Javier Olascoaga

Introduction. Health-related quality of life (HRQoL) is a complex concept in which evaluation of physical, emotional and social
domains of health are included. Since chronic diseases has raised, the importance of HRQolL evaluation has increased,
overall in patients with multiple sclerosis (MS) whose HRQoL has shown to be worse than in other chronic diseases.

Aim. To review the information available about the HRQoL in patients with MS to provide an overview of the current situation.

Development. Previously performed clinical trials identified the main factors related to the HRQolL: physical factors
(sensitive/motor deficits, fatigue, pain, sexual/bladder dysfunction), psychological factors (depression, anxiety, cognitive
disturbances, coping strategies) and social factors (family/social relationships, work activity). The inclusion of HRQoL
questionnaires in the patients’ follow-up is a relevant issue to optimize its treatment, making easier treatment decision
and improving adherence, as well as to reduce the inconveniences derived from medication such as adverse events.

Conclusions. HRQoL evaluation is really complex in patients with MS, being difficult to identify the main domains that
impact on HRQoL. However, its reqular evaluation provides essential information to improve the symptomatic treatment,

increase the adherence to treatment and modify the immunomodulating treatment.
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‘Quality of life’ is a concept defined by the World
Health Organization as the individual’s perception
regarding their situation in life within their cultural
context and values, and in relation to their objec-
tives, expectations, standards, and concerns [1]. It
is a complex concept that encompasses physical,
mental, and social factors. The context of this con-
cept derives from the individual’s perception within
three main frames of reference: historical-temporal,
cultural, and social [2].

The application of this concept to the field of
health leads to the term ‘health-related quality of life’
(HRQOL), which encompasses the physical, emo-
tional, and social health domains [3]. These domains
can be measured objectively by functionally evaluat-
ing health status and subjectively by analysing indi-
viduals’ perceptions, beliefs, and expectations [3].

HRQOL is considered a meaningful measure-
ment of the impact of chronic diseases, of compari-
son between different diseases, and a way to assess
the impact of therapeutic intervention [4]. It has
been shown that the chronic disease that generates
the worst scores in various aspects related to quali-
ty of life is multiple sclerosis (MS) [4-7].
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Since the publication of the first study of HR-
QOL in patients with MS in 1990, numerous stud-
ies have been conducted in various countries to de-
termine the impact of different factors of the dis-
ease and its treatment on quality of life.

The aim of this paper is to review the informa-
tion available about HRQOL assessment in patients
with MS, allowing us to offer a global view of the
current situation.

The disabling effects of MS trigger a significant det-
riment in patients’ quality of life; this detriment is
even higher than that produced by other chronic
diseases, as the QOL worsens in at least one third
of patients after diagnosis [6]. This detriment is
mainly due to the worsening evaluation of several
aspects such as vitality, general health, physical
function, and social relations. Moreover, a review
of 80 HRQOL studies conducted in Canada, Nor-
way, Spain, and the United States has shown that
70% of MS patients were unemployed, with 50% of
these cases due only to the MS. Fifty percent of pa-
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tients had problems performing house chores and
work functions 10 years after disease onset; these
patients needed help walking after 15 years and re-
quired a wheelchair after 25 years. Moreover, the
results of another study showed the existence of a
progressive deterioration of HRQOL over the
course of the disease, declining to values indicating
a state worse than death from a score of 8 on the
Expanded Disability Status Scale (EDSS) [7].

The main approaches used to assess the impact of
MS in clinical practice are the application of scales
such as the Kurtzke EDSS [8] and the Multiple Scle-
rosis Functional Composite (MSFC) [9]. The EDSS
is an easy tool that helps determine the degree of
patients’ disability. However, the main disadvantag-
es are poor reliability between observers, limited
sensitivity to change, nonlinear metric nature, ex-
cessive reliance on walking, inadequate quantifica-
tion of mental and visual function, and failure to as-
sess pain, vitality/fatigue or the level of well-being.
The MSEC allows for the assessment of gait and up-
per limb function and includes a test of cognition.
However, it must be performed by qualified person-
nel and important disabling factors such as fatigue
and spasticity must be excluded.

