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Background: The importance of undertaking health promotion activity is well respected and
actively promoted within the general population. However, only in recent years has the
importance of health promotion activity been acknowledged for people with a chronic disability
such as Multiple Sclerosis (MS). People with MS view the undertaking of health promotion activity
as essential to the rehabilitation process and maintaining quality of life. Unfortunately, despite a
recognised correlation between the level of health promotion activity undertaken and quality of
life, people with MS undertake less health promotion activity than normative samples. Health
promotion activities are recognised as an important part of the management of MS. In response
to this the OPTIMISE programme was developed aiming to provide people with MS with
knowledge, skills and confidence in undertaking health promotion activities.

Objective: To evaluate the benefits of the OPTIMISE programme in terms of level of health
promotion activity undertaken, self-efficacy for health promotion and quality of life.

Design: A randomised control trial using previously validated postal questionnaires. Non-
parametric analysis was undertaken to test for significant differences between treatment
(received OPTIMISE intervention) and control groups (not received intervention) change score.
Subjects: 62 subjects with MS who fulfilled inclusion criteria (32 treatment and 30 control
subjects) completed the study.

Primary Outcome Measures: Health Promoting Lifestyle Profile, Self-Related Abilities for Health
Practices Scale and the SF-36.

Results: Baseline scores support the need for health promotion education for people with MS.
Treatment subjects had significantly higher levels of health promotion activity undertaken, seif-
efficacy for health promotion activities and certain domains of quality of life than control subjects
following completion of the programme. Treatment subjects also had significantly higher levels of
general self-efficacy and significantly lower levels of anxiety than control subjects following
completion of the programme, however the intervention had no significant impact upon levels of
depression or perceived barriers to health promotion activity. Participants provided positive
feedback regarding the usefulness of the intervention and demonstrated observable changes
their health promotion behaviours.

Conclusions: OPTIMISE is an appropriate, well received, effective approach addressing an
identified clinical need, producing significant changes in levels of health promotion activities
undertaken and self-efficacy for such behaviours. Health professionals should be encouraged to
address the health promotion needs of people with MS within their clinical practice. Further
research is required to further refine this approach and provide greater clarity to present findings.
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CHAPTER ONE - MULTIPLE SCLEROSIS OVERVIEW

1.1 INTRODUCTION

Multiple Sclerosis (MS) has been described as the most common progressively
disabling disease affecting adults in the prime of life (McAlpine, Lumsden & Acheson
1972). It is a chronic, autoimmune, demyelinating disease of the central nervous
system. It is an extremely variable disease both within the patient population and with
each patient over time (Stevenson & Thompson 1998), with unpredictability being one
of the key features of the condition. Despite originally being identified in 1868 and
extensive research being undertaken since then, the exact cause is unknown. At
present there is no known cure, however there are effective options for modifying the
disease and effectively managing symptoms and the impact of the condition. It is
commonly accepted that although MS has little effect on the patient’s mortality it can
have a substantial impact on functional status (Weinshenker, Rice & Noseworthy
1991). Despite some individuals developing high levels of disability it has been
previously reported that approximately two thirds of people with MS remain
ambulatory after 20 years (Schapiro 1994) and that ‘people with MS can - and do -
experience life fully including love, marriage, children, work and happiness’ (Banks
1990 p576).

1.2 THE MECHANISM OF MS

In simple terms MS is characterised by central nervous system inflammation. Loss of
myelin then occurs affecting the ability of the central nervous system to transmit
information, as illustrated in Figure 1.1 and produces an array of symptoms. MS is
characterised by initial perivascular white matter central nervous system inflammation,
the blood brain barrier which normally separates the brain from the parenchyma is
breached by lymphocytes and macrophages (Princeas 1985). Loss of myelin and the
oligodendrocytes that produce and maintain myelin sheaths then follows (Zajicek
1997). Although the white matter has some capacity to repair damaged myelin,
beyond a critical level of immune attack repair appears to fail and astrocyte-derived
scar-tissue may be formed (Zajicek 1997). It is these areas that are characteristic of
MS and are known as formed lesions or plaques, which are illustrated in Figure 1.2.

14



FIGURE 1.1 — THE PRESUMED MECHANISM OF MS

B:Damaged nerve in MS

Supplied courtesy of Biogen Information Services

FIGURE 1.2 - MRI SCAN ILLUSTRATING MS LESIONS

Lesions

Lesion

Supplied courtesy of Dr. M. Boggild
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1.3 AETIOLOGY & PREVALENCE OF MS
Identification of the causes of MS has received considerable attention and research,

however as yet there is no definitive answer as to what factor or group of factors leads
the immune system to attack the myelin sheath. In light of this extensive research, the
present viewpoint is towards an interaction of geographical location, race,
environment, genetics and chance factors that combine to make a particular individual
at a higher risk of developing the disease. The most common age of onset is around
31-33 years, with the average being slightly lower in women (Ebers & Sadovnick
1993). Women are more commonly affected than men at a rate of 3:2 (Compston
1998%).

