differences in the incidence of ACS. The mortality rate in developed countries is declining, whereas the incidence in 
developing countries is rising rapidly.2,3 Without timely treatment, the patient mortality rate can be as high as 30%. With 
normative treatment, although the total in-hospital mortality rate in China has dropped to 5%–6%.4 There is an upward trend in the 
incidence among people under 45 years of age. After being discharged from the hospital following an acute coronary syndrome, 
the risk of another coronary event is more than 10 times higher than during the first episode, and secondary prevention is 
essential.5,6

Maintaining a high level of medication adherence is critical for patients with acute coronary syndromes. Studies have 
shown that subsequent treatment with secondary preventive medications (eg, dual antiplatelet therapy) can significantly 
reduce the risk of recurrent major adverse cardiovascular events (MACE), such as myocardial reinfarction, stroke, or death.7,8 

Good adherence can reduce the risk of MACE by 34% and the need for repeat revascularization by 55%.9
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Illness perception refers to an individual’s cognition and understanding of disease-related information, which plays 
a decisive role in the behavior orientation of coping with the disease, such as medication adherence.10 ACS patients’ 
perception of the physical burden of the disease has a direct impact on their medication adherence. When patients have 
a high perceived burden of the disease, they may be more inclined to strictly abide by the drug treatment plan to alleviate 
the burden.11 Conversely, if the perceived body burden is low or they lack vigilance towards the symptoms, they may 
neglect or interrupt the medication.

This association may be mediated by the patients’ subjective assessment of disease severity. That is, high burden awareness 
strengthens the cognition of the disease threat and promotes compliance behavior.12 However, medication adherence is 
a complex behavior influenced by multidimensional factors. Beyond illness perception, it is inevitably confounded by factors 
such as the complexity of treatment regimens (eg, daily pill burden and dosage), healthcare system support (eg, frequency of 
follow-ups), and psychosocial determinants (eg, family social support and economic status).13,14 Previous studies have often 
treated these elements as background noise, with limited effective control or discussion of these confounders within their models.

Therefore, understanding the development trajectory and related predictive relationship between illness perception 
and medication adherence in ACS patients after illness is helpful in identifying the time nodes of low adherence among 
patients and providing active intervention. This has a positive effect on improving the drug adherence of patients with 
acute coronary syndrome and reducing the risk of adverse cardiovascular events.

However, current domestic and international studies on illness perception and medication adherence in patients with 
acute coronary syndrome mostly focus on cross-sectional surveys, which fail to capture the dynamic patterns of the 
changes in these two factors over time. They mainly discuss the static correlation, lacking an understanding of how the 
disease trajectory can affect dynamic changes. Subsequently, there is a lack of in-depth exploration of how the trajectory 
and feedback of drug compliance and adherence influence the subsequent trajectory of illness perception. Traditional 
cross-sectional studies merely offer a ‘snapshot’ at a single time point, making it difficult to infer causal direction and 
leaving them vulnerable to survivor bias. In contrast, longitudinal designs track intra-individual dynamic changes, 
thereby clarifying the temporal sequence between variables and more accurately elucidating the underlying causal 
mechanisms and reciprocal pathways linking illness perception and medication adherence.

Therefore, this research intends to adopt a vertical tracking design, using the latent variable growth model for data 
modeling analysis in patients with acute coronary syndrome. It aims to identify the different time-trajectory models of disease 
awareness and drug compliance in patients with acute coronary syndrome. It also intends to further explore the correlation 
between the two trajectories, with special attention to whether the illness perception trajectory has a predictive effect on the 
medication adherence trajectory in subsequent periods, and whether the medication adherence trajectory has a lagged effect on 
the subsequent evolution of the illness perception trajectory.

Subjects and Methods
Subjects
A total of 311 patients with acute coronary syndrome admitted to the Department of Cardiology of the Second Affiliated 
Hospital of Chongqing Medical University from July 2024 to December 2024 were selected as the survey subjects using the 
convenience sampling method. The study protocol was approved by the Ethics Committee of The Second Affiliated Hospital 
of Chongqing Medical University (ID: 2024060025). Written informed consent was obtained from all participants prior to 
enrollment. All research activities were conducted in accordance with the Declaration of Helsinki.

