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•	 Review	 the	 rationale	 for	 multidisciplinary	 management	 in	 MS	 and	 describe	 the	
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•	 Describe	 approaches	 for	 integrating	 nursing	 assessment,	 treating	 symptoms,	 and	
management of health and wellness in MS
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This	continuing	nursing	education	activity	is	coprovided	by	Delaware	Media	Group	and	
NP	Alternatives.	
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relevant financial relationships.

This	 activity	has	been	 awarded	1.0	 contact	hours	 (0.0	 contact	hours	 are	 in	 the	 area	of	
pharmacology).	Code:	MSCP0912.

In	order	to	earn	credit,	please	read	the	entire	activity	and	complete	the	posttest	and	evalu-
ation	at	the	end.	Approximate	time	to	complete	this	activity	is	60	minutes.

This	program	expires	November	30,	2014.
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Dear	Colleague,

Over	25	years	ago,	the	Consortium	of	Multiple	Sclerosis	Centers	(CMSC)	was	formed	
around the idea that multiple sclerosis (MS) management should involve comprehen-
sive	care	of	the	whole	person.	During	the	quarter-century	since,	healthcare	delivery	has	
become	increasingly	specialized,	and	sometimes	fragmented.	Patient	care	 is	often	deliv-
ered	 in	 “silos”	 specific	 to	 the	disease	 state,	with	 few	centralized	 sources	 to	 assess	 how	
one	medical	condition	might	be	affecting	another.	In	the	field	of	MS	care,	have	we	suc-
ceeded with this comprehensive care model proposed years ago? 

Comprehensive,	whole-person	care	is	the	goal	of	many	specialized	MS	centers,	but	these	
principles	 also	 can	be	 applied	 in	 an	office	or	 clinic	 that	 provides	 care	 for	 people	with	
MS.	How	is	comprehensive	care	of	the	“whole	person”	being	addressed	in	your	center	
or	clinic,	and	how	can	it	be	improved?	Is	the	MS	care	provider	the	“medical	home,”	or	
does	the	patient	receive	basic	medical	care	from	a	primary	care	provider?	If	so,	is	com-
munication	between	 the	MS	care	provider	 and	 the	primary	care	provider	 sufficient	 to	
deliver	the	best	care	to	the	patient	and	prevent	any	potential	drug-drug	interactions	or	
incompatible	medical	procedures?	

These concepts are the focus of this issue of Counseling Points™.	 We	 explore	 how	
comorbidities	and	other	individual	patient	characteristics	affect	comprehensive	MS	care.	
Other	 challenges	 include	 today’s	managed-care-oriented	 system,	where	 cost-control	
measures	are	sometimes	the	overriding	decision	makers.	

Amy	Perrin	Ross,	APN,	MSN,	CNRN,	MSCN (series editor)
Neuroscience Program Coordinator
Loyola University Medical Center
Maywood,	IL

welcome
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Treating the Whole Patient:  
Applying Comprehensive Care in MS

Multiple	 sclerosis	 (MS)	 is	 not,	 and	 never	
will	 be,	 a	 “one	 size	 fits	 all”	 condi-
tion. Optimal care of a person with 

MS	 requires	 an	 individualized,	 patient-centered	
approach that:

1.	 recognizes	 and	 treats	multiple	 aspects	 of	 the	
person’s health;

2.	 addresses	 symptoms,	 systemic	 effects	 of	 the	
disease,	and	comorbidities;

3.	 adapts	 to	 the	 necessary	 changes	 throughout	
the person’s lifetime; and

4.	encourages	collaboration	and	communication	
among	 the	 healthcare	 team	 members	 and	
across healthcare sectors.

Comprehensive care—also called integrated 
care—is not a new idea in MS. While most 
healthcare providers support the idea of com-
prehensive,	 whole-person	 care	 in	 theory,	 there	
are	 several	 important	 barriers	 inherent	 in	 today’s	
healthcare delivery system that may interfere with 
a comprehensive approach to care. These include 
lack	 of	 reimbursement,	 lack	 of	 adequate	 time	 to	
spend	 with	 patients,	 and	 lack	 of	 communication	
between	providers.1,2

MS nurse specialists and other nurses who care 
for people with MS are often in a position to 
provide	 and	 make	 decisions	 about	 comprehen-
sive care. This may involve treating patients with 
MS	 for	health	conditions	 that	might	normally	be	
considered	primary	care,	or	ensuring	that	a	patient	
is referred for and follows through with non-
MS-related health visits such as mammography. 
By having a more complete understanding of the 
goals	and	objectives	of	comprehensive	care	in	MS,	

nurses can determine whether changes are war-
ranted in care delivery or overall philosophy to 
promote	 greater	 wellness	 and	 well-being	 for	 the	
person with MS.

