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Counseling Points™
Management of MS Through the Life Stages

Continuing Education Information

Target Audience

This educational activity is designed to meet the needs of nurses who treat or who

have an interest in patients with multiple sclerosis (MS).

Purpose
To provide nurses with information about how changes due to life transitions and
aging affect the care of MS.

Learning Objectives
Upon completion of this educational activity, the participant should be able to:

* Discuss issues affecting younger patients with MS

¢ Assess challenges and health concerns occurring for patients with MS at different life

stages
* Recognize shift in MS outcomes over time with improved disease management

* Describe health risks that increase among patients with MS during the aging process

Continuing Education Credit

This continuing nursing education activity is developed under the joint providership
of Delaware Media Group and NP Alternatives.

NP Alternatives is accredited as a provider of continuing nursing education by the
American Nurses Credentialing Center’s Commission on Accreditation.

Laurie Scudder, DNP, NP, served as nurse planner and reviewer for this activity. She

has declared no relevant financial relationships.

This activity has been awarded 1.0 contact hours (0.25 contact hours are in the area of
pharmacology). Code: MSCP08014.

In order to earn credit, please read the entire activity and complete the posttest and

evaluation at the end. Approximate time to complete this activity is 60 minutes.

This program expires August 31, 2015.

Disclosure of Unlabeled Use

This educational activity contains discussion of published and/or investigational uses of’
agents that are not approved by the FDA, including use of disease-modifying therapies
in patients under 18 years of age. Teva CNS and Delaware Media Group do not recom-
mend the use of any agent outside of the labeled indications. The opinions expressed
in the educational activity are those of the faculty and do not necessarily represent the
views of Teva CNS and Delaware Media Group.

Disclaimer

Participants have an implied responsibility to use the newly acquired information to
enhance patient outcomes and their own professional development. The information
presented in this activity is not meant to serve as a guideline for patient management.
Any medications, diagnostic procedures, or treatments discussed in this publication
should not be used by clinicians or other health care professionals without first evalu-
ating their patients’ conditions, considering possible contraindications or risks, review-
ing any applicable manufacturer’s product information, and comparing any therapeu-

tic approach with the recommendations of other authorities.




welcome

Dear Colleague,

Multiple sclerosis (MS) can begin at any age, affecting young children as well as mid-
dle-aged and older adults. Importantly, the management of MS needs to be adapted
as the patient’s health and lifestyle practices change over time. Many health concerns
of people with MS reflect those of society at large. For example, obesity and related
comorbidities such as diabetes are observed increasingly in the MS patient population,
often at younger ages than we saw in the past.

There are many other issues that we must consider as our patients age. For example,
patients may not realize that ambulation difficulties—combined with hazards in the
home and body changes due to aging—put them at increased risk for falls. As MS
nurses, we often view ourselves as caring for the “whole patient.” However, it is also
important to emphasize the need for collaboration with other healthcare providers,
especially as our patients become older and are aftected by comorbid health conditions.
Patient-care procedures such as checking bone mineral density and other standard tests
are often best handled by primary care physicians or geriatricians, so we can focus on
what we do best, which is managing MS-related conditions.

This issue of MS Counseling Points provides an overview designed to help the MS nurse
anticipate and respond to health concerns at difterent life stages. Our MS nurse panel-
ists bring expertise in pediatric MS, geriatric care, and overall MS management. It is
encouraging to see our patients doing better as they age, as a result of advances in MS

care and better overall management.

Amy Perrin Ross, APN, MSN, CNRN, MSCN (series editor)
Neuroscience Program Coordinator

Loyola University Medical Center
Maywood, IL
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Management of MS
Through the Life Stages

lthough multiple sclerosis (MS) usually

strikes people between the ages of 20

and 40, nurses who work in the field of
MS often see patients in a much broader range
of age groups. Due to increased awareness and
improved diagnosis, pediatric MS 1s more likely to
be identified at its early stages.! In addition, older
patients with MS are living longer and staying
active longer due to improved overall healthcare
and effective use of disease-modifying therapies
(DMTs).>? Life-stage transitions are usually associ-
ated with changing needs and priorities, regard-
less of whether a person has a chronic disease or
is relatively healthy. With a complex neurologic
condition such as MS, there may be a tendency
for healthcare professionals—and patients them-
selves—to focus on the disease and to disregard
health matters that would aftect any other individ-
ual. This issue of Counseling Points calls attention
to some of the key issues that affect patients with
MS at various life stages and during these transi-

tional periods.

