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Editorial

Introduction

Therapeutic adherence is a primary and critically important 
aspect of achieving clinical efficacy of drug administra-
tions that are prescribed by physicians and dispensed by 
pharmacists.1 This is defined and established by numerous 
literature studies that correlate adherence with pharmaco-
logical efficacy of many categories of drugs.2 The achieve-
ment of therapeutic adherence is unfortunately not an easy 
goal to achieve and to realize: many health companies in 
analyzing the data of prescription and dispensing have under-
stood how patients are not very active in implementing the 
prescribed therapies. This leads, both to the non-achievement 
of the pharmacological need, and, following therapeutic fail-
ure, to increased spending toward newer treatments that 
often have much higher costs than traditional treatments.3,4 
Today, all therapeutic classes present different pharmaco-
logical alternatives thanks to the continuous research and 
marketing of new drugs that have a higher cost-effectiveness 
ratio. However, this does not mean that traditional first-line 
therapies no longer have therapeutic value. For these reasons 
it is necessary to raise awareness so that clinicians, pharma-
cists and patients themselves have an active role in the path 
toward clinical efficacy without therapeutic failures that lead 
to clinical complications with simultaneous increase in costs. 
This is especially evident in chronic diseases where the 
patient takes a given therapy for life.5

The Experience of Asl napoli 3 Sud

In the year 2020, prescription and dispensing data for the 
main therapeutic classes were extrapolated. This was done so 
that it would be possible to assess the patient’s adherence to 
treatment by withdrawing his or her therapy at the right time. 
All prescriptions made by general practitioners were ana-
lyzed. The prescription data for each individual patient are 
present in the company database. These data were cross-ref-
erenced with the dispensations made by the pharmacies in 
the territory of the Asl Napoli 3 Sud. This has made it possi-
ble to verify both the correct prescribing periodicity by the 
doctors and the correct withdrawal of the therapy by the 
patient. These two pieces of information, together with the 
evaluation of the timing, has allowed to carry out an evalua-
tion of adherence.
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Abstract

The therapeutic adherence to drug therapies is a crucial aspect for the proper management of chronicity. Over time, we are 
witnessing the evolution of the concept of adherence: today the patient must play an increasingly active role in the entire 
process in order for the pharmacological therapy to be fully successful. Poor therapeutic adherence can cause a bad success 
of the treatment path and, at the same time, lead to higher expenses. In this regard, it is necessary that each health company 
must undertake dedicated and organized paths. At the Asl Napoli 3 Sud an analysis of adherence in the year 2020 was carried 
out regarding the major pharmacological classes prescribed: anti-hypertensives, antidepressants, statins, anti-diabetes, and 
drugs for bpco and osteoporosis. The results show a very poor adherence where, at best, we have an adherence of about 
50% of the therapies dispensed. This analysis shows how it is necessary to share actions with doctors and patients themselves 
to try to stem this phenomenon that is harmful both therapeutically and economically. Thus, it becomes essential to search 
for possible strategies for improvement and include them in the Diagnostic-Therapeutic-Assistance Pathways (PDTA).
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A 550 000 prescriptions were examined in the year 2020 
covering 6 categories of drugs: antihypertensives, antidiabet-
ics, antidepressants, statins, bpco drugs, osteoporosis drugs. 
The prescriptions concerned 45 830 patients, all of whom 
were Caucasian and resident in the area south of Naples 
(Table 1).

This analysis highlighted the very low adherence to pre-
scribed treatments. Only antihypertensives and drugs used in 
diabetes achieved a 50% adherence. Other drug classes even 
showed adherence below this percentage (Figure 1). The 
drugs with the lowest adherence were found to be those for 
COPD, a category of drugs with a fairly high healthcare cost. 
These data have raised alarm bells. Any planned action must 
be taken to limit this incidence, which leads to treatment 
failures and increased costs of chronic disease management. 

Such government action is essential to ensure sustainability 
and appropriateness of care.

Discussion

A strategic success, as suggested by the Royal Pharmaceutical 
Society of Great Britain, could be to share the care pathway 
through all the actors involved in the process, including the 
patient. The patient, who is aware of his disease and the treat-
ment to be undertaken, will certainly be more involved and, 
therefore, compliant. In fact, today the term “compliance” is 
increasingly being replaced by “adherence” because we want 
to underline how there is a therapeutic alliance between 
patient and health personnel: a cooperation in reaching the 
therapeutic target that goes beyond the patient’s comfort in 
passively taking a given therapy. Two concepts that can how-
ever coexist: a therapy can have a greater compliance, related 
to the patient’s comfort in taking it, and, at the same time, 
have a good adherence profile, that is the possibility that the 
patient is constant in following his prescriptions.4,5 In any 
case it is crucial to define the fact that the patient is not an 
outsider but cooperates together with the health care staff to 
establish the right pharmacological strategy. Obviously this 
presupposes a responsible patient, which is not always pos-
sible. Therefore this approach may not be sufficient. Other 
factors that may limit adherence may be: complex treatment 
schedules (by the treating physician) and access to care ham-
pered by complex healthcare systems (limited time and 
healthcare support by corporate organizations).6,7 Improving 

Table 1. Stratification of Patients Analyzed.

N involved patients 45 830
Age classes
 0-25 2320
 26-50 12 758
 51-75 23 654
 76-100 7098
Sex
 Male 20 760
 Female 25 050
 Undefined 20

Figure 1. The chart shows the main drug treatments. It highlights the correlation between adherence and number of treatments.
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adherence is therefore a multifactorial process that must have 
rational solutions. The Ministry of Health has highlighted the 
need, especially in the field of chronicity, for organizational 
solutions aimed at promoting adherence to prescriptions, 
especially in the case of poly-pharmacy, with the inclusion 
of such strategies in the Diagnostic-Therapeutic-Assistance 
Pathways (PDTA).8

Conclusion

The extrapolated data from health care providers should guide 
strategies to break down existing barriers to adherence. A series 
of corrections must be implemented to improve the accessibil-
ity of treatment and to facilitate the therapeutic schemes of tak-
ing polytherapies that are often too complex for patients. Last 
but not least, the behavioral and educational aspect must not be 
ignored. Doctors and all healthcare staff must cooperate with 
the patient in order to involve him/her in the process and agree 
together on the right therapeutic strategy to achieve the clini-
cal target. These are the objectives accepted at Asl Napoli 3 
SUD with the aim of improving the adherence rate in the com-
ing years. The constant analysis of the data in the next few 
years will indicate whether these actions can be decisive in the 
slow process leading to adherence.
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