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ABSTRACT

Multiple sclerosis (MS) is a complex condition
withnumerous physical, cognitive and emotional
symptoms. These may necessitate significant,
permanent lifestyle changes for people with
multiple sclerosis (PwMS) and their caregivers and

families,meaning it is important incontemporary
neurological practice to consider including fami-
lies and/or caregivers in the management of MS.
However, existing evidence suggests that family
involvement isnot always beneficial; for example,
it can exert either a strong positive or negative
influence on the ability of PwMS to achieve opti-
mal outcomes from their treatment and disease
management. This paper, based on a live debate
between neurologists and PwMS, examines the
current perceptions on constructive involvement
of families and caregivers in consultations for and
management of MS, and reveals several areas
where additional studies are warranted. Shared
decision-making in MS has historically been a
collaboration solely between healthcare profes-
sionals (HCPs) and PwMS, but PwMS are now
more frequently being accompanied to appoint-
ments by a support person. This paper encourages
HCPs to understand the dynamics between PwMS
and their support person, and to individualize
consultations and information accordingly.
Family and caregiver involvement in the provi-
sionofcare forPwMSneeds tobe for the benefitof,
and at the discretion of, the PwMS. Support for
families of PwMS, although important, may be
more effectively and appropriately delivered
through other channels outside of the clinical
setting. Educating HCPs on the current patient
experience to enable them to provide improved
personalized care will ensure a mutualistic,
patient-centred relationship with PwMS, which
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will help to optimize outcomes. Communication
tools may also facilitate these interactions.

PLAIN LANGUAGE SUMMARY

Multiple sclerosis (MS) is a highly variable con-
dition. The uncertainty this brings can affect the
mental well-being of the entire family of some-
one living with MS. Additionally, people with MS
may need help administering and remembering
to use medicines, and require changes to the way
they live their life (e.g. employment decisions,
home adjustments and care), which can also
disrupt the family’s lifestyle. The family
undoubtedly needs to be involved in certain
decisions, such as family planning, or when car-
ing for very young or old people with MS. How-
ever, extensive family involvement may not
always be a good thing for all people with MS.
Therefore, it is the responsibility of healthcare
professionals to understand the pivotal role of
the caregiver and seek appropriate opportunities
to engage with family and support persons on a
case-by-case basis. To highlight the importance
of family members in the management of MS, an
international group of expert neurologists and
people with MS discussed the best ways to
involve families in consultations and decision-
making, without disrupting care or undermining
the independence of the people with MS. The
group stresses that a family’s involvement in the
provision of care needs to be for the benefit of the
people with MS and that many factors can
influence whether family involvement is per-
ceived positively or negatively by the people with
MS. Support for the family is important; how-
ever, it may be more appropriately delivered
outside the healthcare professional consultation,
and instead provided by a patient or caregiver
organization.

Keywords: Multiple sclerosis; Communication;
Adherence; Care satisfaction; Quality of life;
Relationships; Consultation style; Shared care,
caregiver

Key Summary Points

Why carry out the study?

The variable and unpredictable nature of
multiple sclerosis (MS) is accompanied by
unique challenges for both people with
MS (PwMS) and their caregivers.

PwMS–caregiver relationships are often
very important when PwMS make
treatment decisions, especially when a
PwMS is experiencing MS-related
cognitive impairment. Understanding the
dynamics and potential influences these
relationships have will allow healthcare
professionals (HCPs) to improve strategies
for managing shared decision-making in
order to provide the best patient
outcomes.

What was learned from the study?

Caregiver involvement during MS care
and consultations can bridge gaps in
communication between PwMS and
HCPs, offering HCPs a more objective
perspective and promoting rational
decision-making. Caregivers also provide
emotional support for PwMS which can
help maintain patient engagement and
treatment adherence.

The presence of a caregiver in the decision-
making process can place further pressure
on the HCP who must consider their
potentially competing priorities.
Furthermore, it may inhibit the PwMS
from being open and involved for fear of
embarrassment or an over-reliance on a
caregiver who may be overbearing.

