
The scientific organizers, M. Cappa (Italy) and G. Comi (Italy), welcomed the 80 learners.  
L. Osterberg (USA) highlighted that the rate of adherence to medications from chronic pathologies is about 
50-60%. The consequences of this behavior vary in each single pathology. There are five classes of factors 
involved in adherence: factors related to the health system, to the therapy, to the patient, to general and 
socio-economic conditions. The physicians have a number of ways to help patients to adhere to their 
medication but improvements of compliance require a multifaceted approach since the contributions to poor 
adherence are multifactorial. It is necessary to educate health care providers to maximize medication therapy 
uptake by their patients, developing a trusting relationship with them, being empathetic and active listeners, 
giving comprehensive information, respecting patients’ perspectives and wishes. 
L. Terranova (Norway) underlined that each disease shows a different levels of adherence and that adherence 
for the same therapy differs among different countries and it is influenced by many factors such as cultural 
background, therapy complexity and organizational models. An important variable is linked to the role and 
prestige of the physician, the average level of education of the population, the cultural approach towards 
science and the relationship with illness. It is necessary indeed to disseminate a scientific culture to improve 
adherence. Furthermore, because of the economic downturn we can’t forget the difficulty some patients may 
experience in accessing medication due to financial problems. 
R.B.  Haynes (Canada) showed that adherence is about 50% for medication and much lower for lifestyle 
prescriptions and other behavioural regimens. Low compliance is a common issue related to all self-
administered treatments, partly due to miscommunication. Accurate measures of adherence are not very 
simple because physicians have many difficulties in detecting poor compliance. Professor Haynes  stressed 
that to improve adherence requires frequent follow-ups to control and keep the patient well informed about 
the regimen. The social support from family and friends is also essential. 
Considering diabetes, O. Tamir (Israel) highlighted that about 43% of diabetic patients achieve disease control 
in Europe. They raise twelve different difficulties influencing treatment compliance; the addition of an oral 
agent to the basic therapy doesn’t create a  problem in their quality of life however, insulin-therapy is 
associated with decreased  quality of life, related to pain and the cost of treatment.  From the patient’s point 
of view of, oral therapy is preferable to achieve disease control. So it’s very important “to tailor” the optimal 
therapy for each diabetic patient. 
The optimal management of diabetes requires dietary restriction and physical activity: J. Toumilehto (Finland) 
presented some studies demonstrating that a dietary restriction produces a normalization of beta-cell 
functions. An appropriate diet includes limiting saturated fats and alcohol consumption, monitoring 
carbohydrate intake and increasing dietary fiber. He highlighted that high protein intake isn’t associated with 
any more benefit than a high-carbohydrate diet. Physical activity is the most important factor in the 
management of diabetes: it prevents the development of T2D in patients with IGT and reduces the risk of CV 
events by 20-30% in people with T2D.   Combined aerobic and resistance training of >150 min/week is able to 
reduce the HbA1c value.  
M. Cappa (Italy) discussed the difficulty of hormone therapy in growth disorders and how in children with GH 
deficiency good adherence to GH therapy produces the best growth results. Before considering other illnesses 
that can affect growth or partial GH resistance, it’s very important to evaluate the adherence to exclude poor 
compliance. In patients taking GH treatment non adherence is about 36-49% said P. Davies (Australia) despite 
the availability  of electronic and mechanical devices that are shown to improve GH therapy (in terms of 
simplicity, pain reduction and safety) but only in the first year of therapy. In GH deficiencies the poor 
adherence has an effect on growth. The compliance is strictly related to patient age, especially considering 
that teens are acknowledged as a major problem. In the lecture some possible intervention mechanisms were 
suggested to improve adherence based on patient education, increased clinical contact, reduced pain, 
enhanced communication and support. 
The first session dedicated to adherence in neurological disorders was begun by G. Comi (Italy) who gave the 
lecture “Adherence in neurological diseases”. Comi reviewed the rate of adherence and the main factors that 
affect adherence in two of the most frequent neurological disorders: epilepsy and Parkinson’s disease. He 
highlighted how in non-adherent epileptic patients the incidence rate of head injuries, fractures and 
hospitalization is higher compared to the adherent group. Gender, social background, race and age are 
important factors influencing the adherence rate. A common factor that could decrease adherence is the 
complexity of the therapeutic regimens, since politherapies are less tolerated than monotherapy. This has 