Inclusion Criteria
● Meeting the 2019 version of the rapid diagnosis and treatment guidelines for acute coronary syndrome.
● Having normal spiritual intelligence.
● Giving informed consent and voluntarily participating in this study, with all patients signing an informed consent form.

Exclusion Criteria
● Patients with severe cognitive impairment.
● Those with language communication disorder.
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● Patients unable to cooperate with the investigation due to severe illness.
● Patients with a questionnaire missing > 1 time.

Sample Size Calculation
This study was conducted using repeated measures with sample:15

Specifically, with α=0.05 and 1-β=0.90, Uα/2 and Uβ represent the upper quantiles of the standard normal distribution 
corresponding to α and β, respectively. Kþ K � 1ð Þρ c denotes the sample size inflation factor. Based on a pilot study 
involving 25 cases, measurements were taken three times; thus, K=3, repeated measurement error σe

2=124.333, 
conditional correlation coefficient ρc= 0.710, and individual difference variance σ2

μ= 181.667, n=194. Considering the 
high dropout rate of longitudinal study samples, the dropout rate was calculated as 20%, n=194/0.80=243. Considering 
the high dropout rate of longitudinal study, the dropout rate was calculated as 20%, 194/0.80 = 243. A total of 311 
patients were included in this study.

Survey Instrument
General Information Questionnaire
The general information questionnaire was designed by the researchers. It included the patient’s age, gender, education 
level, occupation, living situation, residence, type of medical insurance, number of comorbidities, smoking history, and 
drinking history.

Brief Illness Perception Questionnaire (BIPQ)
The questionnaire was compiled by Broadbent et al16 In this study, the Chinese version of BIPQ, which was translated by 
Mei Yaqi et al,17 was used. It included three dimensions: the cognitive dimension (including items 1, 2, 3, 4, and 5), the 
emotional dimension (including items 6 and 8), and the understanding dimension (item 7). For items 1 to 8, respondents 
choose one option from low to high on a scale of 0 to 10 points. Item 9 is an open-ended question and does not count 
towards the total score. Items 3, 4, and 7 were scored in the reverse direction, and the total score ranged from 0 to 80, 
with higher scores indicating a more negative perception and more severe symptoms. The Cronbach’s α coefficients in 
this study were 0.814, 0.805, and 0.825.

Medication Adherence Rating Scale (MARS)
The Medication Adherence Scale is a self-developed instrument consisting of 10 items. Each item is scored 1 point for 
“No” and 0 points for “Yes”, with a total score ranging from 0 to 10. A higher score indicates better medication 
adherence. The scale demonstrated a content validity index (CVI) of 0.82 and a Cronbach’s α coefficient of 0.94 during 
its validation phase. In the present study, Cronbach’s α coefficients for the scale were 0.880, 0.902, and 0.856.

Data Collection Methods
All questionnaires were administered by trained investigators after enrollment. The questionnaires included the basic 
information questionnaire, BIPQ, and MARS. The basic information questionnaire was obtained from patients admitted to 
the hospital for the first time. The access times for the BIPQ and MARS were as follows: after the condition was relatively 
stable (T1), within 1 week after admission; 3 months after the incidence (T2); and 6 months after the onset (T3). The 
questionnaires at T2 and T3 were administered during patients’ visits. For patients who could not be followed-up in person, 
phone or WeChat voice communication was used to conduct the information questionnaire.