1.3.1 GEOGRAPHICAL LOCATION

The global distribution of MS varies widely, between <5 and >150 cases per 100,000.
Prevalence is higher in areas with large populations of Northern European origin,
prevalence tends to follow a gradient with few cases in equatorial regions but
increasing prevalence with increasing latitude (Sadovnick & Ebers 1993). The
prevalence rate in the UK is 1 in 800 (Zajicek 1997).

1.3.2 ETHNIC BACKGROUND

MS affects all three of the major races — Caucasians, Orientals and Negro’s although
it is predominately seen in Caucasians (Kurtzke 1991). It is particularly prevalent in
people of Northern European extraction and their descendants, including those living
in Australia, New Zealand and Northem America (Compston 1998°). The lowest
prevalence of MS is in black Africans in whom it is almost unknown and it is also very
rare in Japan and remains so in Japanese migrants (Detels, Visscher & Malmgren
1977).

1.3.3 GENETIC FACTORS

A number of studies have been carried out to assess the incidence of MS in twins.
The concordance rates — the frequency with which both twins are effected are
consistent between studies and do not approach 100% (Ebers 1995) This
demonstrates that even in genetically identical individuals, genetic factors do not
completely account for susceptibility. However, the risk of MS in relatives of people
with MS is increased and is greater in first-degree than second-degree relatives.
Hence the risk of a female developing MS from a mother with MS is 1:20 compared to
the general risk in northern Europe of 1:800 (Compston 1998°%).
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1.3.4 ENVIRONMENTAL FACTORS

The observation that migration can alter a persons risk of developing MS (Lauer
1997°) combined with the information known with regard to genetics encourages the
suggestion that environmental factors also have a role to play in the aetiology of MS.

A number of factors have been considered; Climate has been linked with the
prevalence of MS with low temperatures and lack of winter sunlight being associated,
however only humidity and cold were found to be independent of the effects of latitude
(Lauer 1995). Local geography in terms of mountainous terrain, surrounding
industry/agricultural activity, soil type and effect on drinking water and housing have
all demonstrated equivocal results. Diet has been extensively studied, however
potential associations remain uncertain (Lauer 1997°).

Although the epidemiological studies undertaken cannot provide definite answers,
they do indicate that a variety of factors are involved in the development of MS and

their effects are interdependent.

1.4 SYMPTOMS OF MS

The symptoms and signs of MS are notoriously variable, but in general reflect the
distribution of lesions within the central nervous system. The pattern of symptoms is
therefore endless and unique to each individual, depending where damage has
occurred and to what extent. However, recognised patterns of symptoms do
commonly occur. The most common symptoms include weakness, sensory
disturbances, ataxia, bladder problems, fatigue, spasticity, sexual problems and visual
disturbances (Matthews 1998), however this list should not be considered as
exhaustive. Symptoms are on a continuum from mild to severe and can occur
permanently or intermittently, often interrelating with each other. In addition to the
primary symptoms occurring directly from damage to the CNS, secondary problems
occur as a result of primary symptoms. Tertiary problems are also common in terms
of psychological, social and vocational difficulties (Schapiro & Langer 1994).
Summaries of these symptoms are illustrated in Table 1.1 and require complex, multi-
disciplinary management.
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TABLE 1.1 - SYMPTOMS OF MS

PRIMARY PROBLEMS OF
MS: resulting directly from

SECONDARY PROBLEMS OF
MS: resulting from primary

TERTIARY PROBLEMS OF
MS: resulting from having

demyelination any chronic progressive
disabling disease

Ataxia Constipation Psychological

Bladder problems Depression Social

Decreased vision Fatigue Vocational

Fatigue

Impaired cognition
Impotence

Paroxysmal e.g. dystonic

Muscle atrophy
Obesity
Osteoporosis
Pain

spasms Pressure sores
Spasticity Sexual difficulties
Weakness Urinary tract infections

(Young 1999, in Thompson & McDonald 1999 p53)

1.5 COURSE OF MS

No two people with MS are the same, the condition varies enormously in both
symptoms and its course, however, a number of patterns of disease have been
identified (Lublin & Reingold 1996) and are described below and illustrated in Figures
1.3, 1.4, 1.5, and 1.6. Not all people with MS will fit neatly into these categories; they
are an attempt to describe the natural history for the majority of people.