Neither of these scales include the assessment of
HRQOL, so several assessment questionnaires, both
generic and specific for MS, have been developed
(Table). Among the validated HRQOL question-
naires in Spanish are the generic Medical Outcomes
Study 36-item Short Form (SF-36) [10-12] and the
MS-specific questionnaire Multiple Sclerosis Quali-
ty of Life 54 (MSQoL-54) [13, 14]. The SF-36 ques-
tionnaire is one of the most widely used; it can be
performed in 5-20 minutes and can be self-adminis-
tered. It is based on the analysis of 36 factors of
physical function, bodily pain, general health, vitali-
ty, social function, emotional state, and mental
health. However, it does not consider other relevant
aspects for patients with MS such as sleep problems,
sexual disorders, or cognitive disorders.

The MSQoL-54 is a self-administered question-
naire that requires about 15-20 minutes to complete.
It is based on the SF-36 and has an additional 18
MS-specific questions related to rest, pain, health
concerns, sexual function, cognitive activity, social
function, and quality of life in general. The advan-
tages of the MSQoL-54 over other questionnaires
are its reliability, the short time necessary for its ad-
ministration, and the possibility of comparison with

other diseases or with the general population, since
it is based on the generic SF-36 [13]. However, it is
not well correlated with measures of disability
(EDSS) [15] and the ‘ground effect’ for the physical
subscale derived from this structural limitation on
the SF-36 [6].

The use of HRQOL questionnaires allows us to
evaluate the impact of MS more widely than with
other commonly used assessment measures of dis-
ease activity such as MRI, relapse rates, and the
EDSS or MSFC scales [16]. HRQOL assessments
can identify and evaluate both the needs of the pa-
tient and the existence of possible complications
that are not detected by the physician [6]. These as-
sessments could also be regarded as predictors of
the impact of the disease on physical and psycho-
logical dimensions [16,17].

The main physical factors that affect the quality of
life of patients with MS are functional disability
(sensory or motor impairment), fatigue, pain, and
urinary or sexual problems [17].

Functional disability
Functional disability has been shown to be corre-
lated with the HRQOL of patients with MS. This
disability is not only limited to the deficit, but is
also conditioned by the degree of functional limita-
tion in the context of personal health [5]. There is a
significant decline in the satisfaction of HRQOL as
measured by the Functional Assessment of Multi-
ple Sclerosis (FAMS) in patients with moderate or
severe disability (EDSS > 3) compared to those with
mild disabilities or no disability [18]. Disability was
shown to be significantly related to mobility, symp-
toms, and emotional well-being (FAMS). Moreover,
a study conducted in 166 patients with varied dis-
ease progression times (less than 5 years and above
15) showed that abnormal gait and visual function
are two important factors that affect functional sta-
tus as measured by the United Kingdom Disability
Scale (UNDS) [19]. Moreover, how the different do-
mains of HRQOL are affected has been shown to
be related to the progression of disability over the
course of the disease. While in the early stages
(EDSS: 0-3) of the disease, the factors that are most
affected are bodily pain and vitality, as the disease
progresses (EDSS > 6), SF-36 factors related to
physical function are affected more [20].

However, the objective functional deficit does not
always correspond with patients’ subjective percep-
tion [19]. According to the EDSS, analysis of the re-
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Table. Most commonly used questionnaires for assessing the quality of life of patients with multiple sclerosis.

Generic questionnaires

Areas of assessment

Medical Outcomes Study 36-item
Short Form (SF-36) @

Physical function, bodily pain, general health, vitality, social function, emotional state, and mental health

World Health Organization
Quality of Life (WHOQol) 2

Physical and psychological health, level of independence, social relations, environment, personal beliefs

EuroQol (EQ-5D)

Mobility, self-care, usual activities (limitations), pain/discomfort, anxiety/depression

Functional Status Questionnaire (FSQ)

Self-care, mobility, domestic life

Nottingham Health Profile (NHP)

Pain, physical mobility, sleep, emotional state, energy, social function, work activity, sexual life

Sickness Impact Profile (SIP)

Social and work function, food, sleep/rest, home management, recreation / hobbies

Farmer Quality of Life Index

Functionality and economics, social function, life in general, medical problems

Specific questionnaires

Multiple Sclerosis Quality
of Life 54 (MSQol-54) 2

Physical function, bodily pain, general health, vitality, social function, emotional state and mental
health, rest, concern for health, sexual function, cognitive activity, and quality of life in general

