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OutlineOutline
What is CBTWhat is CBT

MS Fatigue
– CB Model of MS fatigue
– Therapist driven CBT for MS fatigue
– CCBT for MS fatigue

Adjustment to MSAdjustment to MS
– CB model of adjustment to MS
– Nurse-led CBT for MSNurse led CBT for MS
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The five part CBT Model The five part CBT Model 

Biology
(Body/physical)

Environment
(Body/physical)

C niti ns E iCognitions
(Thoughts)

Emotions
(Feelings)

Behavior
(Actions)



Core Therapeutic processesCore Therapeutic processes

• Formulation
• Collaborative approachCollaborative approach
• Guided discovery
• Behavioural change e.g. reduce 

avoidancea o da ce
• Identifying unhelpful thoughts
• Alternate thoughts
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Fatigue in MSFatigue in MS
• Fatigue is among the most common and• Fatigue is among the most common, and 

least understood, symptoms of MS.

• 76% to 97% of MS patients report fatigue.

• Fatigue has a substantial impact on daily• Fatigue has a substantial impact on daily 
activities. 
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Triggers
Inflammation, Demyelination

St essStress

Fatigue

Cognition
‘I must not let this get the better of 
me’  
‘I don’t want to let the children down’

Biology
Poor sleep, Physiological 

arousal, 
Deconditioning

I don t want to let the children down

Emotion
Emotion
Anxious Emotion

Anxious

Cognition

Depressed

Behaviour
All-or-nothing behaviour

Cognition
I am a failure because I can’t do 

things the way I used to’

Van Kessel, & Moss-Morris.  (2006) Understanding multiple sclerosis 
fatigue: A synthesis of biological and psychological factors, JPR



Triggers
Inflammation, Demyelination

St essStress

Fatigue

Cognition
‘I have no control over this fatigue’

‘There must be terrible damage 
happening to my body’

Biology
Poor sleep, Physiological 

arousal, 
Deconditioning

happening to my body

Emotion
Emotion
Anxious Emotion

Anxious

Cognition

Depressed

Behaviour
Rest 

Reduce activity

Cognition
‘I could land up bedridden’

‘I am not achieving what I should’

Van Kessel, & Moss-Morris.  (2006) Understanding multiple sclerosis 
fatigue: A synthesis of biological and psychological factors, JPR



Can CBT reduce fatigue in MS?Can CBT reduce fatigue in MS?

Cognitive behaviour therapy compared toCognitive behaviour therapy compared to 
relaxation training for multiple sclerosis 
fatigue: A randomized controlled trialfatigue: A randomized controlled trial.  

van Kessel, K., Moss-Morris, R, Willoughby, E, Chalder, T. 
Johnson, M.H., Robinson, E. (2008). Psychosomatic 
Medicine  70  205-213Medicine, 70, 205-213.



8 weekly 
manualised manualised 
sessions

Combination of 
f f  face-to-face 
and telephone p
sessions.

n=72



The programmeThe programme

 f fDevelop personal model of fatigue  

Changing acti it patternsChanging activity patterns

Challenging unhelpful thoughtsChallenging unhelpful thoughts

Stress and sleep managementStress and sleep management

Managing difficult emotionsg g



Fatigue across groups
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Total Positive Perceptions of fatigue
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Why does CBT work?
Change in negative 

Why does CBT work?
Change in negative 

perceptions of fatigue

Treatment Fatigue
Group

g
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MSI Pilot trial

MSInvigor8 Control group
(n=23) (n=17)

Age: M (SD) 40 (17.8) 42 (11.43)

Gender: % 73% 94%
female

Time since 
diagnosis

21 (9.05) 16 (7.9)
diagnosis



Fatigue Severity Across Groups 
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baseline 10 weeks

MSInvigor8 Controls Therapist CBT

(F(3,36)= 16.59, p<.001)



Within group Effect Sizes for CBT

• MSInvigor8 study  = 1.49 and 1.40
• Therapist driven CBT  = 3.03

Less therapy timepy

Less experienced 
th i ttherapist



Summary of economic datay
 MSInvigor8 

 produced more QALYs produced more QALYs 

 did not have an impact on non-intervention service costs. 