Pediatric MS

Pediatric MS has been described as an under-
recognized and undertreated subgroup of MS, in
part because of its relative rarity and relapsing-
remitting nature.* Pediatric MS is defined as two
or more episodes of central nervous system (CNS)
demyelination in a patient younger than age 18,
separated by more than 30 days and involving
more than one area of the CNS.” According to
the National Multiple Sclerosis Society (NMSS),
an estimated 8,000 to 10,000 children in the U.S.
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have MS, while another 10,000 to 15,000 have
experienced at least one symptom suggestive of
MS.¢ Studies suggest that approximately 5% of all
MS cases affect the pediatric population, primarily
teens between the ages of 13 and 16.” Diagnosis
of MS in children under age 10 occurs in less than
1% (0.2% to 0.7%) of all cases of MS.%?

The presentation of MS in children is gener-
ally similar to that in adults, and may involve optic
neuritis, hemisensory or hemimotor symptoms,
transverse myelitis, brainstem symptoms (inter-
nuclear ophthalmoplegia, cranial nerve involve-
ment, ataxia).'” Most children with MS present
with a relapsing-remitting course and have good
recovery from relapses, although residual eftects
may include decreased vision, ongoing sensory
symptoms, and balance problems."!

Differential diagnosis is especially important in
children who present with symptoms of demy-
elinating disease, because a number of conditions
may resemble MS, including neuromyelitis optica
(NMO, or Devic’s disease), CNS vasculitis, neo-
plasms, and leukodystrophies. Optic neuritis may
be underreported in pediatric patients, particularly
in younger children who are not able to describe
their symptoms.'? In addition, children are more
likely than adults to present with acute dissemi-
nated encephalomyelitis (ADEM), a demyelinat-
ing disorder that is usually an isolated event.

In the U.S. there are currently 9 Centers of
Excellence in pediatric MS designated by the
NMSS (Table 1). In addition, there are 3 spe-
cialty pediatric MS clinics in Canada. Depending




Table 1. NMSS-designated Pediatric MS
Centers of Excellence

Center for Pediatric-Onset Demyelinating Disease
Children’s Hospital of Alabama
Birmingham, AL

UCSF Regional Pediatric MS Center
University of California San Francisco
San Francisco, CA

Pediatric Multiple Sclerosis Center
Loma Linda University Children’s Hospital
San Bernardino, CA

Partners Pediatric MS Center

Massachusetts General Hospital for Children/Yawkey
Center for Outpatient Care

Boston, MA

Pediatric Multiple Sclerosis and Related Disorders
Program

Boston Children’s Hospital
Boston, MA

Mayo Clinic Pediatric MS Center
Rochester, MN

Pediatric MS Center of the Jacobs Neurological
Institute

Buffalo, NY

Lourie Center for Pediatric MS
Stony Brook University Hospital

Stony Brook, NY

The Blue Bird Circle Clinic for Multiple Sclerosis
Texas Children’s Hospital
Houston, TX

upon the distance to these centers and other barri-
ers, many pediatric patients with MS are unable to
receive their regular care in a specialized pediatric
MS clinic. Adult MS centers and pediatric or gen-
eral neurologists are seeing an increasing number
of pediatric patients with MS.!*!3

Although pivotal clinical trials of MS DMTs

do not enroll patients under age 18, these treat-

ments are recommended for oft-label use in cur-
rent pediatric MS guidelines to limit progression
of disease at the critical early stages.'"* Some con-
trolled clinical trials of MS DMTs have been per-
formed in pediatric patient populations, including

the trials summarized in Table 2.1

Key transitional issues: family involvement
When a child is diagnosed with MS, the role of the

family is paramount in the support of the patient.
Adherence to therapy requires that the family and
patient accept the diagnosis and agree with the
treatment plan. Poor adherence among children
with MS can result from family conflicts or a dif-
ficult household environment, limited education
about the disease, and an incomplete understand-
ing about the purpose of therapy.?” When patients
reach their teens, there is usually a transition toward
more independent decision making. MS nurses
who care for young patients who are reaching their
teen years need to be aware of the patient’s wishes
in this regard. Responsibility for adhering to treat-
ments may shift to the patient, yet adherence rates
have been shown to drop off as parental involve-