This study followed the principle of voluntariness, and patients with acute coronary syndrome voluntarily filled in and 
answered the questionnaire. Before distributing the questionnaire, the purpose and main contents of the survey were 
explained to the patients, and informed consent was obtained from them.
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Statistical Methods
SPSS 26.0 software and Mplus 8.0 software were employed for statistical analysis and data testing. Count data were 
presented as cases and percentages (%), while measurement data were presented as mean ± standard deviation (±S). 
Repeated Measures ANOVA was utilized to examine the dynamic change trend of illness perception and medication 
adherence at the T1, T2, and T3 time points. When it failed to meet the spherical test, Greenhouse-Geisser correction was 
applied. To further explore the dynamic interaction between illness perception and medication adherence, Mplus 8.0 was 
used to construct a dual-model system. The Cross-Lagged Panel Model (CLPM) was employed to test the bidirectional 
predictive relationship between illness perception and medication adherence, while controlling for the interference of age 
and gender. The chi-square degree of freedom ratio (χ2/df), comparative fit index (CFI), Tucker–Lewis index (TLI), root 
mean square error of approximation (RMSEA), and standardized root mean square residual (SRMR) were used for 
evaluation. Values of χ2/df < 5.000, CFI > 0.900, TLI > 0.900, RMSEA < 0.080, and SRMR < 0.100 indicated a good fit. 
P< 0.05 was considered statistically significant. Multiple imputation was performed to address missing data, and 
sensitivity analyses confirmed the robustness of the results, with path coefficient fluctuations remaining below 10%.

Results
General Demographic Data
A total of 287 valid questionnaires were collected, with an effective recovery rate of 92.28%. The demographic data of 
287 patients with acute coronary syndrome are as follows: aged 34 to 90 years, with an average age of (65.76±11.53); 
there were 217 males (75.61%) and 70 females (24.39%). The specific information is shown in Table 1.

Table 1 General Information of Respondents (n=287)

Items Categories n %

Age (years) < 60 79 27.53

60 ~ 75 151 52.61

> 75 57 19.86
Gender Male 217 75.61

Female 70 24.39

Education level Junior high school and below 183 63.76
High school 64 22.30

College degree or above 40 13.94

Career Individual 31 10.80
Civil servants 6 2.09

Farmer 25 8.71

Staff 33 11.50
Retirement 156 54.36

Unemployed 36 12.54

Place of residence Town 249 86.76
Rural 38 13.24

Type of insurance Resident insurance 87 30.31

Employee health insurance 194 67.60
Out of pocket 6 2.09

Diagnosis Acute ST-segment elevation myocardial infarction 83 28.92

Acute non-ST-segment elevation myocardial infarction 204 71.08
Marriage Unmarried 8 2.79

Married 249 86.76

Divorced 13 4.53
Widowed 17 5.92

(Continued)
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Common Method Deviation Test
There were 12, 11, and 11 factors with characteristic roots >1 in the T1, T2, and T3 tests, respectively. The variances of 
the three measurements were 18.24%, 20.56%, and 23.19%, respectively, all of which were less than the critical value 
level of 40%. The results indicated that there was no obvious common method bias in this study.18

Trends of Illness Perception and Medication Adherence at Three Time Points
Overall, a declining trend was observed for both illness perception and medication adherence scores from T1 to T3. 
Specifically, illness perception scores decreased significantly from baseline (61.71 ± 7.05) to follow-up (36.59 ± 6.56) 
(F=41.667, P<0.001), while medication adherence scores also declined from (6.92 ± 0.89) to (6.02 ± 1.13) (F=35.223, 
P<0.001). Detailed data are presented in Table 2, Figures 1 and 2.

Correlation Analysis of Illness Perception and Medication Adherence in Patients with 
Acute Coronary Syndrome at Three Time Points
Pearson correlation analysis was used to examine the illness perception and medication adherence at three time points. 
The results showed that there was a significant correlation between the two at the three time points (P < 0.05), which met 
the premise of the cross-lag model. The matrix relationship is presented in Table 3.

Table 2 Dynamic Changes of Illness Perception and Medication Adherence in Patients with Acute Coronary 
Syndrome (n=287)

Variables T1: Baseline T2: 3 Months T3: 6 Months F/χ2 value P-value

Illness perception
Total score (Xx� s) 61.71±7.05 40.29±6.67 36.59±6.56 F (1.121, 320.5) = 1696 < 0.001
Percentage of grading [n (%)] χ2=370.711 < 0.001

Low (0 to 27 points) 14 (4.88) 45 (15.68) 59 (20.56)

Medium (28 to 54 points) 27 (9.41) 175 (60.98) 191 (66.55)
High (55 to 80 points) 246 (85.71) 67 (23.34) 37 (12.89)

Medication adherence
Total score (Xx� s) 6.92±0.89 6.40±1.14 6.02±1.13 F (1.856, 530.8) = 60.75 < 0.001
Percentage of grading [n (%)] χ2=75.708 < 0.001

Poor (0–6 points) 89 (31.01) 147 (51.22) 193 (67.25)

Good (7–8 points) 198 (68.99) 140 (48.78) 94 (32.75)

Table 1 (Continued). 