HCPs must recognize there is no ‘one-size-
fits-all’ approach to incorporating
caregivers. Potential strategies include
consulting patients and caregivers
separately, whilst ensuring an overall
consistent and sensitive approach to
sharing information.
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INTRODUCTION

As a chronic condition, multiple sclerosis (MS)
has an impact on not only the life of people
with MS (PwMS) but also that of their families.
Additionally, the intrinsically highly variable
trajectory of MS makes predicting short- and
long-term disease activity, disease evolution
and disability progression extremely difficult
[1–3]. This prognostic uncertainty can increase
the challenges faced by PwMS and their rela-
tives [2, 4] when adjusting to and learning to
live with the condition. PwMS may need sup-
port from their family in administering and
remembering to use disease-modifying thera-
pies (DMTs) and adhering to broader treatment
plans. MS is a complex condition with numer-
ous physical, cognitive and emotional symp-
toms [3] that may in some cases necessitate
significant changes to everyday life for PwMS
(e.g. employment decisions, home adjustments
and care), which in turn can disrupt the entire
family’s plans and lifestyle [4, 5].

Shared decision-making is a process where
patients and healthcare professionals (HCPs)
work together to determine the most appropri-
ate treatment or other element of care with
consideration to the patient’s values, goals,
preferences and circumstances [6, 7]. As a result,
shared decision-making increases patient
autonomy, education and satisfaction, while
reducing conflict about decisions and encour-
aging mutualistic, patient-centred care [6].
Shared decision-making has been shown to help
PwMS adapt to their new way of life, optimizing
day-to-day management and improving adher-
ence to treatment [8–10]. While shared deci-
sion-making has historically been viewed as a
partnership solely between PwMS and HCPs,
certain situations may also require the involve-
ment of family members. This involvement
may be driven by a personal or cultural prefer-
ence of the PwMS; the cultural aspects of family
involvement require further research, given that
although MS is relatively well studied in North
America and parts of Europe, it is generally not
so well studied in other regions where the
prevalence and incidence of MS are increasing,
including in parts of Eastern and Southern

Europe [11–13], Asia [14, 15] and Latin America
[16, 17]. In addition, more recently, a more
direct decision-making need may exist in cases
of pregnancy and family planning [18], which
have become more important elements to con-
sider with the large improvement in MS care
and understanding of MS in pregnancy in
recent years. Services for adolescent PwMS are
necessary to consider as MS is increasingly rec-
ognized in this population [19].

Although development of a shared decision-
making approach between PwMS and HCPs has
been a focus of recent publications [20], dis-
parities remain in HCPs’ and PwMS’ perceptions
of treatment and associated challenges, as well
as expectations of, and satisfaction with care
[21]. Cognitive impairment is a symptom that
can emerge early in the course of the disease
[22, 23], and can worsen adherence, academic
performance and social quality of life [19, 24].
Cognitive impairment may further increase the
potential disparities between PwMS and HCPs,
limit the development of a shared understand-
ing, and consequently have a negative impact
on the beneficial shared decision-making pro-
cess. In these situations, the active involvement
of a family member may help both the PwMS
and HCPs to regain their shared understanding,
improving engagement and education, and
facilitating informed consent to be treated with
DMTs or other aspects of care. Nevertheless, to
practically implement and optimize a family’s
involvement in the care of PwMS may not
always be straightforward.

Recognizing that MS has a lifelong impact on
both the PwMS and their family, discussions
about the extent to which family members
should be involved in consultations between
HCPs and PwMS, and how best to meet the
relatives’ needs, are particularly important in
contemporary neurological practice. This report
summarizes a debate between a panel of MS in
the 21st Century [25] Steering Group members
and an audience of HCPs, PwMS and caregivers,
with a goal of re-evaluating how family
involvement can be optimized in the current
and evolving MS landscape, including explo-
ration of increasingly relevant topics, such as
care of paediatric PwMS. Areas which require
further study are also highlighted. The debate
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was held at the 27th Annual Meeting of the
European Charcot Foundation in Baveno, Italy
on November 21, 2019. The panel consisted of
neurologists Professor Alexey Boyko and Dr
Alice Laroni, and two PwMS, Trishna Bharadia
and Pieter van Galen, and the meeting was
chaired by Professor Jürg Kesselring.

The insights from the meeting, summarized
in this paper, aim to challenge current percep-
tions of what characterizes shared decision-
making in the provision of care for PwMS,
highlight the potentially significant influence
that family members can have on patient
engagement and satisfaction with their care,
and encourage HCPs to consider how best to
integrate the family into the decision-making
process in order to optimize patient outcomes;
therefore, this will hopefully also improve
HCP–patient relationships. This article is based
on findings from previous studies and a debate;
it does not report any new studies with human
participants or animals performed by any of the
authors.