1.5.1 RELAPSING REMITTING MS

This form of MS is defined as ‘clearly defined disease relapses with full recovery or
with sequelae and residual deficit upon recovery; periods between disease relapses
are characterised by a lack of disease progression’ (Lublin & Reingold 1996 p908).
Approximately 80% of patients will present with this form of the condition (Bates
1993).

18



1.5.2 SECONDARY PROGRESSIVE MS
This form of the condition has ‘an initial relapsing remitting course followed by

progression with or without occasional relapses, minor remissions and plateau’s’
(Lublin & Reingold 1996 p908). Approximately 50% of patients will be in the
secondary progressive phase at any point in time.

1.5.3 PRIMARY PROGRESSIVE MS

This type is characterised by ‘disease progression from onset with occasional
plateau’s and temporary minor improvements (Lublin & Reingold 1996 p908). The rate
of progression will vary in each individual. Only a small percentage of patients will
have this form of the disease, predominately in older males. Of the 15% of patients
with this form of the disease around 75% will be over 50 (Bates 1993).

1.5.4 PROGRESSIVE — RELAPSING MS

Can be considered as a combination of the two previous types of MS and is defined
as ‘progressive disease from onset, with clear acute relapses, with or without full
recovery; periods between relapses characterised by continuing progression’ (Lublin
& Reingold 1996 p909).

1.5.5 BENIGN MS

A small proportion of people who ‘remain fully functional in all neurological systems 15
years after disease onset’ (Lublin & Reingold 1996 p909) are considered to have a
benign form of the condition.

H H '_-l H FIGURE 1.3 - RELAPSING
~ REMITTING MS

(Lublin & Reingold 1996)
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FIGURE 1.4 - SECONDARY
PROGRESSIVE MS

(Lublin & Reingold 1996)

FIGURE 1.5 - PRIMARY
PROGRESIVE MS

(Lublin & Reingold 1996)

FIGURE - 1.6

PROGRESSIVE RELAPSING MS

(Lublin & Reingold 1996)



1.6 CURRENT DISEASE MANAGEMENT APPROACHES

The main elements of management in MS care are disease modifying therapy,

relapse management and symptom and disability management.

1.6.1 DISEASE MODIFYING THERAPY

The basic aims of disease-modifying treatment are to reduce or modify relapse rates
and slow progression (Francis 1999). These treatments are immunosuppressants
aiming to dampen the aberrant immune function in MS or those that have
immunomodulatory properties such as Interferon or Glatiramer Acetate drugs.

Interferon’s and glatiramer acetate have been shown to reduce relapse rate by up to a
third (Francis 1999) therefore having an implied benefit on disease progression. No
clear benefit has been shown for people with progressive disease and therefore
interferons are only available for people with relapsing remitting disease in the UK.
The cost effectiveness of these drugs is currently under investigation in the UK, by the
National Institute for Clinical Excellence.

1.6.2 RELAPSE MANAGEMENT
The mainstay of treatment for acute relapse over recent years has been intravenous

methylprednisolone, which shortens the duration of relapse but does not influence the
degree of long-term neurological impairment (Zajicek 1997). This obviously needs to
be supplemented by management of the resulting symptoms from the relapse.

1.6.3 SYMPTOM MANAGEMENT

Despite recent advances in the field of disease modifying therapies, for the majority of
people with MS the main approach to treatment is the management of symptoms and
facilitation of independence through rehabilitation approaches. What also needs to be
considered for people receiving disease modifying therapy is that ‘new treatments
aimed at reducing disease activity will have little impact on existing problems or the
degree of disability. Consequently, much of the management of a patient with MS
relates to control of the vast array of symptoms’ (Stevenson &Thompson 1998 p267).
A wide range of skills and techniques are required to effectively manage the
complexity of problems people with MS face. It has been proposed that ‘it is through
symptom management that people with MS may lead happier, more productive lives
until a cause and cure can be found’ (Schapiro & Langer 1994 p229).
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In basic terms symptom management aims to target symptoms and manage as
appropriate, this may be primary, secondary or tertiary symptoms. This may be
treated with medication, the provision of advice and information, adoption of new
techniques, use of equipment or surgical intervention. When considering the range of
primary, secondary and tertiary symptoms it becomes apparent that a rehabilitation
approach is required. Rehabilitation involves a range of disciplines whose input and
expertise must be integrated to provide a co-ordinated delivery of treatment (Young
1998).

Rehabilitation management during a relapse has different aims than rehabilitation in
the progressive phases of the disease. During a relapse rehabilitation aims at
recovery towards a new but stable level of function, but within the progressive
disorders rehabilitation is aimed towards maintenance of residual function and
maintaining of morale (Young 1999). Following a multi-disciplinary team assessment,
areas of potential functional improvement may be identified and a patient centred,
goal orientated programme can be planned, which may be either in an outpatient or
inpatient setting (Thompson 1996). Therefore in simple terms, the role of
rehabilitationists is to facilitate the person in achieving competence in the activities of
daily living that they need and/or want to do. The American Association of
Occupational Therapists (1993) has identified health promotion as an activity of daily
living.