Items Categories n %

Number of comorbidities 1 ~ 2 115 40.07

3 ~ 5 150 52.26
≥6 22 7.67

Smoking history Yes 128 44.60

No 159 55.40
Drinking history Yes 76 26.48

No 211 73.52
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Cross-Lag Model of Illness Perception and Medication Adherence in Patients with 
Acute Coronary Syndrome
Four path models (M1–M4) were constructed to test the causal relationship between illness perception and medication 
adherence:

(1) M1 (baseline model): An autoregressive path (T1 → T2 → T3) containing only illness perception and medication 
adherence.

(2) M2 (one-way prediction model): On the basis of M1, the prediction path of illness perception on medication 
adherence at the next time point was added (T1_illness perception → T2_medication adherence, T2_illness 
perception → T3_medication adherence).

Figure 1 Heat map and dot plot distribution of illness perception and medication adherence in patients with acute coronary syndrome.

Figure 2 Different time trend diagram of illness perception and medication adherence in patients with acute coronary syndrome.
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(3) M3 (reverse prediction model): On the basis of M1, the prediction path of medication adherence to illness 
perception at the next time point (T1_medication adherence → T2_illness perception, T2_medication adherence 
→ T3_illness perception) was added.

(4) M4 (two-way full model): It includes both the bidirectional path of illness perception → medication adherence and 
medication adherence → illness perception.

Robust maximum likelihood estimation (MLR) was used, and model fit comparisons are shown in Table 4. Among them, 
M4 was significantly better than M1, M2, and M3 (Δχ2 = 153.316, P < 0.001), and the fitting was the best (CFI > 0.98, 
RMSEA < 0.05), supporting the hypothesis of interaction between them.

Specifically
(1) Autoregressive stability: Both illness perception and medication adherence showed time persistence, and the 

autoregression coefficient of illness perception was higher (T1 → T2: β = 0.515, T2 → T3: β = 0.534), indicating 
that the stability of illness perception was stronger than that of medication adherence (the autoregression 
coefficient of medication adherence T1 → T2: β = 0.497, T2 → T3: β = 0.522).

(2) Bidirectional cross-temporal prediction: Illness perception → medication adherence path: For every 1 standard 
deviation (SD) increase in baseline illness perception, medication adherence increased by 0.425 SD (β = 0.425) 
after 3 months, and the T3 effect was still significant but weakened to β = 0.389.

(3) Correlation dynamics: Illness perception and medication adherence at the same time point showed a strong 
positive correlation (T1: β = 0.466, T2: β = 0.481, T3: β = 0.440), and the correlation strength reached the 
peak at T2.

A cross-lag model was established to investigate the mutual predictive relationship between illness perception and 
medication adherence. The model fitted well (χ2/df=1.425, GFI=0.988, TLI=0.974, RMSEA=0.040). The level of illness 
perception positively predicted the medication adherence at the next node (T1→T2: β = 0.425, P < 0.01; T2→T3: 
β = 0.389, P < 0.001). The level of medication adherence positively predicted the illness perception at the next node 
(T1→T2: β = 0.389, P < 0.001; T2→T3: β = 0.427, P < 0.001), and the specific path is shown in Figure 3.

Table 3 Scores and Correlation Coefficient Matrix of Illness Perception and Medication Adherence 
at Three Time Points in Patients with Acute Coronary Syndrome (r Value, n=287)

Items ① ② ③ ④ ⑤ ⑥

① Illness perception T1 (Baseline) 1
② Medication adherence T1 (Baseline) 0.466** 1
③ Illness perception T2 (3 Months) 0.515** 0.345* 1
④ Medication adherence T2 (3 Months) 0.433** 0.497** 0.481** 1
⑤ Illness perception T3 (6 Months) 0.449** 0.328* 0.534** 0.289* 1
⑥ Medication adherence T3 (6 Months) 0.3123* 0.391** 0.351** 0.522** 0.440*** 1

Note: *Means P < 0.05, **Means P < 0.01, ***Means P < 0.001.