Functional Assessment
of Multiple Sclerosis (FAMS)

Mobility, specific symptoms, emotional disorders, thoughts, fatigue, social, and family aspects

Multiple Sclerosis Quality
of Life Inventory (MSQLI)

Physical function, bodily pain, general health, vitality, social function, emotional state,
mental health, fatigue, and urinary problems

Multiple Sclerosis International Quality
of Life Questionnaire (MuSIQol)

Daily life activities, psychological well-being, symptoms, social and family function,
relation with the sanitary system, sentimental/sexual life, coping, and refusal

RAYS Scale

Physical function, pain, cognitive function, anxiety, depression, sleep disorders, fatigue,
sexual function, self-esteem, social and family relations, free time, and work activity

Multiple Sclerosis
Impact Scale (MSIS-29)

Physical function, daily/work activities, sleep disorders, mental health, emotional state,
social and free time activity

Hamburg Quality of Life Questionnaire
in Multiple Sclerosis (HAQUAMS)

Fatigue, mobility, social function. and emotional state

Leeds Multiple Sclerosis
Quality of Life (LMSQol)

Physical, social, and emotional function

aValidated in Spanish.

lationship between disability and HRQOL has
shown mixed results [6,7,16,21]. The EDSS scale
primarily reflects the degree of disability objectified
by the professional in terms of motor or sensory im-
pairment presented by the patient, with an emphasis
on impairments seen in the lower extremities. In ad-
dition, assessment of disability has been statistically
associated with the following domains of HRQOL
(FAMS): mobility, symptoms, and emotional well-
being [18]. However, this scale does not assess the
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severity as perceived by the patient and is not cor-
related with HRQOL domains such as pain, emo-
tional state, mental health [22], overall satisfaction,
fatigue, social well-being, and other concerns [18].

Fatigue

Fatigue is another consequence of MS that is often
seen in patients. However, the assessment of its im-
pact has not received sufficient recognition, in part
because it is not considered within the EDSS or in
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other questionnaires about the quality of life, such as
EuroQoL (EQ-5D) [23].

Studies have shown that the fatigue associated
with MS clearly disrupts both the social and profes-
sional functioning of patients [24-27], becoming
the major cause of unemployment [28]. It has also
been shown that fatigue significantly affects the
physical and mental aspects of the HRQOL (SF-36),
and its influence on the latter is independent of the
EDSS score [29].

Pain

Pain is a common symptom of MS, affecting 29-86%
of patients [30], and has a negative impact on daily
life activities as well as on the HRQOL [30-33]. Its
main effects consist of the reduction of vitality, dete-
rioration of physical function, and impairment of
mental health (SF-36) [31]. The most important ef-
fect seems to occur on mental health, giving rise to a
strong correlation with chronic pain —Assessment of
Quality of Life Scale (AQoL)- [33] and associated
with factors that affect HRQOL, such as fatigue, de-
pression, and sleep disorders (SF-36) [34].

Sexual and urinary problems

Other factors related to the deterioration of the
HRQOL of MS patients are the appearance of sexual
and urinary problems. A Norwegian study showed
that 53% of patients with a score of disability in the
EDSS < 4 had sexual problems and 44% had bladder
dysfunction [35]. In cases of disability of EDSS > 4,
these percentages increased to 86% and 81%, re-
spectively. Patients with sexual dysfunction had a
significant reduction in the quality of life (SF-36)
regardless of their disability status (EDSS). Moreo-
ver, sexual dysfunction is associated with lower vi-
tality, presence of bodily pain, social function im-
pairment, and a deterioration of mental activity.
Subsequent studies confirmed the impact of chang-
es in bladder and sexual quality of life of patients
(MSQoL)[36]. Seventy-nine percent of males and
49% of women had moderate or severe bladder dys-
function. With regard to sexual satisfaction, signifi-
cant differences were found in terms of gender. Fifty
percent of men and 15% of women reported being
dissatisfied with their sex lives. For men, the main
problems was achieving and maintaining an erec-
tion, while women had problems reaching orgasm
and expressed a lack of sexual interest.