Rationale for Comprehensive/Integrated 
Care in MS
One of the founding principles of the Consortium 
of Multiple Sclerosis Centers (CMSC) is to pro-
mote comprehensive care in MS. To manage MS 
effectively,	disease	modification	must	be	addressed	
along with physical symptoms and the psychologi-
cal,	 social,	 economic,	 lifestyle,	 and	 quality	 of	 life	
(QOL) aspects of health.3	 In	 2011,	 the	 CMSC	
issued	a	 special	 supplement,	Best Practices in Com-
prehensive MS Symptomatic Management, based	 on	
a CMSC consensus conference.4 The multidisci-
plinary consensus team compiled a statement of 
best	 practices	 for	 comprehensive	 symptom	 man-
agement	in	MS,	which	is	reprinted	in	Table 1.3

Definitions of Comprehensive and  
Integrated Care

The concepts of comprehensive care and inte-
grated care often overlap. The goal of compre-
hensive	 care	 is	 to	 focus	 on	 the	 whole	 person,	
while the main goal of integrated care is to foster 
communication	among	members	of	the	healthcare	
team.5	 In	 the	chronic	care	model,	 integrated	care	
is defined as “a continuum of patient-centered 
services	for	persons	with	chronic	conditions,	with	
the goal of achieving optimal daily functioning 
and health status for the individual and achieving 
and maintaining the individual’s independence 
and functioning in the community.”2
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The	 World	 Health	 Organization	 (WHO)	
defines	 integrated	 care	 as	 “a	 concept	 bringing	
together	 inputs,	delivery,	management,	and	orga-
nization	of	services	related	to	diagnosis,	treatment,	
care,	 rehabilitation,	 and	 health	 promotion.”6 
Other definitions stress the needs of the individual 
patient,	 describing	 integrated	 care	 as	 “an	 orga-
nizational	 process	 of	 coordination	 that	 seeks	 to	
achieve	 seamless	 and	 continuous	 care,	 tailored	 to	
the	patient’s	needs,	and	based	on	a	holistic	view	of	
the patient.”7

Role of Comprehensive/Integrated 
Care in MS Care Delivery
There are many aspects of managing MS that 
make	 a	 comprehensive	 care	 approach	particularly	
well suited.

Adjusting Focus of Care Over Lifetime of 
Disease

In	a	person	with	a	 lifelong	condition	 such	as	MS,	
providers must adapt the approach to care as the 
needs of the individual change over time.8 MS is 
a progressive disease with many systemic mani-
festations	 and	 comorbidities,	which	 result	 in	 loss	
of	 function,	 need	 for	 high-cost	 treatments,	 high	
demand	for	both	scheduled	and	unscheduled	medi-
cal	care,	and	increased	risks	of	morbidity	and	mor-
tality.3 The short-term goals of managing MS are to 
stabilize	function,	to	avoid	or	delay	further	deterio-
ration,	 and	 to	minimize	 comorbidities	 or	 compli-
cations that may occur during the disease course.9 
The	overriding	 goals	 are	 to	 sustain	 independence,	
assist	the	patient	in	making	educated	decisions,	and	
engage in realistic planning over the long course of 
the disease.3	This	care	plan	must	be	 reevaluated	as	
the needs of the person with MS change over time.

Managing MS Symptoms Affecting Multiple 
Body Systems

Disease	 management	 in	 MS	 includes	 effective	
disease	 modification,	 along	 with	 treatment	 of	

Table 1. CMSC Statement of Best 
Practices: Comprehensive MS 
Symptomatic Management3

•	 Everyone affected by MS—including patients and 
their families—could benefit from “comprehensive 
care,” which should include education, baseline 
measurement of physical, cognitive and psychosocial 
status, comprehensive assessment, and treatment of 
symptomatic issues, as appropriate over the disease 
trajectory. To achieve full benefit, the person with MS 
must be willing to participate and the payer must also 
realize that comprehensive care costs may initially 
be higher than the cost of traditional care. However, 
the long-term goal is to minimize suffering and the 
unpredictable changes associated with MS, maximize 
patient function, and to reduce overall healthcare 
costs associated with secondary complications, use of 
hazardous or expensive treatments, and overlapping 
of services. 

•	 The	components	of	comprehensive	care	include	
establishing care, continuing care, and sustaining care 
in a coordinated fashion. The goal is to provide ratio-
nal services as needed; not every person needs every 
service every time. Comprehensive care is not a “one 
time” assessment, but a series of ongoing evaluations 
and treatments over the life of the person with MS by 
the appropriate members of the MS care team. 