Table 4 Comparison of Model Fit

Model Squared/df CFI TLI RMSEA SRMR Δχ2 (vs M1) Δ df P

M1 2.233 0.926 0.912 0.077 0.066

M2 1.792 0.962 0.943 0.064 0.048 124.225 2 <0.001

M3 2.014 0.950 0.936 0.067 0.052 22.333 2 <0.001
M4 1.425 0.988 0.974 0.040 0.034 153.316 4 <0.001
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A Parallel Latent Variable Model of Illness Perception and Medication Adherence in 
Patients with Acute Coronary Syndrome
A parallel latent variable growth model of illness perception and medication adherence in patients with acute coronary 
syndrome was constructed. The fitting indicators were as follows: χ2/df = 1.667, GFI = 0.985, TLI = 0.973, RMSEA = 0.0468, 
SRMR = 0.037, and the degree of fitting was good.

At the initial level, illness perception was positively correlated with medication adherence (r = 0.465, P = 0.005). The 
intercept of illness perception could negatively predict the slope of self-medication adherence (β = -0.306, P = 0.012), 
and the intercept of illness perception could also negatively predict the slope of self-medication adherence (β = -0.318, 
P = 0.024). The intercept of medication adherence could negatively predict the slope of self (β = -0.301, P = 0.012), and 
the slope of illness perception could positively predict the slope of medication adherence (β = 0.329, P = 0.002). The path 
of action is shown in Figure 4.

Figure 3 The predictive pathways of Illness perception and Medication adherence in patients with acute coronary syndrome at three time points. 
Notes: Controlling for age, gender, etc.; **Indicates P < 0.01, ***Indicates P < 0.001.

Figure 4 Parallel latent variable model of illness perception and medication adherence in patients with acute coronary syndrome. 
Notes: i denotes the intercept and s denotes the slope. ***Indicates P < 0.001, **Indicates P < 0.01, and *Indicates P < 0.05.
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Discussion
This study found that the illness perception and medication adherence of patients with acute coronary syndrome declined 
within 6 months after illness. Trends in medication adherence were previously reported in a study by Thomson et al19 This is 
mainly due to the combined action of many factors. As the acute phase passes, the patient’s body gradually adapts, or the 
perception of symptoms (such as chest pain and chest tightness) that are prominent in the early stage weakens. Additionally, 
some symptoms may be alleviated by treatment, which easily leads patients to have the illusion of “the disease has improved”, 
thereby relaxing their vigilance.20 In terms of medication adherence, patients need to take multiple drugs (such as antiplatelet 
drugs, statins, etc.) for a long time. The complex medication regimens and potential side effects may directly reduce their 
willingness to adhere to the medication in the long term. Meanwhile, patients’ perception of the severity of the disease may 
fade over time, especially when there is no physical emergency, and their subjective emphasis on the importance of secondary 
prevention may decrease.21,22 Moreover, financial burden, inconvenience of taking medication, and lack of continuous 
rehabilitation guidance and supervision were also key factors leading to the decline in compliance over time.23 The dual 
decline of illness perception and adherence undoubtedly increases the risk of long-term recurrence of cardiovascular events.

By constructing a cross-lag model, this study found that the level of illness perception positively predicted the 
medication adherence at the next time point, and the level of medication adherence also positively predicted the level of 
illness perception at the next time point. This revealed that there was a dynamic and mutually reinforcing bidirectional 
predictive relationship between the two. Chen et al pointed out that at a higher level of illness perception, patients 
perceived the physical burden of the disease more strongly. The pain experience and concern about health status 
prompted patients to adhere more strictly to medication in subsequent stages to relieve symptoms and control disease 
progression, reflecting the lagged effect of illness perception on adherence.24