The psychological state resulting from factors such
as depression, anxiety, loss of cognitive functions,

and attitude towards the disease (coping strategies)
is also known to impact patients’ quality of life [17].

Depression
Depression has been shown to be one of the factors
with the greatest impact on HRQOL [37-39]. It has
even been regarded as an independent variable as-
sociated with the deterioration of HRQOL in rela-
tion to the perception of health and the limitations
resulting from physical dysfunction (MSQoL-54)
[40]. It was also suggested to be an intermediate fac-
tor in the effect of disability (EDSS) on mental/gen-
eral health (SF-36) as well as a moderating factor on
the impact of disability (EDSS) on physical function
(SF-36) [41]. Several studies have shown the associ-
ation between depression and the sequelae of MS
such as fatigue, physical impairment, cognitive im-
pairment, and pain [42]. In addition, depression has
been associated with cognitive impairment, worse
adherence to immunosuppressive therapy, and even
with the development of suicidal ideation [43].
Given the importance of the consequences of de-
pression and its impact on patients’ HRQOL, there
should be a systematic assessment of the depressive
state of patients with MS after diagnosis and
throughout the course of the disease [43]. In this
context, various recommendations and manage-
ment algorithms have been proposed [43,44]. These
recommendations and algorithms are based on the
initial examination at the time of diagnosis using the
Beck Depression Inventory (BDI), followed by a
thorough diagnostic interview including questions
about previous history of depressive disorders in
patients with scores BDI > 13. If the depression di-
agnosis is confirmed, patients should be treated
with antidepressants or cognitive therapy [43,44].

Anxiety

Anxiety is another factor that has been shown to
have significant influence on the deterioration of
MS patients’ HRQOL [38]. The available informa-
tion suggests that anxiety may be regarded as an
intermediate factor in the effect of disability in
three of the four physical health scales of SF-36
[41]. In addition, anxiety modifies the negative ef-
fect of disability in three out of the four physical
health scales of SF-36 [41].

Cognitive disorders

Cognitive disorders affect 40-60% of patients with
MS [45]. Cognitive deterioration is not global, af-
fecting mainly the speed of information processing
and episodic and working memory [46], although
the condition is usually mild [47]. However, cogni-
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tive impairment strongly affects the activities of
daily life, affecting patients’ personal care, leading
to the necessity of help for the performance of
household tasks, reduced participation in social ac-
tivities, and increased unemployment [48-50]. In
fact, the first studies that showed this effect have al-
ready suggested that cognitive impairment may be
an important factor in determining patients’ quality
of life [50]. Although a study of 29 patients failed to
demonstrate the existence of an association be-
tween cognitive impairment and quality of life
(MSQoL-54) [51], a later study conducted in 209
patients was able to confirm its correlation with the
assessment of overall quality of life, mobility, symp-
toms, fatigue, and emotional/social/family well-be-
ing (FAMS) [52]. Therefore, it would be advisable to
assess cognitive and emotional functions in order
to better understand the perception of HRQOL.
However, the level of cognitive function should be
considered with caution when analysing HRQOL
because the cognitive impairment could produce
an overestimation of the patient's HRQOL [53].

Attitude to illness

Assessments of other factors, such as coping strate-
gies, which are efforts to control, reduce, or tolerate
threats or overcoming personal limitations, have
shown them to influence the mental domain and glo-
bal assessments of MS patients’ HRQOL (MSQoL-54)
[54]. Recent studies have provided additional infor-
mation about the types of coping strategies used by
patients with MS, and show that patients use fewer
positive strategies addressed at dealing with the
problem and more use of avoidant coping strategies
[54]. Another study showed differences between
the type of MS: secondary progressive (SPMS) and
primary progressive (PPMS). SPMS patients had
worse mental function (depression and anxiety)
and more factors of HRQOL (self-report question-
naire SEP-59) and tended to use more coping strat-
egies that focused on the emotional situation than
strategies aimed at the resolution of the cause of
the problem. Patients with PPMS had better condi-
tions and preferred instrumental coping strategies
directed to the pursuit of material support to cope
with their disease [55].