been, demonstrated by several studies on PD that demonstrated how the rate of adherence for L-dopa is 
lower than the one for the dopamine agonist because of the frequency of administration of the last. 
Following on from this, J. Sastre-Garriga (Spain) talked about “Adherence to treatment in multiple sclerosis: 
the extent of the problem”, highlighting how adherence is a dynamic process that requires the active 
participation of the patient in the entire course of the treatment decision process. He described the results 
from several studies showing how patients affected by relapsing-remitting forms have a higher rate of 
adherence if compared to secondary-progressive phenotype, mainly because of the lack of efficacy of the 
previous therapeutic regimens. Reasons for stopping medication are split into perception of lack of efficacy 
and side effects. The first steps to foster adherence, as Sastre-Garriga said, are to understand patients' needs, 
to share in an informed decision making  process, to manage patients' expectations avoiding disappointment 
and to treat side effects.  
To conclude this session, C. Pozzilli (Italy) presented on “Open discussion on unmet needs in adherence in 
MS”. In the MS field it is well established how important early treatment is to limit relapse rate and disease 
progression. For this reason, the neurologist should involve and motivate patients to be adherent to the 
prescribed treatment and take advantage of support from caregivers and nurses collaborating in a 
multidisciplinary approach. As Pozzilli highlighted to conclude his presentation, the key points for successful 
long-term treatment of MS are patient selection for therapy, patients’ education to create realistic 
expectations, management of side effects and support over the entire course of the disease. 
P. Borboni (Italy) presented some studies on  Continuous Glucose Monitoring and Insulin Infusion  in T1D, 
underlined adherence to using a sensor is critical in diabetic patients. This technique represents the gold 
standard in diabetic treatment, and it’s highly recommended in T1 and T2 diabetic pregnant patients. Low 
glucose suspension is effective in hypoglycemia prevention without subsequent hyperglycemia or 
ketoacidosis, reducing the entity and the duration of hypoglycemia. 
In the second session on adherence in MS, three key health professionals gave their perspective on how to 
foster adherence. A. Lugaresi (Italy) began the session with the lecture “Fostering adherence in MS: the 
neurologist’s perspective”. She reviewed the main factors related to non-adherence and discussed how to 
maintain patients on treatment. To avoid needle phobia -one of the main limiting factor for injectable 
therapies- there are now devices available with a hidden needle that can avoid accidental punctures and 
reduce frequency of local site reactions. Together with the electronic devices, from the neurologist’s 
perspective, it remains essential to create a truthful relationship with patients to find out the changes in their 
needs over the course of the disease and to try to maintain them on treatment. 
D. Carle (Canada) talked about “Fostering adherence in MS: the nurse’s perspective”, highlighting the key role 
of the MS nurse in fostering and monitoring adherence. The MS nurse is a very specialized health professional 
directly involved in patients training to self-inject. Mrs. Carle said that before the injection it is important to 
ensure the patient is free from discomfort and is relaxed in order to reduce needle phobia. Moreover, patients 
need to gain a sense of hope and to be convinced that the reason why the drug has been started is to improve 
their health and condition in the future. To conclude, Mrs. Carle remarked how the patients’ needs may 
change during the disease course, thus requiring a continuous communication between the health care 
professionals and patients. 
Following on from this, D. Langdon (UK) presented her perspective as psychologist giving the lecture 
“Fostering adherence in MS: the psychologist’s perspective”. She highlighted how being more empathic and 
instilling a sense of purpose in a patient can increase rates of adherence. A strategy to enhance adherence is 
cognitive behavior therapy (CBT), which is founded on the now well-established principle that our thoughts, 
emotions, and behaviors influence one another. You need to identify thoughts or beliefs that are causing or 
disturbing emotions so that it you can act on them, replacing cognitive distortions with thoughts that are more 
accurate and useful. She described the positive results from clinical trials on telephone administered CBT for 
depression in MS and underlined how important it would be to improve these ways of action. 
S. Herpertz (Germany) talked about the co-morbidity of DM, eating disorders and depression. He highlighted 
that atypic bulimia, sub-syndromal eating disorders are increased in young female diabetic patients, making 
diabetes a risk factor for the development of an eating disorder. “Insulin purging” is a frequent practice in 
diabetic patients with and without eating disorders. This custom increases the risk of developing diabetic-
related consequences such as retinopathy, nephropathy and increased mortality. Also the prevalence of 
depression is increased in diabetic patients, often undetected and untreated. It is a predictor factor for 



incidence of micro and macro-vascular complications, and influences negatively the survival rate (as 
demonstrated by a 7 years study). So depression is considered a risk factor for T2D. The study reported has 
shown that in depressive patients with poorly controlled diabetes the treatment with SSRI or Cognitive 
Behavioural Therapy is very effective for depression but didn’t improve metabolic control. 
J. Chaplin (Sweden) discussed the relationship between adherence and knowledge: only 41% had an adequate 
understanding of the GH therapy. There are some motivational factors that affect adherence: perception of 
treatment effects, lack of behavioral, cognitive and emotional autonomy, access to opinions of health care 
professionals, opinions of friends and significant others and the social support received by the patient or 
family. Information, education, and monitoring strategies are useful aspects of combating non-adherence. 
Practical aspects such as difficult-to-use devices and forgetting to take one’s medicine are barriers to 
adherence. The RESPECT project (Relating Expectations and needs to the Participation and Empowerment of 
children and their families in Clinical Trials) showed other internal or external barriers including a lack of 
understanding about the regimen and active non-compliance based on personal strategies not shared with the 
medical team, the influence of the media and, social support.  In order to increase adherence the Sack model 
of empowerment (Self-determination through active involvement, Accountability, Cooperation, Knowledge 
and access of information) was suggested as it can be used by all the stakeholders to work together. 
Adherence motivation in GH treatment needs to come from the individual themselves and this is obtained 
through developing a sense of empowerment, turning treatment decisions into a  process of participated 
negotiation, respecting the  beliefs of patients and their families realizing a person-centred approach. 
F. Patti (Italy), giving the lecture “The role of cognitive impairment and comorbid depression in MS” 
highlighted the importance of cognitive impairment in MS that may affect 20-70% of all MS patients, even at 
the beginning of the disease. Working and visual memory and executive functions are the mainly involved 
cognitive domains in MS patients. Together with cognition, also mood disorders may negative influence 
adherence to treatment, as supported by the results from several studies Patti described, demonstrating that 
the rate of adherence increases if depression is treated. Patti concluded his presentation, reinforcing the 
concept of multidisciplinary team support and comprehensive patient education in maintaining adherence in 
MS.  
To close this live educational conference, the scientific sommittee shared a wrap up of the most imposrtant 
topics terated with the audience. 

 