•	 General	principles	of	comprehensive	care	in	MS:

–  Patient goals frame comprehensive care 

–  Appropriate services provided through compre-
hensive care providers are ultimately cost effective 

–  Comprehensive care should not replace patient/
family wishes

–  Access to comprehensive care is possible for all 
patients with MS 

–  Comprehensive care includes medical, rehabilita-
tion, social, and vocational matters that impact or 
are impacted by the patient’s health status

CMSC=Consortium of Multiple Sclerosis Centers; MS=multiple 
sclerosis.

Reprinted with permission from Halper J. Comprehensive care in 
multiple sclerosis – best practices. Int J MS Care. 2011;13(Suppl 
4):33-36.3 
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relapses,	managing	 symptoms,	 and	 assisting	 in	 the	
necessary psychosocial and lifestyle adjustments. 
The	 unpredictable	 nature	 of	 MS	 demands	 treat-
ments and interventions to manage various MS 
symptoms,	which	may	include	any	combination	of	
weakness,	 fatigue,	 cognitive	 impairment,	 impaired	
gait	 and	 balance,	 visual	 deficits,	 spasticity,	 pain,	
bladder/bowel	dysfunction,	and	sexual	dysfunction.	
Having to cope with and manage multiple symp-
toms	 can	 seem	 overwhelming	 to	 an	 individual,	
family	members,	and	sometimes	healthcare	provid-
ers.3	 With	 a	 comprehensive	 care	 approach,	 these	
needs	 are	 addressed	 and	 followed	 through	 by	 an	
interdisciplinary	 team	 of	 specialized	 providers,	 in	
conjunction with a primary care provider.10

Initiating and Maintaining Communication 
Among Team Members

Care for a person with MS may involve services 
provided	 by	 neurologists	 and	 nurses;	 psycholo-
gists; medical specialists such as ophthalmologists 
and	urologists;	physical,	occupational,	 and	 speech	
therapists; and primary care providers.11 In an 
ideal	environment,	MS	clinicians	are	able	to	share	
records,	lab	results,	and	other	patient	information.	

Communication among care providers helps 
the	 patient	 to	 recognize	 that	 his/her	 needs	 are	
being	 addressed	 and	 helps	 to	 avoid	 duplication	
and/or	fragmentation	of	services.	Improving	com-
munication	among	providers	also	has	been	shown	
to	reduce	hospitalizations,	service	duplication,	and	
emergency room visits.12

Communication	must	include	the	patient,	fam-
ily	 members,	 and	 caregivers,	 who	 are	 integral	
partners on the healthcare team. The person with 
MS is encouraged to actively participate in care 
planning,	 and	 is	 expected	 to	 take	 responsibility	
and	accountability	for	carrying	out	some	degree	of	
self-care and adherence to the selected treatment 
approaches.13

Studies suggest that fragmentation of healthcare 
negatively affects MS care delivery.5 In a review 
of	 integrated	 care	 in	 MS,	 Wallin	 observed	 “Like	
other	 chronic	 conditions,	 coordination	 and	 con-
tinuity of care for patients with MS are often 
suboptimal.”11 This author cites several studies 
identifying significant unmet needs in people with 
MS due to discontinuity and fragmentation of the 
healthcare delivery system.14,15

Cost Containment

Although	comprehensive	care	may	be	accepted	as	
the	 best	 practice	 for	 patients	 with	 MS,	 receiving	
reimbursement	 for	 comprehensive	 care	 may	 be	
difficult within the current system.5	For	 the	most	
part,	 the	 system	does	not	encourage	communica-
tion	between	providers	or	team	approaches	to	care	
of chronic diseases.11	 Instead,	 specialized	 medical	
practices	 tend	 to	 function	 as	 individual	 “silos,”	
with limited incentive for communicating with 
other providers caring for the patient.11

Studies in MS and other conditions have dem-
onstrated	 economic	 benefits	 to	 comprehensive	
care	when	viewed	on	a	long-term	basis.	Compre-
hensive	care	can	reduce	overall	healthcare	costs	by	
yielding	improved	outcomes,	reducing	the	burden	
of	 disease,	 and	 fostering	 better	 quality	 of	 life.16,17 
Thrower	has	pointed	out	 that	of	 the	$2.1	 trillion	
spent	on	healthcare	 in	the	United	States	 in	2008,	
95%	 was	 for	 management	 of	 chronic	 illness	 and	
only	5%	was	spent	on	disease	prevention.5