ment is lessened.® Resources for families are pro-

vided in Table 3.
Teens with MS

Being a teenager with MS 1is a particularly chal-
lenging situation. Relapses and MS symptoms
such as fatigue may cause teens to miss school, cut
back on social activities, and feel “different” from
their peers at a time when they are just trying to
fit in. Cognitive dysfunction has been shown to
affect approximately one-third of children and
adolescents with MS, and may interfere with
academic achievement, including the ability to
perform in standardized tests for college admis-
sions.?! Medication adherence problems are often

more prevalent among adolescents, who rebel
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Table 2. Trials of MS DMTs in Pediatric Patient Populations

Treatment
Disease-modifying Mean patient age, duration Relapse rate
Study author (Year) therapy (number of patients) (months) reduction
Ghezzi (2007)" IFNB-1a IM Age of MS onset, 43 79%
11.7 yrs
(N=52)
Banwell (2006)'¢ INFB-1b SC Age at start of treatment, 13 yrs 29 50%
(N=43)
Ghezzi (2005)" IFNB-1a IM Age of MS onset, 23.3 83%
IFNB-1a SC 12.4 yrs 40.7 75%
GA (N=38) 33.3 91%
(N=16)
N=9
Tenembaum (2006)'® IFNB-1a SC (N=24) 44 (significant)
Kornek (2003)" GA Age of MS onset, 24 100%
9-16 yrs
(N=7)

because they want to feel “normal” and don’t
believe that the medications are necessary. As Mah
and Thannhauser noted, “Adolescents’ sense of
omnipotence, cognitive limitations in assessing
risks, and relative inexperience with long-term

Table 3. Resources for Families of
Children with MS

The following resources are available as downloads from
the National Multiple Sclerosis Society’s website (www.
nationalMSsociety.org) under Pediatric MS Support Net-
work.

e Kids Get MS Too: A Handbook for Parents Whose
Child or Teen has MS

e Managing School-Related Issues: A Guide for Parents
with a Child or Teen Living with MS

e Your Education Rights as a Student with MS

e Alie’s Fund for Children With MS (funding for patients
ages 2 to 22 to assist young patients with MS)

e Connect With Other Families (Pediatric MS and Teen
MS groups)
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consequences (especially with an ‘invisible” disease
like MS) may lead to the belief that they do not
need to follow the treatment plan.”?!

Psychosocial adjustment difticulties can be a sig-
nificant concern for teens and younger adults with
MS. At one pediatric MS center, major depres-
sion or anxiety disorders were identified in 6 of 13
adolescents studied (46%).?* Depression and anxi-
ety may be related to the disease process, a psy-
chological reaction to the diagnosis, or a combi-
nation of both. Amato et al reported that adverse
behavioral changes were reported by parents in
39% of adolescents, including increased anxiety,
aggression, and isolation.*

In order to learn more about the experiences of
adolescents living with MS, Boyd and MacMillan
from the Pediatric MS Clinic at the Hospital for
Sick Children in Toronto, Canada interviewed 12
patients between the ages of 8 and 18, focusing on
key stressors, peer relationships, and adjusting to
the diagnosis. The observations from this study are

summarized in Table 4."




Table 4. Observations from
Psychosocial Studies of Teens With MS

Summary of findings from interviews with 12 pediatric
patients with MS (ages 8 to 18) from the Pediatric MS
Clinic at the Hospital for Sick Children, Toronto, Canada.
Key issues identified were:

Stressors

Issues causing the most stress were unresolved symp-
toms, unpredictable relapses, missed school days,
demanding treatment regimens, family conflicts, uncer-
tain future

School
School difficulties were related to cognitive challenges
or school absenteeism

Peers

Patients reported both positive and negative changes in
peer relationships. Some relationships became stronger,
others grew distant. Peer relationships were interrelated
with the grief process

Identity

Some patients developed a new appreciation of life
after over time after living with MS. Although MS
brought significant life-changing experiences, many
aspects of the patients’ lives remained the same

Grief and coping

Adolescents vacillated between grief and acceptance
with each loss experience. For some, this adjustment
became easier with each subsequent loss. Others strug-
gled with the challenge of shifting between grief and
acceptance.