Patients with MS often show the stigma that the dis-
ease produces on the patient’s social network and
often lose relationships or friends [56]. The impact
of MS in social relationships occurs primarily as a
result of the patients’ clinical symptoms, worsening
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of the disease or its unstable clinical course, fatigue,
and limited mobility, which are reflected in the over-
all quality of life (SF-36) [57]. In addition, family re-
lationships can be affected as a result of frequent
arguments and conflicts with caregivers [56]. Al-
though this area is not widely studied, the available
evidence confirms the negative impact of the dis-
ease on patients’ HRQOL (SF-36) and caregivers
—12-item Short Form Health Survey (SF-12)- [58].
In both cases, there is a greater degree of problems
in the mental domain of the HRQOL. In the case of
caregivers, there is a correlation between a reduc-
tion in mental health and the existence of anxiety,
depression, and a greater number of hours devoted
to patient care [58]. In addition, a close relationship
with the patient (parent, child, or spouse) has also
been shown to relate to the overall deterioration of
caregivers’ quality of life (SF-36) [57], particularly in
the mental domain (SF -12) [58].

A study conducted in patients with newly diag-
nosed and untreated relapsing-remitting MS (RRMS)
has shown that patients with stable employment
and at least 13 years of schooling had higher scores
in most domains of the MSQoL-54 questionnaire
of HRQOL than those who were unemployed and
had low education levels [59]. It is common for
newly diagnosed MS patients to feel discouraged by
the news of a chronic disease with an unpredictable
course and the loss of functional capacity, and this
can lead to a feeling of inadequacy that can lead to
the termination of work or studies. However, it is
important to note that unemployment increases
the difficulty of adaptation and increases the per-
ception of self-esteem [56] and that patients who
continue their academic or occupational activities
have a better quality of life [59].

The evaluation of treatment efficacy is usually based
on the evolution of physical function and findings
on MRI examinations and does not reflect the glo-
bal and multidimensional nature of the patients’
HRQOL. Beyond the physical function, there are
other factors (sensory symptoms, social, psycho-
logical, or emotional factors) that greatly influence
both the evolution of MS and the effectiveness of
treatment and these must be taken into account
[60]. These factors change more rapidly than the
disability, meaning that, in order to properly adapt
treatment strategies to the real needs of patients,
detailed analysis of these factors must be performed
at more regular intervals [60].
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Despite the fact that there is no cure for MS, vari-
ous drugs and administration methods have been
developed and have been shown to reduce the
number of outbreaks and their severity as well as to
delay the clinical progression of the disease [17,61-
63]. The incorporation of HRQOL questionnaires
into the monitoring of patients with MS may serve
as a tool to optimise drug therapy. Such treatment
may influence the improvement of HRQOL as a re-
sult of their impact on disease progression [17].
However, it can also negatively affect some aspects
of HRQOL, due to the development of adverse side
effects or the limitation of the work/personal au-
tonomy of the patient [17].

Within this framework, adherence to treatment is
one of the factors affecting HRQOL. A recent study
in a Spanish cohort of 252 patients showed that, in
general, patients with good adherence had better
scores on the Multiple Sclerosis International Qual-
ity of Life (MuSIQoL) of HRQOL questionnaire at
baseline and after two years, these patients scored
significantly higher in the physical dimensions and
symptoms [64]. Patients who were older and who
better understood their illness and its treatment had
a better compliance. However, the dosing and effec-
tiveness as perceived by patients did not significantly
influence compliance or HRQOL [65].

There have been many studies regarding the dis-
tinct immunomodulatory therapies and their im-
pact on the HRQOL. A randomised placebo-con-
trolled study in 718 patients with SPMS showed a
slightly positive effect on HRQOL —Sickness Impact
Profile (SIP)- after treatment with interferon (IFN)
B-1b, which reached statistical significance in the
physical subscale at 6, 12, and 36 months [66]. Sim-
ilarly, another randomised placebo-controlled study
in patients with SPMS showed a significant im-
provement in 8 of the 11 subscales of the Multiple
Sclerosis Quality of Life Inventory (MSQLI) and a
positive tendency in three other studies of patients
treated with intramuscular IFN B-1a [67].