Where Is MS Care Being Delivered?
The	 membership	 of	 the	 CMSC	 includes	 more	
than	 200	 specialized	 MS	 centers	 in	 the	 United	
States,	 Canada,	 and	 Europe,	 which	 provide	 care	
for	more	 than	150,000	people	with	MS.18 How-
ever,	 in	 a	 survey	 commissioned	 by	 the	 National	
Multiple	 Sclerosis	 Society,	 only	 38%	 of	 people	
with MS responding said they received their care 
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from a specialist in MS; most of the remaining 
patients	 received	 care	 from	 general	 neurologists,	
neurology	clinics,	or	in	primary	care	settings.5

One	of	the	problems	with	a	fragmented	system	
of care for chronic conditions such as MS is that 
it	requires	the	patient	to	navigate	a	confusing	and	
often-frustrating	medical	system	without	knowing	
who’s	 in	charge	or	how	to	coordinate	the	bewil-
dering	array	of	tests,	appointments,	and	treatment	
protocols.19	 Ideally,	 the	 patient	 makes	 decisions,	
backed	 by	 a	 support	 team	 in	which	 all	members	
are on the “same page.” This principle is encom-
passed	 in	 the	 patient-centered	 medical	 home,	 or	
PCMH.11,20 This model attempts to coordinate 
primary care and specialty care with an advanced 
electronic medical record serving as a communi-
cation	 vehicle	 between	 healthcare	 providers	 and	
the patient (Table 2).21,22 The electronic system 
should include decision support tools to help cre-

ate	 an	 individualized	 care	 plan	 for	 the	 patient	
and	engage	the	patient	 to	be	 involved	with	care.	
These tools may include targeted patient and 
caregiver	 education,	 rehabilitation	 programs	 the	
patient	 can	 view	 electronically,	 webcam	 “visits”	
with	 the	 patient,	 and	 tools	 to	 improve	 adher-
ence.22	 Some	 questions	 about	 the	 feasibility	 of	
PCMH	 are	 the	 difficulty	 of	 receiving	 adequate	
reimbursement	 and	 the	 challenges	 to	 small	 prac-
tices for adopting the model.21 More information 
about	how	to	apply	PCMH	principles	in	primary	
care	 practices	 can	 be	 obtained	 from	 the	 Patient	
Centered	 Primary	 Care	 Collaborative	 (www.
pcpcc.net).

Self-Management Principles in MS
Self-management is an aspect of MS essential to 
successful integrated care. Self-management has 
three main components:

1.	patient	and	family/caregiver	education;
2.	behavioral	support;	and
3.	motivational	support.23

The	 primary	 objective	 of	 self-management	 is	
to	promote	behavioral	changes	that	contribute	to	
how patients manage their condition.23,24 Table 
3	 outlines	 some	 of	 the	 steps	 that	 can	 be	 applied	
to	 promote	 behavioral	 change	 for	 effective	 self-
management.

One of the steps in self-management is to pro-
mote	 patient	 self-efficacy	 in	 decision	 making.	

Table 2. Five Pillars of PCMH Model21

According to the Agency for Healthcare Research and 
Quality, a PCHM model rests on five pillars:

1. A patient-centered orientation, which focuses on each 
person’s needs, culture, values, and preferences. This 
orientation supports the patient’s self-care efforts and 
involves the patient in care plans.

2. Comprehensive, team-based care, which meets the 
majority of the patient’s physical and mental health 
needs, including prevention and wellness, acute care, 
and chronic care.

3. Coordination across all elements of the healthcare 
system that is connected to the patient.

4. Access to care that meets the patient’s needs and 
preferences, including email and telephone contact 
after hours.

5. A systems-based approach to quality and safety that 
includes gathering and responding to patient data and 
a commitment to quality improvement.

PCMH=Patient-centered medical home.

Table 3. Steps to Promote Behavioral 
Change in Self-Management of MS24

1. Formulate treatment goals that are relevant to the 
patient

2. Encourage patients to experiment with adaptive 
behaviors in everyday situations

3. Encourage problem solving and decision making

4. Promote self-efficacy in care delivery and decisions
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“Self-efficacy”	 is	 defined	 as	 “the	 belief	 that	 one	
can	 successfully	 execute	 particular	 behaviors	 to	
produce	 certain	 outcomes,	 and	 is	 a	 major	 deter-
minant	for	inducing	and	maintaining	these	behav-
iors.”24 Ongoing assessment of patient self-efficacy 
is critical to the success of chronic disease man-
agement.	Higher	 levels	of	 self-efficacy	have	been	
shown	to	lead	to	positive	health	behaviors,	such	as	
improved	adherence	with	prescribed	therapies	and	
treatment	 approaches,	 regular	 exercise,	 and	 stress	
and fatigue management.22,25