Adapted from: Boyd JR, MacMillan LJ. Experiences of children and adoles-
cents living with multiple sclerosis. J Neurosci Nurs. 2005;37(6):334-342."

Key transitional issues: establishing
independence

In the transition from adolescent to adult health-
care, the patient may need to adjust to a differ-
ent care team with different approaches to care.
Older teens will be expected to take on more
responsibility for their healthcare decisions and for
communicating with healthcare providers. Teens

whose MS was diagnosed earlier in childhood

may require re-education about their disease,
since most of the earlier education was directed
toward the parents. Teens and young adults will
face new situations, such as deciding whether
to disclose the diagnosis of MS to their friends,

teachers, and employers.

Young Adults

Since the average age of onset for MS is about 30,
much of the professional and patient education
in MS focuses on the specific challenges faced by
this population, such as career development, fertil-
ity and childbearing, and family issues.** Recent
evidence suggest that people with MS are living
healthier lives overall, and are being managed in
the outpatient setting. A large study by Marrie
and colleagues showed that hospitalization rates of
people with MS declined by 75% during a 27-year
study period, while those of a matched control
group declined 41% (Figure 1).% In the study year
2011, the proportion of all hospitalizations that
were due to MS was just 7.8%.>

At the same time, there are chronic health con-
ditions that affect a greater proportion of patients.
Obesity is a major concern affecting an increas-
ing number of people with MS, as in the popula-
tion as a whole. Data from several studies suggest
that obesity is linked to MS pathogenesis, which
may partly explain the increased incidence of MS
in children.?? Obesity increases the rate of seri-
ous comorbidities—such as diabetes, other car-
diovascular diseases, and arthritis—and makes the
MS that much more difficult to manage. Mobility
limitations and exercise intolerance are significant
problems for people carrying added weight, and
all the more so for patients with MS. As difticult as
life-changing weight loss can be for anyone who is
overweight, making this kind of dramatic change is
especially difficult while coping with the diagnosis
and day-to-day challenges of MS. While the MS
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Figure 1. Decline in Hospitalizations, MS and Matched

had developed a progressive
course, 99% had done so by
age 75 (or within 35 years
after the onset of disease).
In contrast, among patients
with RRMS studied, 38%
did not develop a progressive
course by age 75, suggesting
that this pattern would con-
tinue. Interestingly, for those
who reached a progressive
stage, this milestone was more
closely related to the person’s
age than to how long they
had the disease. These authors
concluded that progres-

sive MS is an age-dependent

phenomenon, but that onset

nurse may hesitate to raise the subject of weight loss
soon after a person’s diagnosis, this may be a good
time to motivate these patients to try to help them-
selves and minimize complications of their disease

by leading a healthier lifestyle.
Middle Age

One of the major concerns for patients with MS
when they reach middle age is whether the person
will reach a progressive stage of disease or have
worsening disability. There is a belief that most
people with relapsing-remitting MS (RRMS) will
eventually reach a secondary progressive phase
(SPMS), but this may not always be the case.
Factors that influence the onset of a progressive
course of disease in older adults were explored in
a population-based study from the Mayo Clinic
sponsored by the NMSS.?” This analysis was based
on 1,174 patients with MS (RRMS and progres-
sive forms) from an Olmsted County, MN, data-
base. The findings showed that for patients who
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of a progressive phase is not
inevitable as patients age. A significant proportion
(more than one-third) will not reach SPMS.?’