BENEFITS OF FAMILY
INVOLVEMENT
IN CONSULTATIONS WITH HCPS

Involving families in consultations can support
patient engagement, HCP–patient understand-
ing and personalized care in several ways. PwMS
may find clinical encounters distressing; family
members can provide emotional support and,
in some situations, help PwMS to be calm, open
and honest during the HCP consultation. This
openness can, in turn, aid the convergence of
the professional and patient perspectives that is
essential to allow patient-centred care and
shared decision-making [7].

As part of a patient-centred approach, family
support may help the PwMS better recall and
articulate any changes in symptoms. Some
behavioural, affective, cognitive and neuropsy-
chiatric symptoms associated with MS—such as
emotional dysfunction, dysphoria, agitation,
anxiety and depression—are inherently subjec-
tive [22–24, 26, 27]. By observing and interact-
ing with PwMS on a daily basis, family members
can offer additional information and insights

into the patient’s symptoms and experiences.
Additionally, by being removed from the direct
experience of MS, family members may be bet-
ter placed to give an accurate overview of the
status of the PwMS during gaps between
appointments. Self-reported perceptions of
long-term trends in patient well-being have
been shown to be strongly distorted by present
circumstances and are disproportionately affec-
ted by events in the recent past [28]. In these
situations, the slightly more removed perspec-
tive of the family member may provide the HCP
with a more accurate and balanced view of any
improvement or decline of symptoms. Involv-
ing family members may also promote a more
holistic discussion by prompting conversations
that address the practical and social issues
associated with the disease, such as employ-
ment decisions and home adjustments. In par-
ticular, PwMS may prefer to discuss pregnancy
and family planning in the presence of a part-
ner, as this in particular has a direct impact on
both individuals.

Along with helping HCPs to understand the
impact of subjective invisible symptoms, sup-
port from family members may also help to
bridge the HCP–PwMS communication gaps
resulting from emotional, cognitive or neuro-
psychiatric symptoms that may otherwise
impair discussions. Even without these addi-
tional challenges, PwMS sometimes express
concerns about being ‘bombarded’ with facts in
appointments and experiencing information
overload [29]. Having a family member attend
the consultation means that the PwMS and
their relatives have received the same informa-
tion, which means they can support each
other’s understanding and recall MS procedures
and treatments, while reducing discordance and
misunderstanding. In some cases, a family
member can act as a linguistic interpreter
[30, 31].

Research carried out in comparator condi-
tions provides additional supporting evidence
for the benefits of family members attending
appointments. A study of 439 patients with
heart failure or diabetes attending 88 primary
HCPs found that 78% of those who included
family members in the consultation felt more
motivated to follow their doctor’s advice, 77%
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understood the advice better and 73% found
the consultation helped them explain the con-
dition to family and friends [32].

The influence of family members on patient
motivation and decision-making extends
beyond consultations. While PwMS commonly
quote their neurologist as their main source of
trusted information about MS and its manage-
ment [33], they spend limited time with their
neurologist or multidisciplinary team. Neurol-
ogists increasingly emphasize that lifestyle
changes are an important element in MS care;
for example, smoking and alcohol abuse
increase the risk of all-cause mortality among
PwMS by 2.0- and 7.6-fold, respectively [34].
Similarly, evidence shows that each additional
year of smoking after diagnosis accelerated the
time to conversion to secondary progressive MS
by 4.7% [35]. Families can help with early
intervention and support PwMS to adhere to
treatment and lifestyle changes, such as exer-
cise, maintaining activities of daily living (in-
cluding intellectual stimulation), smoking
cessation, sensible drinking and changes to diet
[36].

Families can also positively influence deci-
sion-making and MS management by helping
PwMS to accept their diagnosis and overcome
‘analysis paralysis’ around making care deci-
sions. ‘Analysis paralysis’ or overthinking
results in delays to decisions or actions [37] and
is particularly relevant in MS given the impor-
tance of starting treatment as early as possible
[36]. Family members can offer PwMS a more
objective view to support rational decision-
making and reassure patients that they will
provide practical support.