In patients with RRMS, the administration of in-
tramuscular IFN p-1a did not result in significant
changes on the subscales of the SF-36 question-
naire, except for a decline in the physical function
[68]. However, in other studies, this therapy in naive
patients with RRMS led to an alleviation of the dis-
ease and an improvement in the HRQOL (EQ-5D),
especially in the descriptive part of the utility and
anxiety [69].

A comprehensive analysis of patients with MS
(including RRMS, SPMS, and PPMS) treated with

immunomodulating agents (IFN B-la, IFN (-1b,
glatiramer acetate) failed to show significant differ-
ences in HRQOL measured with either the SF-36
or Subjective Estimation of Quality of Life (SQoL)
questionnaires compared to untreated patients
[70]. However, other studies showed a significant
improvement in the global HRQOL -Leeds Multi-
ple Sclerosis Quality of Life (LMSQoL)— from the
first month of treatment with immunomodulatory
agents (IFN B-1a, IFN B-1b or glatiramer acetate),
reaching a peak at nine months and remaining sig-
nificantly elevated for the three years of study [71].
This improvement was not correlated with age, du-
ration of illness, or disability (EDSS). Therefore, the
choice of treatment for patients should not be se-
lected based on these factors. The number of re-
lapses was also not correlated with HRQOL, which
means that this parameter cannot predict the effect
of the disease on the HRQOL. Similarly, no signifi-
cant differences between patients with RRMS and
SPMS or between the different drugs used in the
treatment were found.

In contrast, there have been proven differences
in the impact of different immunomodulatory drugs
on other aspects of the HRQOL, such as depres-
sion, in MS patients. Some patients treated with
IFN B may be more vulnerable to depression, espe-
cially those with a history of depression [72,73]. In
fact, the negative impact of the treatment with IFN 3
has been described in the mental domain of HRQOL
(MSQoL-54) and depression has shown to be one
of the main predictive factors of poor quality of life
[74]. However, glatiramer acetate has no negative
effect on the development of depression, so it is the
treatment of choice in patients with a history of de-
pression [43]. In addition, this drug could have an
antidepressant effect due to the increase of the brain-
derived neurotrophic factor, the stimulation of neu-
rogenesis, or its anti-inflammatory activity [75,76].

One of the major predictive factors of a poor
HRQOL (MSQoL-54) is fatigue [74]. Administra-
tion of IFN P and glatiramer acetate has been shown
to lead to different scores on the Fatigue Impact
Scale (FIS). The administration of glatiramer ace-
tate appears to decrease fatigue in a significantly
higher proportion of patients in both the global
score of the FIS and the cognitive and physical sub-
scales. Further studies on the effect of glatiramer
acetate showed a significant reduction in the inten-
sity of fatigue (FIS) [78] and improvements in the
HRQOL (LMSQoL) of patients [79]. It has also
been found that a change of IFN therapy to glati-
ramer acetate contributes significantly to the de-
cline in the perception of fatigue by the patient [80].
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The influence of medication on other aspects of
HRQOL, such as urinary dysfunction, has not been
studied extensively. The limited information shows
the beneficial influence of long-term treatment
with glatiramer acetate in the development of
symptoms of lower urinary tract dysfunction in pa-
tients with RRMS, delaying its onset or allowing for
symptomatic stabilisation [81].

Most phase III clinical trials aimed at assessing
the different pharmacological agents used to treat
MS do not include analysis of the HRQOL. The piv-
otal studies of natalizumab (AFFIRM and SENTI-
NEL) [82] included this kind of evaluation and
showed improvement in scores on the subscales of
physical and mental health of the SF-36 question-
naire and its correlation with the disability (EDSS),
the appearance of relapses, and MRI lesion load. In
the AFFIRM study, the administration of natalizu-
mab managed to significantly improve the physical
HRQOL score after 24 weeks of treatment, achiev-
ing significant improvement in the physical and
mental domains of SF-36 after two years. The SEN-
TINEL study also showed that a combination of na-
talizumab and intramuscular interferon f3-1a led to
a significant improvement in the physical and men-
tal health domains of HRQOL of SF-36 after two
years of treatment. This improvement in HRQOL
occurred even in patients with progression of disa-
bility or those who relapsed during the study period.