The study also examined the onset of certain
Expanded Disability Status Scale (EDSS) mile-
stones and found that most patients (98%) do not
reach the EDSS 6.0 until after they have stopped
having relapses and have entered a progressive
stage. Again, how quickly patients reached EDSS
6.0 was found to be more related to age than to
how many relapses the patient had prior to reach-
ing SPMS. A separate analysis of natural history
data by Scalfari and colleagues concluded that
“development of SP is the dominant determinant
of long-term prognosis” in MS, and that this is
independent of disease duration and frequency of

early relapses.?®

Use of DMTs later in life
The question of whether a person should con-
tinue to use DMTs after many years with MS or

after entering a progressive phase continues to be




controversial. Studies of DMTs suggest that the
role of these agents in patients with progressive
MS is mainly to prevent an additional disability
burden due to superimposed relapses.”” However,
because recent data suggest that many patients
will continue to have RRMS without develop-
ing progressive disease, DMTs may be beneficial
in the prevention of relapses even many years into
the disease. Long-term follow-up studies have
shown that many patients who stay on a DMT for
extended periods (e.g., 20 or more years) do bet-
ter than those not on treatment.”"!

For example, the U.S. Glatiramer Acetate Trial
followed patients who remained on GA therapy
as their sole immunomodulating agent for as long
as 15 years. Patients receiving continuous GA
therapy had a mean disease duration of 22 years
and a mean age of 50 years, yet two-thirds did not
transition to a SPMS during the 15-year period.
Over half (57%) had stable or improved EDSS
scores and 82% remained ambulatory without the
need for mobility aids.”” Similarly, in a long-term
trial of interferon beta-1b with 20 years of follow-
up and high ascertainment rates, patients who had
higher exposure to the study drug had a slower
progression to EDSS 6.0 (13 years) compared with
those who received treatment for shorter periods

(7 years). The proportion of patients converting to

SPMS was 45%.%!

Older Adults with MS

Many older adults with MS did not have the
benefit of DMT in the earlier stages of their dis-
ease. Some of these people are now in advanced
stages of MS. However, we are also beginning
to observe a shift, in which the people who
received early treatment or who have been on
therapy for many years are doing better, enjoy-
ing longer stretches of time without disability,

and surviving longer overall. Natural history data

show that, when untreated, patients with MS
have a decreased life expectancy averaging 6 to
12 years.” ® However, those patients who were
treated with DMTs (rather than placebo) in the
earliest trials and have now been followed several
decades have significantly improved life expec-
tancy.” Placebo-controlled trials of RRMS and
clinically isolated syndrome (CIS) have shown
that subjects who received therapy initially may
have improved long-term outcomes, compared
with those started on placebo and later moved to
active therapy.”®* Discussions about life expec-
tancy and the impact of a disease state on survival
commonly occur when patients have diseases such
as cardiovascular disease or cancer, but in MS care
we frequently avoid this discussion. When discuss-
ing prognostic issues with patients, it is essential to
bear in mind that patients want better quality of life

along with extended length of life.*'#

Lifestyle changes

As patients with MS get older and begin to accrue
more disability, new health concerns can be antic-
ipated. Caregiver burden is an important topic
that often must be addressed at this time.*** In
her research on the topic, Buhse has noted that,
“caregiver burden is a multidimensional response
to physical, psychological, emotional, social, and
financial stressors.”* If the person with MS is
married or has a life partner, that partner may
face the challenges of actively working outside
the home while helping to care for an aging fam-
ily member with MS.* In addition, these fami-
lies may still be in the process of helping young
adult sons or daughters, and/or providing care for
aging parents. Some patients may need to con-
sider increasing the level of care they receive in
the home; others may need to move to a residen-
tial care facility. Some areas of the country ofter

an increasing number of options for a “middle
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ground” of assisted living, but there are usually
major expenses associated with these facilities. The
added expense and responsibility of caring for a
spouse or partner with advancing disabilities truly
impacts the patient and the family both emotion-

ally and financially.

Comorbidities

MS does not occur in isolation, and health condi-
tions that aftect the general population can just as
easily afflict those with MS or even occur with
greater frequency.’’” Patients may have a tendency
to “blame the MS” for changes that may, in fact,
be due to other health conditions. For example,
joint pain due to osteoarthritis may cause mobil-
ity problems that the patient or other healthcare
practitioners associate with MS. Gait adaptations
over time may exacerbate wear and tear on certain
joints. It’s important for patients to be aware that
surgery or other corrective procedures that may
alleviate pain and enhance functioning are not oft
limits just because of MS. Many patients with MS
can undergo surgery and spinal anesthesia.*

“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.”” Comorbidities may occur
by chance, through common etiological mecha-
nisms such as heredity, or via related risk factors
(such as smoking). In some cases there is direct
causation, in which one disorder leads directly to
another.