Focus on Patient Well-being in MS
Management approaches that focus primarily on 
controlling	 disease	 progression	 and	 minimizing	
disability	measures	often	do	not	take	patient	well-
being	 into	 account.	While	well-being	 is	 a	 some-
what	 broad	 concept,	 in	 many	 MS	 care	 centers	
increasing priority is placed on supporting overall 
wellness coupled with a positive approach to man-
aging the disease. This may involve encouraging 
the person with MS to participate in activities that 
help to improve and maintain optimal levels of 
well-being.	 Some	of	 these	 strategies	may	 include	
exercise,	 stress	 management,	 optimal	 nutrition,	
positive	 social	 interactions	 and	 social	 support,	
and	 responsible	 health	 practices.26 While these 
steps	 may	 seem	 obvious,	 people	 with	 MS	 (and	
often	those	without	MS	as	well)	may	express	dif-
ficulty	undertaking	these	activities	or	even	know-
ing where to start.27	Fear	of	 fatigue	or	worsening	
symptoms may discourage people with MS from 
exercising.	Others	may	 feel	 overwhelmed	 by	 the	
notion	 that	 they	 should	 be	 exercising	more	 than	
they	 are,	 or	 feel	 pressure	 to	 participate	 in	 high-
level	activities	such	as	biking	or	running.	In	these	
cases,	a	program	should	be	designed	to	meet	indi-
vidual	needs,	with	a	combination	of	exercise	and	
daily activities that account for fluctuations in MS 
symptoms such as fatigue.

Managing	stress	 is	another	aspect	of	well-being	
that is essential for people with MS. In addition 
to the normal stresses of life that trigger or amplify 
physical	 symptoms	 such	 as	 headaches,	 digestive	
disorders,	 and	 fatigue,	 there	 is	 the	added	 stress	of	
living	 with	 MS.	 Recent	 studies	 have	 suggested	
that stress may have an impact on disease progres-
sion.	 A	 study	 by	 Rapaport	 compared	 magnetic	
resonance	 imaging	 (MRI)	 findings	 among	 60	
people with MS who received stress management 
therapy	(16	therapy	sessions	over	20	to	24	weeks)	
with	those	of	61	people	who	did	not	receive	the	
therapy (the “waitlist” group).28	A	greater	propor-
tion of the therapy group remained free of new 
lesions during the study period compared with the 
waitlist group. Because stress management strate-
gies	are	a	key	part	of	comprehensive	care	 in	MS,	
patients	 should	 be	 offered	 services	 or	 referrals	 to	
programs	individualized	for	their	needs.28 The MS 
nurse can serve as an advocate to assist patients in 
receiving the treatment or programs needed to 
manage this aspect of their condition.

An	 interesting	 and	 encouraging	 direction	 for	
MS	 care	 in	 the	 past	 few	 decades	 has	 been	 the	
introduction of care models that focus more on 
patient	 well-being	 and	 positive	 approaches	 to	
wellness	for	those	with	MS.	One	notable	example	
is	Can	Do	Multiple	Sclerosis,	formerly	the	Heuga	
Center	 for	MS,	 in	Edwards,	Colorado.	The	phi-
losophy	 of	 Can	 Do	 MS	 is	 to	 focus	 on	 what	 the	
person can	do,	and	not	on	the	limitations	imposed	
by	 the	 disease.	 Exercise,	 education,	 nutrition,	
physical	 therapy,	 and	 emotional	 well-being	 are	
important components of this model. This edu-
cational	 organization	 offers	 life	 empowerment	
programs for people with MS in the United States 
and Canada. These programs are highlighted in 
a	 recent	 book	 for	 people	 with	 MS,	 The Can Do 
Multiple Sclerosis Guide to Lifestyle Empowerment,	
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edited	 by	 Patricia	 Kennedy	 and	 available	 via	
online	booksellers	and	in	bookstores.