Treatment adherence is a major problem in
MS, with estimates ranging from 88% down to
only 28% [38]. Several factors may contribute to
poor adherence, including long periods of
remission, the inherent unpredictability of MS,
inadequate knowledge of MS or its treatments,
fear of needles, side effects, low self-efficacy,
cognitive deficits and psychological problems.
PwMS with a co-morbid mood or anxiety dis-
order are almost five times more likely to
experience problems with adherence to DMTs
[38]. Family members may be able to support
the PwMS to overcome some of these issues or,

at least, bring them to the attention of the
healthcare team.

ISSUES REGARDING FAMILY
INVOLVEMENT
IN CONSULTATIONS WITH HCPS

As the previous section suggests, including
family members in consultations and MS care
can offer valuable insights and support for both
the PwMS and the HCP, as well as facilitate
patient-centred care and shared decision-
making. While the debate highlighted these
benefits, there was also recognition that chal-
lenges exist, which mean that family involve-
ment cannot be considered a positive in all
circumstances.

Depending on the healthcare system,
involving family members in consultations may
increase time pressure and make it harder for
the HCP to cover important topics within the
time available. Including another voice in the
conversation is an additional pressure in itself,
and it must be recognized that the informa-
tional and educational needs of family members
may differ from those of PwMS. While these
different needs may promote more holistic dis-
cussions about the care of the PwMS, they also
introduce an additional potential for competing
priorities for the HCP to navigate.

Depending on the specific relationship
dynamic, the presence of family members in
consultations may have an inhibitory effect on
the willingness of the PwMS to be open and
honest about certain sensitive aspects of MS
that carry a societal stigma. For example, up to
75% of PwMS report experiencing sexual dys-
function [39]. In men with MS this may mean
erectile or ejaculatory problems, and women
with MS may develop vaginal dryness. Both
sexes may experience reduced libido and diffi-
culties reaching orgasm [39]. The presence of
family members may discourage PwMS from
discussing these problems as well as other
potentially embarrassing, but common, prob-
lems, such as bladder and bowel dysfunction.
An overall reluctance to discuss these issues may
explain why, in general, PwMS report low levels
of treatment satisfaction for these particular
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issues [40]. While the effect on sex life is often
one of the most distressing aspects of a chronic
disease, generally, many doctors are reluctant to
initiate conversations because of concerns
about causing offence or embarrassment. The
presence of a third party in an appointment
may easily be viewed as a further barrier to
addressing these important issues.

Patients may wish to maintain a strong sep-
aration between their condition and their home
life, and to minimize the exposure of family
members to the burden of care. Having another
person present in a consultation means that a
patient cannot ‘filter’ the content of a shared
consultation. In a study of patients with heart
failure or diabetes, 12% of those whose consul-
tation included family members or friends
reported that the shared consultation created
new disagreements [32]. Furthermore, 9% and
4% felt that relatives and HCPs, respectively,
disclosed more information than they should
have done [32]. A shared consultation may also
bring home the reality of MS to the family
member. Issues such as the uncertainty of the
MS trajectory, concerns over disability and the
impact on family life can cause psychological
problems for family members. Evidence from
epilepsy shows a negative reciprocal relation-
ship between disease-related depression and
anxiety in family members, and increased psy-
chological problems for the person with epi-
lepsy [41]. There is no reason to suppose that
the same reciprocal relationship would not
apply to PwMS and their families, although
further MS-specific studies are needed.

Changing relationship dynamics and exter-
nal tensions may negatively affect communi-
cation within appointments. This is particularly
important for paediatric PwMS, given the
increasing recognition of paediatric-onset MS
[19] and the well-documented changes in rela-
tionship between children and adults during
puberty [42]. While they are younger, paediatric
PwMS rely heavily on their parents for practical
and emotional support for management of their
MS. As the child matures, they become less
dependent on their parents, and the psycho-
social transition and change in roles experi-
enced can cause familial stress [19, 43].
Adolescents PwMS may be frustrated by

overbearing and hypervigilant parental beha-
viours at a time that teenagers want to assert
their independence [19, 43]. A desire for inde-
pendence may reduce DMT adherence in ado-
lescence and this may be exacerbated by
teenagers’ sense of omnipotence, cognitive
limitations and inexperience of assessing long-
term risks and benefits [19]. The model of con-
structive involvement of families in consulta-
tions and decision-making—without disrupting
care, the transition between services or under-
mining the adolescent’s autonomy—will need
to change as the teenager matures or the family
dynamics shift.