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.* In
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another study that observed patients newly diag-
nosed with MS over a 3-year period, people with
musculoskeletal comorbidities had greater declines
in physical functioning than people who did not

have these comorbidities.>”

Prevention of falls

Falls are a key area of concern for any aging per-
son, especially for people with MS. Both sexes
may be at increased risk for osteoporosis—tor
women after they are postmenopausal, and for
many men as a result of past steroid use.’ Trans-
fers from chair to bed, toilet, etc. are a significant
cause of falls for patients who are nonambulatory
or have ambulatory limitations. The MS nurse
may recommend a professional home assessment
by a physical therapist to identify measures to help
patients minimize the risk for falls.>

Table 5 summarizes findings from an analysis
based on Nationwide Inpatient Sample data over
20 years and involving more than 1 million hospi-
tal admissions for hip fractures.”® These data high-
light the need to evaluate risk of falls and other
|

Table 5. Retrospective Cohort Analysis,
Data from Nationwide Inpatient
Sample®2

Agency for Healthcare Research & Quality
(AHRQ.gov)

1988-2007, iCD9 code for hip fracture and a secondary
diagnosis of MS

e Of 1.06 million hip fractures identified, people with
MS had 0.25%, representing a prevalence of 22 x that
predicted based on population figures.

® People with MS were younger on average when hip
fracture occurred (median age 65, vs. age 82 for non-
MS population).

* People with MS had significantly lower mortality rates
for hip fracture (0.25% vs. 2.97% for non-MS hip frac-
ture patients).




fracture risk factors in patients with MS.

Clearly, the best time to conduct a home assess-
ment 1s before a fall occurs, but this does not
always happen because the patient is often not
convinced that a PT home assessment is needed.
Many patients do not recognize the potential
problem, and will explain that they are “managing
just fine.”

Another adjustment that many patients with
MS have difficulty accepting as they age is the use
of assistive devices. Most people don’t want to
acknowledge that it’s time to start using a cane, a
walker, or a wheelchair. Because they resist try-
ing, patients often fail to recognize the degree
to which appropriate assistive devices can help
them to get around better, accomplish more, and
reduce fatigue. The initial device suggested is
often a cane. However, it is important to recog-
nize that canes not only require grip strength, but
they hinder the use of one hand. Although walk-
ers are among the most flexible assistive devices,
they often have a bad reputation because of
negative associations with being “elderly.” Many
people with MS can be convinced to try a walker
by comparing it to a shopping cart. If patients
can imagine the added support that holding onto
a shopping cart provides as they push it through
the store, they can potentially view the walker as
similar, but more compact and portable.

Nurses may also help patients make decisions
about whether to use a manual wheelchair versus
a motorized wheelchair or scooter. If the patient
elects to use a motorized device, he or she needs
to consider factors such as the weight of the
equipment, how it will be taken in and out of
the house, the car, etc. Some patients find that a
tfolding manual wheelchair that can easily fit in a
car trunk offers more flexibility and allows them

access to more places.

Key transitional issues: social support

Researchers have found that many older adults
with MS become more adept at coping with
aging-related changes over time.?® Sufficient
social support is a key aspect of how patients
adapt and cope with these changes. Patients also
do not appear to show accelerated rates of cogni-
tive decline, and rates of some neuropathologic
changes have been shown to normalize com-
pared with those seen in normal aging. Results
are mixed as to whether older MS patients have

higher rates of depression.>?

Conclusion

There is an ongoing need for individualization
of treatment and adjustment of the care plan as
patients age and their priorities shift. The MS
nurse should try to keep in mind these lifestyle
transitions and help patients to adapt and adjust
accordingly.
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Counseling Points-

Management of MS Through the Life Stages

* Pediatric multiple sclerosis (MS), defined as diagnosis before age 18, comprises approximately
5% of all cases. An estimated 8,000 to 10,000 children in the U.S. have MS, while another
10,000 to 15,000 have experienced at least one symptom suggestive of MS.

* When a child is diagnosed with MS, the role of the family is paramount in the support of the
patient. When patients reach their teens, there is usually a transition toward more indepen-

dent decision making.