Optimizing QOL in MS
Enhancing	QOL	is	an	important	goal	of	compre-
hensive	 MS	 care.	 QOL	 is	 defined	 as	 “a	 subjec-
tive measure of a patient’s life satisfaction that is 
affected	by	mood,	coping	mechanisms,	 life	expe-
riences,	 and	 emotional	 support	 as	 well	 as	 disease	
state.”29	MS	has	 been	 shown	 to	 impact	QOL	by	
interfering	with	a	person’s	ability	to	work,	pursue	
leisure	 activities,	 and	 carry	 out	 life	 roles.30 Study 
results have indicated that people with MS have 
lower scores in QOL assessments than those with 
other	types	of	disabilities.31 Certain MS symptoms 
and	disease	characteristics	have	been	shown	to	be	
predictors	of	poor	QOL,	as	 shown	in	Table 4.32 
To	 aid	 in	 communicating	 with	 patients	 about	
QOL,	it	may	be	helpful	 for	MS	clinicians	 to	uti-
lize	validated	assessment	tools	(Table 5).

In	planning	for	care,	it	is	important	to	incorpo-
rate plans for emotional support and promoting 
self-efficacy,	in	addition	to	focusing	on	skills	such	
as	 balance	 and	 gait	 improvement.29	 Interestingly,	
while clinicians may assume that physical limita-
tions are the predominant concerns of people with 
MS,	some	studies	have	suggested	that	patients	tend	
to	rank	limitations	in	mental	health	and	emotional	
roles	and	social	activities	as	being	of	greater	prior-
ity for QOL.29	Healthcare	 providers	 may	 believe	
that administering a QOL screening instrument 
takes	 too	much	time	given	 the	other	demands	of	
caring	for	someone	with	MS.	However,	the	find-
ings from these assessments can help guide deci-
sions	about	treatment,	adherence,	physical	activity,	
safety	in	the	home,	the	patient’s	emotional	status,	
and many other aspects of MS care.

As	 its	 importance	 is	 recognized,	 QOL	 is	 now	
one of the outcomes measured in clinical tri-
als	 of	 disease-modifying	 therapies	 (DMTs)	 for	

MS.	 In	 addition,	 studies	 are	 emerging	 showing	
that	 patients	 treated	 with	 DMTs	 have	 improved	
QOL	 over	 nontreated	 patients.	 A	 study	 on	 the	
effect	of	 glatiramer	 acetate	on	MS	QOL	by	 Jon-
gen	 and	 colleagues	 compared	 91	 patients	 with	
relapsing-remitting	 MS	 with	 prior	 exposure	 to	
immunomodulatory	 drugs	 and	 106	 treatment-
naïve patients.33 Treatment with glatiramer acetate 
resulted in significantly improved QOL scores in 
the treatment-naïve group (P<0.001)	at	6	and	12	
months,	 but	 not	 in	 the	 pretreated	 group.	 Simi-
larly,	 fatigue	 scores	 were	 significantly	 decreased	
in	this	group	at	the	6-	and	12-month	follow-ups.	
After	 1	 year,	 43%	 of	 the	 treatment-naïve	 group	
demonstrated improved QOL while receiving 
glatiramer acetate treatment.33 In a study of intra-

Table 4. Predictors of Poor QOL in MS33

Strong Predictors

•	Cognitive	impairment

•	Depression,	demoralization

•	Lack	of	autonomy

•	Lack	of	social	support

•	Chronic	pain

Moderate Predictors

•	Fatigue

•	Anxiety

•	Communication	difficulties

•	Bladder	and	sexual	problems

•	Rapidly	progressive	disease

•	Low	self-esteem	and	self-deprecation

•	Comorbidities

Weak Predictors

•	Long	disease	duration

•	Forced	unemployment

•	Older	age

•	Female

QOL=quality of life.
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(such	 as	 smoking).	 In	 some	 cases	 there	 is	 direct	
causation,	 in	 which	 one	 disorder	 leads	 directly	
to	 another.	 For	 example,	 some	 cases	 of	 mental	
or	 psychological	 illness	 may	 be	 caused	 by	 altera-
tions	 in	 brain	 chemistry	 due	 to	 MS.36 Common 
risk	 factors	 can	 lead	 to	 increased	 co-occurrence	
of	disease.	An	example	of	this	would	be	the	com-
mon	 genetic	 susceptibility	 believed	 to	 underlie	
the increased incidence of other autoimmune dis-
orders in people with MS.37 Other independent 
factors	 such	as	age,	obesity,	and	poor	diet	can	be	
associated with increased co-occurrence of disease 
(heterogeneity).35