In some cases, a lack of family involvement
in consultations and care may be a deliberate
choice on the part of the PwMS. This may be a
result of a desire to minimize the burden of care
on the individuals around them. PwMS may
also want to avoid involving family members in
their care in order to minimize the impact of
the disease on their personal relationships. An
individual whose historical role has been that of
the primary ‘breadwinner’ or the ‘head of the
household’ may not want to be perceived as
disabled and in need of care. Indeed, funda-
mental changes in their familial role can be a
source of distress and tension for the PwMS and
other family members. HCPs may need to help
the PwMS and their family negotiate the chan-
ged dynamics and encourage a reluctant person
to accept help while redefining a personally
meaningful role.

These challenges with family dynamics can
have negative impacts outside of appointments.
As previously mentioned, contact between
PwMS and their HCP is limited, meaning that
the opinions of family members can have a
strong influence on decision-making, both
inside and outside the healthcare setting. If
family members have strong opinions about the
care available or provided, this can negatively
influence the PwMS in their decision-making
and MS management. This may be especially
the case where the wishes and opinions of the
family member conflict with those of the PwMS
or HCP. The cultural, social and religious back-
ground of the PwMS should be considered by
the HCP, as it may influence the decision-
making process. For example, some close family
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units or those with a strong patriarchal or
matriarchal ‘pyramid structure’ may not want
the PwMS to make decisions independently,
which is a particularly important consideration
given the increased prevalence of MS in female
versus male individuals, and that this ratio
continues to increase over time [44]. Moreover,
some cultural and religious beliefs may promote
a fatalistic view of an illness [7] or advise against
specific or any medical interventions. For
example, some cultures traditionally advocate
bedrest for ill people, yet physical activity has
psychological, physical and, possibly, cognitive
benefits for PwMS [45, 46]. The tension between
the different sources of information can leave
the PwMS conflicted. Undoubtedly, further
research is needed into the impact of cultural,
societal and religious beliefs on all aspects of
MS, particularly as prevalence increases both in
female individuals [44] and in regions such as
Asia [14, 15] and Latin America [16, 17].

Overbearing involvement by family mem-
bers may prevent PwMS from taking responsi-
bility for management of, or education about,
their MS. A study of 66 adolescent PwMS sug-
gested that parents overestimated adherence
compared with the patient’s self-report (14%
and 41%, respectively, estimated that the PwMS
missed more than 20% of doses) [47]. It is
important that PwMS, particularly when young,
learn and develop both the skills and under-
standing required to facilitate positive self-
management and self-sufficiency. While family
member support in most situations will come
from a positive place, such individuals cannot
always be present to support the PwMS and,
therefore, a more ‘hands-off’ approach to
involvement in care may sometimes be in the
best interests of the PwMS.

OPTIMIZING COMMUNICATION
WITH, AND SUPPORT FOR,
FAMILIES OF PWMS

The discussions highlight the number of con-
siderations that need to be made when opti-
mizing family involvement in MS. HCPs need to
be mindful of the influence that family opin-
ions and dynamics can have, both positive and

negative, both inside and outside the medical
setting. As with many aspects of MS, it is
important to recognize that there is no ‘one-
size-fits-all’ solution and that every PwMS is
unique and will have different needs. In this
section, we discuss some of the potential solu-
tions to these challenges that were raised by
both the panel and the audience during the
debate.

Within appointments, despite the potential
benefits of family member presence, it is
important to remember that, as with any
healthcare scenario, the PwMS has a right to
privacy and confidentiality. This privacy can be
particularly important when it gives the PwMS
the confidence to discuss difficult or sensitive
topics. In cases where PwMS are comfort-
able and happy for family members to attend
the appointment alongside them, there may
still be benefits to allowing space and opportu-
nity for these types of private discussions. One
approach is for the HCP to see the PwMS on his
or her own for half the consultation. Family
members can be admitted for the other half.
This approach may be particularly useful when
interacting with adolescent PwMS, as it gives
them space for independence without exclud-
ing the parents entirely.

MS services could consider whether their
service optimally balances the needs of PwMS
and their families. The family’s need for infor-
mation and support, for example, may be more
appropriately addressed separately outside the
appointment with the PwMS or through other
channels (e.g. internet resources). Families may
benefit from the opportunity to voice their
concerns in a less time-restricted environment
and without adding to the burden of the PwMS.
Peer support groups and in-clinic training days,
as well as access to MS nurses or social workers,
may all meet the needs of family members
without requiring direct involvement in
consultations.