* Being a teen with MS is a particularly challenging situation. Relapses and MS symptoms such
as fatigue may cause teens to miss school, cut back on social activities, and feel “difterent”

from their peers at a time when they are just trying to fit in.

* Patients entering young adulthood will face the challenges of MS in conjunction with career
development as well as raising a family. Recent trends observed in this population include
a decrease in acute hospitalizations for MS and other conditions, but a growth in chronic

health conditions such as obesity and its complications.

* As they approach middle age, some patients may reach the point where their disease course
is at a progressive stage. At the time when patients with MS get older and begin to accrue

more disability, health concerns related to aging can be anticipated.

¢ Falls are a key area of concern for any aging person, especially for people with MS. Transfers
from chair to bed, toilet, etc. are a significant cause of falls for patients who are nonambula-

tory or have ambulatory limitations.

e The MS nurse may recommend a professional home assessment by a physical therapist to
help patients minimize the risk for falls. Nurses may also need to encourage patients to try
assistive devices, which they may resist because of negative associations with old age or dis-
ability.

* There is an ongoing need for individualization of treatment and adjustment of the care plan
as patients age and their priorities shift. The MS nurse should try to keep in mind these life-
style transitions and help patients to adapt and adjust accordingly.
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Counseling Points™

Management of MS Through the Life Stages

Continuing Education Post-test

To receive contact hours, please read the program in its entirety, answer the following post-test questions, and complete the pro-
gram evaluation. A certificate will be awarded for a score of 80% (9 correct) or better. A certificate will be mailed within 4 to 6

weeks. There is no charge for CNE credit.

By Mail: Delaware Media Group, 66 S. Maple Ave., Ridgewood, NJ 07450

By Fax: (201) 612-8282

Via the Web: Applicants can access this program at the International Organization of MS Nurses” website, www.IOMSN.org.
Click on Counseling Points and follow the instructions to complete the online post-test and application forms.

PLEASE SELECT THE BEST ANSWER

1. Pediatric multiple sclerosis (MS) is described as MS
occurring when patients:
a. are diagnosed prior to age 18
b. are diagnosed prior to age 13
c. have onset of symptoms before age 18
d. have onset of symptoms before age 13

2. In the differential diagnosis of pediatric patients with
demyelinating disease, a condition frequently mistaken for
MS is:

a. Lyme disease

b. spinal stenosis

c. Guillian Barre syndrome

d. acute disseminated encephalomyelitis

3. The recommended approach to treatment for patients
with a confirmed diagnosis of pediatric MS is:
a. treat only with symptomatic agents
b. begin off-label treatment with disease-modifying therapy
c. treat only patients age 13 and over
d. use disease-moditying therapies approved for pediatric patients

4. Adherence problems in teens with MS have been shown
to be related to:
a. a sense of invincibility
b. cognitive disability
c. inability to grasp long-term consequences of the disease
d. all of the above

5. Which of the following statements is true regarding hos-
pitalization rates among adults with MS over a 27-year-
period?

a. hospitalization rates increased because more patients survived
longer with the disease

b. hospitalization rates decreased by 25% due to better overall
care in MS

c. hospitalization rates decreased by 75% but chronic conditions
increased

d. hospitalization rates decreased at the same proportion as con-
trols without MS

6. Among patients with MS who survive to age 75, relaps-
ing-remitting MS (RRMS) evolves into secondary pro-
gressive MS (SPMS) in approximately what proportion?

100% of patients

. 95% of patients

60% of patients

. 40% of patients

b

b
c.
d
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7.

8.

10.

11.

12.

Data from long-term clinical trials of DMTSs in MS sug-

gest that long-term treatment:

a. may slow the rate of progression to SPMS

b. is not necessary as long as patients are treated for at least 5 years

c. reduces relapse rates in RRMS but has no effect on disability

d. is effective primarily in patients do not develop progressive
disease

Recent data on long-term survival in MS have shown that:

a. MS increases disability but does not affect survival rates

b. survival rates are reduced by 6 to 12 years in untreated patients

c. treatment with DMT early in the disease state may increase sur-
vival rates

d. both b and ¢ above

Comorbidities associated with more rapid progression of
ambulatory disability in people with MS include:

a. cognitive dysfunction and dementia

b. vascular diseases

c. major depressive disorder

d. none of the above

Situations associated with increased risk of falls in patients
with MS include:

a. increased prevalence of osteoporosis

b. lack of patient education about reducing risk factors

c. need for transfers of nonambulatory patients

d. all of the above

Agency for Healthcare Research & Quality (AHRQ) data

show that hip fractures:

a. occur mainly in patients with MS over age 65

b. occur mainly in patients who have received long-term steroids

c. occur at a younger age in MS compared with the general
population

d. occur at lower rates in patients with MS over age 65 because
most of these patients are in a wheelchair