Comorbidities	 have	 been	 associated	 with	
increased	 progression	 of	 disability	 in	 people	with	
MS.	 For	 example,	 vascular	 comorbidities	 such	 as	
diabetes,	hypertension,	dyslipidemia,	heart	disease,	
and	peripheral	vascular	disease,	are	associated	with	
more	 rapid	 progression	 of	 ambulatory	 disability	
than	 when	 these	 comorbidities	 are	 absent.38 In 
another	 study	 that	 observed	 patients	 newly	 diag-
nosed	with	MS	over	a	3-year	period,	people	with	
musculoskeletal	comorbidities	had	greater	declines	

muscular	 interferon	 beta-1b,	 the	 same	 authors	
found	 that	 treatment	 for	 2	 years	 was	 associated	
with	 increased	 QOL,	 especially	 among	 younger	
people	 with	 lower	 levels	 of	 disability.34 Patients 
who discontinued the active treatment were 
found	 to	 have	 lower	 physical	 and	 mental	 HR-
QoL	at	baseline.34

Managing Comorbidities in MS
People	with	MS,	 caregivers,	 and	 even	 healthcare	
providers	may	overlook	the	fact	that	MS	does	not	
occur in isolation. Other health conditions affect-
ing the general population can just as easily—or 
in	 some	cases	more	 frequently—afflict	 those	with	
MS.	In	recent	years,	greater	recognition	has	been	
given	 to	 the	 influence	of	comorbid	medical	con-
ditions	 on	 MS.	 While	 there	 is	 a	 growing	 body	
of	 research	 on	 this	 topic,	 according	 to	 Marrie	
and	colleagues,	medical	 comorbidities	 represent	 a	
“crucial	gap	in	knowledge”	for	patients	and	clini-
cians (Table 6).35

“Comorbidity”	refers	to	the	total	burden	of	ill-
ness	other	than	the	specific	disease	of	interest,	and	
is distinct from complications of the disease such 
as fatigue or spasticity.35	Comorbidities	may	occur	
by	 chance,	 through	 common	 etiological	 mecha-
nisms	 such	 as	 heredity,	 or	 via	 related	 risk	 factors	

Table 5. QOL Assessment Tools for MS

•	Multiple	Sclerosis	Quality	of	Life-54	(MSQOL-54)	

•	Multiple	Sclerosis	Quality	of	Life	Inventory	(MSQLI)

•	Beck	Depression	Inventory

•	Multiple	Sclerosis	Modified	Fatigue	Impact	Scale

•	Short	Form	SF-36

Instructions, overviews, and links to these instruments are 
available from the National Multiple Sclerosis Society’s 
website (www.nationalMSsociety.org), For Professionals, 
Clinical Study Measures.

MS=multiple sclerosis; QOL=quality of life.

Table 6. Prevalence of Comorbid 
Medical Conditions Among People  
With MS35

Hyperlipidemia 37%

Hypertension 30%

Arthritis 16%

Irritable bowel syndrome 13%

Chronic lung disease  13% 

Restless legs syndrome 13% to 37% 

Depression 50% (nearly 3 times 
 higher than general  
 population)

Based on 2006 NARCOMS registry comorbidity report from 8,983 
participants. 
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in physical functioning than those without such 
comorbidities.39

Comorbid health conditions can have an 
important influence on the choice of DMTs and 
other medications used to treat MS symptoms. 
For example, the presence of liver disease may be 
a contraindication for the use of interferon beta 
and some of the newer MS drugs, while cardio-
vascular complications may present a contraindica-
tion for use of fingolimod. There are limited data 
on the safety of using MS drugs concomitantly 
with other medications, in part because people 
with comorbidities are typically excluded from 
MS clinical trials.35 In addition, comorbidities may 
reduce adherence to therapy because of depres-
sion, cognitive dysfunction, and the demands of 
taking multiple medications throughout the day 
for multiple conditions.40

Conclusion
While much of the attention in MS today is 
focusing on improvements in DMTs, this is only 
one aspect of a complex health condition that 
is best managed using a comprehensive, whole-
patient approach. Regardless of the type of prac-
tice setting, MS care practitioners must look for 
ways to enhance communication between pro-
viders and with the patient, consider important 
factors such as QOL and patient self-efficacy, and 
manage primary care needs and comorbidities in 
addition to MS symptoms.
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•	A	 more	 complete	 understanding	 of	 the	 goals	 and	 objectives	 of	 comprehensive	 care	 in	

multiple sclerosis (MS) can help MS nurses determine whether changes are warranted in 

care	 delivery	or	overall	 philosophy	 to	promote	 greater	wellness	 and	well-being	 for	 the	

person with MS. 

•	The	goal	of	comprehensive	care	is	to	focus	on	the	“whole	person,”	while	the	main	goal	

of	integrated	care	is	to	foster	communication	among	members	of	the	healthcare	team.