If providing separate services for family
members, it is important that the MS team work
together to ensure that they deliver consistent
and culturally sensitive messages. Separate
education of families and PwMS may disrupt
shared understanding of MS and the risks and
benefits of management strategies. Family
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members, especially if not present during con-
sultations or education, may find information
on the internet that conflicts with that from
HCPs. One solution to this is for HCPs to
‘signpost’ PwMS and their families to patient
organizations, charities and other sources of
reliable, accurate and tailored information.

DISCUSSION

MS affects the entire family, and family can be
both the most influential factor to empower the
patient and the biggest barrier to achieving
optimal patient outcomes. HCPs should aim to
understand the dynamics between these support
persons and PwMS, and individualize consulta-
tions and information to enable optimal patient-
centred care and shared decision-making.

Fundamentally, family involvement in care,
regardless of the form that it takes, should be for
the benefit of, and in accordance with the
preference of, the PwMS. Family attendance in
appointments works best when it helps the
PwMS to receive better care and improve out-
comes outside of the medical setting. Support
for the family, although important, may be
more effectively and appropriately dealt with
outside of the HCP consultation.

In certain cases, such as the care of paediatric
PwMS, family member presence in appoint-
ments will be necessary. Approximately, 3–10%
of MS cases first emerge during childhood or
adolescence [48]. Neurologists now recognize
that paediatric MS was historically underdiag-
nosed and undertreated [49]. HCPs need to seek
opportunities to engage with the family and
provide other support networks to develop
individualized management approaches for
children and adolescent PwMS [19]. However,
family dynamics will evolve; therefore, to opti-
mize outcomes, HCPs need to continuously
monitor the desire of the PwMS for family
involvement and any evolving dynamics, to
avoid exacerbating tensions and triggering
counterproductive behaviour.

This debate revealed several areas where
additional studies are warranted; for example,
determining the importance and influence that
families’ perceptions of care might have on

patients’ satisfaction with care. Incorporating
family-reported outcomes into patient-reported
outcome models may be one solution to help
HCPs to better understand the impact that MS
and treatment have on patients’ and families’
quality of life and activities. Studies could also
address the impact of MS and management
strategies on romantic relationships and family
dynamics, and how families can help PwMS
who may not want to be perceived as disabled
to live full, active and personally meaningful
lives.

Studies need to better understand the
dynamics between HCPs, PwMS and families.
The role of caregivers needs to be considered
when developing future studies and interven-
tions, as they are often instrumental to adher-
ence and successful symptom management in
PwMS. There is mounting evidence of psycho-
logical distress in caregivers of PwMS, but there
are few services or interventions to ease care-
giver burden. Future work may consider focus-
ing on developing an intervention to improve
psychological well-being in PwMS and
caregivers [3].

The prevalence and incidence of MS is
increasing globally, including in parts of Eastern
and Southern Europe [11–13], Asia [14, 15] and
Latin America [16, 17]. This global reach means
that advice and guidelines around standards of
patient-centred care will increasingly need to
account for a greater diversity of cultural back-
grounds and family structures and dynamics
than might previously have been the case.
While these different family dynamics may
provide their own challenges, they are not
necessarily counterproductive and can, when
aligned with the HCP, offer a valuable support
for PwMS and reinforce professional advice.
HCPs, however, need to understand the
dynamics between non-medical influencers and
PwMS, and individualize consultations and
information accordingly.

CONCLUSIONS

When considering how best to integrate family
members and caregivers into the management
of MS, HCPs need to understand the individual
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needs of PwMS. The level and form of involve-
ment should be determined ultimately by what
will benefit the PwMS, and HCPs will need to
consider the PwMS’ personal circumstances and
family situation. Providing personalized, cul-
turally sensitive and patient-centred care will
ensure the best relationship between the HCP
and PwMS, and help them to optimize out-
comes overall. HCPs should consider the tim-
ing, type and amount of information to provide
for each PwMS and their family, as well as how
best to collaborate with them. Ultimately, HCPs
must listen to and respect the decisions of
PwMS, and ensure that, whatever the needs of
the PwMS, they feel supported and empowered
to manage their condition.
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