Patients with MS who are reluctant to try an assistive

device as they age should be encouraged to:

a. go to a wheelchair to prevent wear and tear on their joints

b. start out with a cane because they are smaller and relatively
unobtrusive

c. wait until they are a bit older and really need the device, so
they don’t become dependent

d. be open-minded about how the device may broaden their
abilities




Counseling Points™: Program Evaluation Form
Management of MS Through the Life Stages

Using the scale provided (Strongly Agree = 5 and Strongly Disagree = 1) please complete the program evaluation so that we may
continue to provide you with high-quality educational programming. Please fax this form to (201) 612-8282
or complete it online as instructed below.

5 = Strongly Agree 4 = Agree 3 = Neutral 2 = Disagree 1 = Strongly Disagree

At the end of this program, I was able to: (Please circle the appropriate number on the scale.)

1) Discuss issues affecting younger patients With IMS ... 54321
2) Assess challenges and health concerns occurring for patients with MS at different life stages ...........ococcoiiiiiiiiiiiiiiiiiiiiice 54321
3) Recognize shift in MS outcomes over time with improved disease MANAZEIMENE ........c.evvirieiriririiieiie ettt 54321
4) Describe health risks that increase among patients with MS during the aging process ...........cocoovieirriiierinseeeseeeeeeee 54321
To what extent was the content:

5) Well-organized and clearly PreSented ..........oouiieiiiriiiiiee ettt ettt ettt h ettt ettt 54321
6) Current and relevant to your area Of Professional IEETEST .. ......e.euirueuiieietirieteei ettt ettt es et ee et e et e eeese et eaeneeeese e eeenes 54321
7) FTEE Of COMIMETCIAL DIAS.1..1.vevtevietiiteiei ettt ettt ettt ettt ettt et ettt e te e b e ese et e es e s e st es e e s e esessess et e e b e s ess et e ese s enseneeseesensenaeneanas 54321
8) Clear in providing disclosUre INOIIMALION .......c.iuirieiiiitiiieteti ettt ettt ettt ettt s ettt ee et e et et ea et st eae st eeeee e enenes 54321

General Comments
9) As a result of this continuing education activity (check only one):
O I will modify my practice. (If you checked this box, how do you plan to modify your practice?)

O I will wait for more information before modifying my practice.
O The program reinforces my current practice.
10) Please indicate any barriers you perceive in implementing these changes (check all that apply):

3 Cost (3 Lack of opportunity (patients) (3 Patient adherence issues O Other (please specify)
O Lack of administrative support 3 Reimbursement/insurance 0 Lack of professional guidelines
0 Lack of experience (O Lack of time to assess/counsel patients 3 No barriers

11) Will you attempt to address these barriers in order to implement changes in your knowledge, skills, and/or patients’ outcomes?
O Yes. How?
0 Not applicable
0 No. Why not?
Suggestions for future topics/additional comments:

Follow-up

As part of our continuous quality-improvement effort, we conduct postactivity follow-up surveys to assess the impact of our educa-
tional interventions on professional practice. Please check one:

3 Yes, I would be interested in participating in a follow-up survey.
(J No, [ would not be interested in participating in a follow-up survey.

There is no fee for this educational activity.

Post-test Answer Key

Request for Credit (Please print clearly)

Name Degree

Organization Specialty

Address

City State VALY
Phone Fax E-mail

Signature Date

By Mail: Delaware Media Group, 66 S. Maple Ave., Ridgewood, NJ 07450
By Fax: (201) 612-8282

Via the Web: Applicants can access this program at the International Organization of MS Nurses’ website, www.IOMSN.org.
Click on Counseling Points and follow the instructions to complete the online post-test and evaluation forms.
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