•	Many	aspects	of	MS	care	make	a	comprehensive	approach	well	suited,	including	the	need	

to	adjust	the	focus	of	care	over	the	lifetime	of	the	disease,	the	need	to	manage	symptoms	

and	comorbidities	affecting	multiple	body	systems,	the	need	to	maintain	communication	

among	team	members,	and	the	need	for	cost-containment	in	care	delivery.		

•	Self-management,	self-efficacy,	well-being,	and	quality	of	life	(QOL)	can	be	vague	con-

cepts	to	define,	but	have	become	a	greater	focus	of	chronic	care	delivery	in	recent	years,	

including	in	MS	care.	The	patient-centered	medical	home	is	one	model	being	explored	

in	MS	 and	other	 environments	 that	 emphasizes	 comprehensive	 care	 and	 inter-provider	

communication.

•	Studies	have	suggested	that	people	with	MS	tend	to	have	lower	QOL	than	people	with	

other	 types	of	disabilities.	As	 an	 aid	 for	 communicating	with	patients	 about	QOL,	MS	

clinicians	can	use	a	number	of	validated	QOL	assessment	tools.	

•	 In	recent	years,	greater	recognition	has	been	given	to	the	influence	of	comorbid	medical	

conditions	on	MS.	Comorbidities	are	distinct	from	MS	symptoms,	and	may	affect	overall	

wellness,	disability	progression,	and	selection	of	treatments	for	MS.	

Treating the Whole Patient:  
Applying Comprehensive Care in MS

CPCounseling Points™
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1. The essential difference between the concepts of 
integrated care and comprehensive care is that inte-
grated care:
A.		focuses	on	the	whole	person
B.  fosters communication among the healthcare team
C.  encompasses care of all groups regardless of race or 

religion
D.		has	been	established	as	economically	feasible

2. In a comprehensive care model, the role of the 
patient is:
A.		a	consumer	of	services
B.		the	object	of	a	coordinated	decision-making	process	by	

the healthcare team
C.  an integral part of the healthcare team
D.		the	primary	coordinator	between	specialty	and	primary	

care services

3. In the Consortium of Multiple Sclerosis Centers’ 
statement on comprehensive MS management, the 
initially higher costs of comprehensive care should 
be offset by:
A.		minimizing	unpredictable	changes	associated	with	MS
B.  reducing secondary complications
C.		minimizing	overlap	of	services
D.		all	of	the	above

4. The concept of a patient-centered medical home 
(PCMH) refers to:
A.		homes	adapted	to	accommodate	future	needs	of	dis-

abled	persons
B.		a	specialized	medical	center	where	all	forms	of	medical	

care	can	be	provided	under	one	roof
C.  a system of coordination of primary care and specialty 

care using electronic resources to involve the patient in 
care decisions

D.		a	practice	that	considers	the	patient	to	be	the	primary	
decision	maker	on	medical	care	issues

5. The best definition of “self-efficacy” is:
A.		belief	in	oneself	that	one’s	behavior	can	produce	cer-

tain outcomes
B.		ability	to	self-administer	medications	in	order	to	

achieve efficacious results
C.  applying mind-over-matter in overcoming an illness
D.		none	of	the	above	

6. Stress management has been associated with the 
development of fewer new brain lesions in studies of 
patients with multiple sclerosis (MS).
A.		True
B.		False

7. Low quality-of-life (QOL) scores in MS have been 
shown to be associated with which of the following?
A.		Ability	to	work
B.		Ability	to	pursue	leisure	activities
C.		Ability	to	carry	out	life	roles
D.		All	of	the	above

8. QOL assessment tools validated for use in MS 
include all of the following EXCEPT:
A.		MSQOL-54
B.  MMPI
C.		Short	Form	SF-36
D.		MS	Modified	Fatigue	Impact	Scale

9. Strong predictors of poor QOL for people with MS 
include all of the following EXCEPT:
A.		female	gender
B.  cognitive impairment
C.		lack	of	social	support
D.		chronic	pain

10. QOL is rarely used as an outcome in studies of MS 
disease-modifying therapies (DMTs) because it is too 
difficult to define and establish among large groups.
A.		True
B.		False

11. According to data from the NARCOMS Registry, 
people with MS have a prevalence of depression 
__________relative to the general population:
A.		approximately	the	same
B.  two times higher
C.  three times higher
D.		data	are	not	available

12. The safety of MS disease-modifying therapies (DMTs) 
in patients with medical comorbidities has been:
A.		studied	extensively	in	clinical	studies
B.		not	well	studied	because	these	patients	are	often	

excluded	from	trials
C.		well	established	over	time
D.		established	for	young	males	but	not	for	females	or	

elderly persons
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