 To achieve NICE recommended cost per QALY 
of £20 000of £20,000 
 intervention costs need to be no more than £300 per person 

 If 300 people use the intervention then this 
would cover a £90 000 development costwould cover a £90,000 development cost 
which is above the actual costs that were 
accruedaccrued. 
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Modelling phase

Systematic review of the empirical 
lit t dj t t t MS ( 72)literature on adjustment to MS (n=72)

Dennison et al (2009) Clinical PsychologyDennison et al., (2009). Clinical Psychology 
Review. 29, (2), 141-153.

In-depth interviews with pwMS (n=30) and partners of 
pwMS (n=15)p ( )

Bogosian et al., (2009). Multiple Sclerosis. 15 (7), 876-884.

Dennison et al. (2010) Journal of Health Psychology, 16(3) 478–488.



CRITICAL EVENT/S
Developing MS symptomsDeveloping MS symptoms

Diagnosis
Relapse, Progression

Disease or disability-related threats to self/identity

Disrupted emotional equilibrium and current 
quality of life

Factors helpful for 
adjustment:

Factors unhelpful for 
adjustment:

GOOD
ADJUSTMENT

PRECARIOUS
ADJUSTMENT

Minimal ongoing distress and 

ADJUSTMENT 
DIFFICULTIES

Disproportionate distress and 
Minimal ongoing distress and 

reasonable QOL

Feel able to successfully deal 
with future challenges

g g
reasonable QOL.

Constantly under threat of future 
critical events which are considered 

intolerable

p p
impact of MS on life











CBT versus Supportive Listeningpp g
• Moss-Morris et al. (2009). Protocol for the saMS trial. 

BMC Neurology, 2009, 9:45 

• Delivered by 2 general nursesy g

• Trained specifically for this project

-MS

-CBTCBT

-Supportive Listening



CONSENTED 
N=122

8 not eligible
10 changed their minds

BASELINE 
ASSESSMENT

n=94n=94

RANDOMISATIONRANDOMISATION

8 SESSIONS CBT
48

8 SESSIONS 
SUPP. LISTENINGn=48 SUPP. LISTENING

n=46

15 WEEKS FOLLOW 
UP

15 WEEKS FOLLOW 
UPIN-DEPTH INTERVIEW IN-DEPTH INTERVIEWUP

n=47
UP

n=42

6 MONTH FOLLOW UP 6 MONTH FOLLOW UP

IN DEPTH INTERVIEW
n=15

IN DEPTH INTERVIEW
n=15

6 MONTH FOLLOW UP 
n=46

6 MONTH FOLLOW UP
n=39

12 MONTH FOLLOW12 MONTH FOLLOW 12 MONTH  FOLLOW 
UP

n=45 

12 MONTH  FOLLOW 
UP

n=45 



Distress (GHQ)

Pre-GHQ adjusted to 15.2, site to Soton
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Functional Impairment (WSAS)
Pre-WSAS adjusted to 13.8, site to Soton
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Global improvementGlobal improvement

CBT SL

Improved 67.4% 31%

Not improved 
or worse

32.6% 69%
or worse

Therapy Satisfactionpy

Satisfied 84.8% 57.1%

Neutral or 15 2% 42 9%Neutral or 
dissatisfied

15.2% 42.9%



Moderation analysesModeration analyses

GHQ ( f 3 t )• GHQ caseness (score of 3 or greater)
- 60.6% of sample clinically distressed

• Social Support Satisfaction - SignificantSocial Support Satisfaction Significant 
Others Scale Power & Champion (1988)

72% dissatisfied– 72% dissatisfied



Change in GHQ moderated by Clinical Distress
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Change in WSAS moderated by Clinical Distress
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Summary of saMSSummary of saMS
• CBT for adjustment to MS is more effective at C o adjus e o S s o e e ec e a

reducing distress than SL up to one year post 
initiation of treatment.

• There were no significant differences between SL 
d CBT WSASand CBT on WSAS.

• Patients who are ‘clinically’ distressed and/ or y
dissatisfied with their social support benefit more 
from CBT both in terms of reduced distress and 
reduced impact of MS on life roles. 



CBT for MSCBT for MS

• Appears to be an effective therapy for 
reducing MS related distress and managing 
symptoms like fatigue

• Challenge for services
– How do provide these treatments (cost issues)How do provide these treatments (cost issues)
– Training staff in these approaches – ongoing 

supervisionp
– CCBT