On the other hand, when patients maintain good medication adherence, the secondary prevention drug treatment they 
receive can effectively stabilize the plaque and improve myocardial blood supply. This can reduce the severity and attack 
frequency of physical symptoms such as angina pectoris and chest at subsequent time points, showing the lagged 
improvement effect of medication adherence on symptoms.25

In this study, by constructing the parallel latent variable model, it was found that at the initial level, illness perception is 
positively correlated with medication adherence. That is, the higher the patient’s illness perception level, the higher the 
medication adherence level, which also explains the reason in the above discussion. The intercept of illness perception can 
negatively predict its own slope. That is, the higher the initial level of illness perception, the slower the subsequent decline of 
illness perception. The higher the initial level of illness perception, the more severe the symptoms, the more complex the 
pathological basis, and the more difficult the symptom relief, so the decline rate of illness perception is relatively slower.26 The 
intercept of illness perception can negatively predict the slope of self-medication adherence. That is, the higher the initial level 
of illness perception, the slower the subsequent decline of medication adherence. For patients with severe initial symptoms, 
their motivation to maintain medication behavior decays more slowly due to continuous symptom reminders and possible 
stronger disease concerns, so the rate of decline in medication adherence is also slower. The intercept of medication adherence 
negatively predicted its slope. That is, patients with a higher initial level of medication adherence had a slower decline in 
subsequent medication adherence. Patients with a higher initial level of medication adherence often established better 
medication habits or had more positive beliefs about their treatment, which helped to counteract possible lapses over time 
and thus maintained their adherence levels for longer and with a slower decline.27,28 The slope of illness perception positively 
predicted the slope of medication adherence. That is, patients with a faster decline in illness perception had a faster decline in 
subsequent medication adherence. Patients with a faster decline in illness perception may have their conditions more quickly 
controlled or have obvious improvement in subjective feelings, which may weaken their motivation to continue to take 
medication strictly, leading to an accelerated decline in medication adherence.

Limitations
Despite elucidating the dynamic interaction mechanism between illness perception and medication adherence in ACS patients, 
this study has several limitations that warrant careful consideration. First, the sample was derived from a single-center 
convenience sampling method, resulting in relatively homogeneous geographical and healthcare resource coverage, which 
limits the generalizability of the results to broader populations and primary care settings. Second, both illness perception and 
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medication adherence data relied solely on self-reported questionnaires, which are susceptible to social desirability bias and 
recall bias, lacking validation against objective adherence metrics such as electronic medication monitoring or pharmacy refill 
records. Third, although demographic variables were controlled for, the models did not incorporate potential confounding 
factors such as treatment regimen complexity, comorbidity burden, and economic strain, which may independently influence 
the developmental trajectories of both variables. Finally, the 6-month follow-up duration was relatively limited, restricting the 
ability to capture the long-term (eg, >1 year) natural evolution of illness perception and adherence, as well as their association 
with clinical endpoints such as major adverse cardiovascular events (MACE).

Conclusions
Illness perception and medication adherence in patients with acute coronary syndrome are increasing, and illness perception 
and medication adherence can predict each other. Clinical medical staff should pay attention to the evaluation of illness 
perception in patients with acute coronary syndrome and make rational use of the interaction between illness perception and 
medication adherence. This has a positive effect on improving the medication adherence of patients with acute coronary 
syndrome and reducing the risk of adverse cardiovascular events. Based on these findings, this study holds significant clinical 
implications and suggests directions for future research. At the clinical level, given the bidirectional reinforcing effect between 
illness perception and adherence, healthcare professionals should abandon singular medication counseling models in favor of 
a comprehensive integrated mind-body intervention strategy. Specifically, for patients exhibiting excessively high or low 
initial illness perceptions, cognitive behavioral therapy is recommended to correct biased cognitions regarding disease 
severity. Clinicians should leverage the vigilance dividend offered by high illness perception to optimize medication 
motivation, while simultaneously guarding against adherence decline induced by symptom alleviation. Furthermore, future 
intervention studies should focus on modulating the deceleration of illness perception slopes to indirectly sustain long-term 
medication adherence. Potential strategies include developing mHealth-based reminder systems or constructing peer support 
groups to disrupt the vicious cycle of declining perception, eroding adherence, and functional deterioration.
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