The effectiveness of neurorehabilitation therapy in
MS patients has been demonstrated in several clini-
cal trials. However, the use of multiple rating scales
rather than very well specified selection criteria and
the increasing lack of multicenter studies, placebo-
controlled and appropriate blind methods, as well
as the non-homogenous quality results make it nec-
essary to increase the level of evidence [83]. In fact,
the impact of rehabilitation on patients’ HRQOL is
still not clear. A randomised controlled clinical trial
showed that physical rehabilitation for three weeks
resulted in improved quality of life in patients com-
pared to those who only performed exercises at
home, with a significant positive influence on men-
tal health (SF-36) [84]. The beneficial effect of reha-
bilitation could be partially maintained after the
rehabilitation ended, but declined when patients
returned to their usual care, which emphasises the
importance of continuity of outpatient rehabilita-
tion [85]. The short-term assessment of exercise
showed an improvement in the perception of qual-
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ity of life of patients who underwent five weekly
sessions of 30 minutes for four weeks, mainly in re-
lation to their vitality and social functioning (SF-36)
[86]. Studies on the influence of long-term exercise
on patients’ HRQOL provide contradictory results.
While some studies have shown improvement in all
domains of the HRQOL (SF-36) in patients who
performed at least two exercise sessions of 30 min-
utes a week for six months [87], other studies did
not show an improvement in the HRQOL (MSQoL)
after six months of resistance training [88]. In the
latter case, we cannot exclude the possible influ-
ence of other types of physical activity in improving
quality of life [88].

Assessment of HRQOL is complex because of its
multifactorial nature, combining clinical, psycho-
logical, and social data, and because patients’ per-
ception is of particular relevance. In the case of MS,
analysis of the HRQOL is even more complex be-
cause of the subjectivity associated with various
symptoms related to patients’ sense of well-being
and whose quantification is extremely difficult for
the doctor.

Therefore, it is difficult to identify specific do-
mains that interfere most with patients’ HRQOL.
However, the disability, fatigue, and depression ex-
perienced by patients have a remarkable impact on
the HRQOL.

The incorporation of periodic assessments of the
HRQOL into clinical routine is especially impor-
tant in patients with MS. These assessments would
allow for the identification of possible changes in
the various domains of HRQOL and would provide
additional information to optimise treatments through
appropriate symptomatic treatment or by changing
the immunomodulatory treatment.
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Introduccion. La calidad de vida relacionada con la salud (CVRS) es un concepto complejo en el que se engloba la va-
loracién de los dominios fisicos, emocionales y sociales de la salud. Con el aumento de la prevalencia de pacientes con
enfermedades crénicas progresivas, la valoracién de la CVRS ha cobrando importancia, especialmente en pacientes con
esclerosis multiple (EM), en los que la CVRS se ha mostrado como una condicién mas deteriorada que en otras enferme-
dades crénicas.

Objetivo. Realizar una revisién de la informacién disponible sobre la CVRS de los pacientes con EM, que permita ofrecer
una visién global de la situacién actual.

Desarrollo. Los estudios realizados han logrado identificar los principales factores relacionados con la CVRS: factores fi-
sicos (alteraciones motoras/sensitivas, fatiga, dolor, problemas sexuales/urinarios), factores psicoldgicos (depresion,
ansiedad, pérdida de funciones cognitivas, actitud frente a la enfermedad) y factores sociales (alteracion de relaciones
sociales/familiares, actividad laboral). La incorporacidn de cuestionarios de CVRS en el seguimiento de los pacientes cons-
tituye una herramienta para optimizar su tratamiento, facilitando la seleccién de la terapia, mejorando la adhesién y
reduciendo los inconvenientes de la medicacién, como la presentacién de efectos adversos.

Conclusiones. La CVRS es un aspecto sumamente complejo de analizar en pacientes con EM ya que resulta dificil identifi-
car los dominios especificos que interfieren en mayor medida. No obstante, su valoracién periédica proporciona informa-
cién esencial para mejorar el tratamiento sintomatico, incrementar la adhesién al tratamiento y modificar el tratamiento
inmunomodulador.

Palabras clave. Calidad de vida. Calidad de vida relacionada con la salud. Cuestionario de calidad de vida. Esclerosis mul-
tiple. Funcion fisica. Funcidn psicolégica. Funcién social. Tratamiento.
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