1.7 HEALTH PROMOTION AS A REHABILITATION APPROACH

Renwick, Brown & Nagler (1996) propose that:

‘Health promotion is philosophically congruent with the goals of rehabilitation
to help clients with chronic and disabling conditions function at the highest
level possible, maintain optimal health and adapt to an altered lifestyle’.

(Renwick et al 1996 p34)

It has been outlined that rehabilitation and health promotion have similarities in that
they both have a multidisciplinary focus and an interest in the prevention of disability
(Stuifbergen & Rogers 1997°). Furthermore, they both share the common goal of
enhancing quality of life (Renwick et al 1996). Despite this, the lack of work in health
promotion within rehabilitation is apparent to the author. Both when considering her
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experiences within the clinical field and supported by the results of the literature
search carried out for the purpose of this investigation.

Unfortunately, it appears that the rehabilitation field has failed to move on from the
concerns of Brandon (1985), when it was highlighted that health promotion is rarely
associated with people with a disability or included within the rehabilitation process.
However, rehabilitation professionals have the skills required to deliver health
promotion education and can adopt the roles of collaborator, educator, researcher and
programme provider required in this process (Teague, Cipriano & McGhee 1990).

1.8 SUMMARY

To summarise, regardless of the cause of MS, the type of MS an individual has or the
course the disease takes and the resulting symptoms and levels of disability, MS
brings change into the individual’s life. This change has to be managed, and will be
ongoing throughout the lifespan.

As this is a condition affecting young people in which life expectancy is unchanged, it
is of paramount importance that people with MS are able to attend to their general
health needs. Health promotion is becoming increasingly advocated as part of the
overall rehabilitation process in managing the disease. |t is therefore of paramount
importance that people with MS understand the importance of undertaking health
promotion activities and practice them to their most appropriate level.
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CHAPTER TWO - HEALTH & HEALTH PROMOTION

2.1 INTRODUCTION

Before considering health promotion for people with a chronic disabling condition such
as MS, it is useful to review thoughts and perspectives regarding health as a concept,
as these influence the relevance and applicability of health promotion for this
population. The meaning of health has been debated over several decades and is
dependent to a large extent upon individual attitudes and the circumstances in which
the word is being employed. It has been described as a state, a process of
development, actualisation and a style of life. Definitions of health have expanded
over many years to be more inclusive of people with a chronic condition or disability.

2.2 DEFINITIONS OF HEALTH

The word health did not appear until approximately 1000 AD and in this earliest form
implied the state or condition of being sound or whole, and despite many debates and
numerous subsequent definitions remains an integral part of today’s working
definitions of health. Early, now outdated definitions, viewed health in very medical
terms with Tillich (1961) describing health as a disease free state or condition. The
World Health Organisation was the first to represent health as a positive state or
condition. They emphasised the notion of health being related to a feeling of
complete physical, mental and social well being, and not simply the absence of
disease (World Health Organisation 1937), thus reflecting the multi-dimensional
nature of health. Pender (1987), who later proposed a model of health promotion,
describes health as the primary life experience. She believes that health and illness
are qualitatively different concepts, optimum or poor health can therefore exist in the
presence or absence of iliness and disability. When iliness occurs it has the potential
to modify the health experience by either increasing or decreasing feelings and
perceptions of health within the individual. The concept of health has five dimensions
(affect, attitudes, activity, aspirations and accomplishments) and is defined as:

‘The actualisation of inherent and acquired human potential through goal
directed behaviour, competent self care, and satisfying relationships with
others while adjustments are made as needed to maintain structural integrity
and harmony within the environment’.

(Pender 1987 p27)
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Pender's work offers a more operational definition within today’s society. Similar
expanded definitions are predominantly found within nursing and psychological
literature, compared to the limiting definitions of health, which are predominantly found

within medical literature.

2.3 PROPOSED ASPECTS OF HEALTH

Through consideration of the numerous theorists’ proposals and analysing the data
from a number of studies, four common themes emerge as being related to the health
experience. The common themes identified by the author are; the absence of disease
(Smith 1981), a level of functional ability (Orem 1985), health being an adaptive
process (Peplau 1952) and health as general feeling of well being (Dunn 1977).

2.3.1 HEALTH AS THE ABSENCE OF DISEASE

Smith (1981) proposes four related models of health, the clinical model simply views
health as the absence of illness or disability and work is generated towards making
the person healthy by eliminating the illness. When measuring health within this
framework (i.e. health and illness existing on a single continuum), it becomes very
problematic when considering individuals with chronic ilinesses and disabilities, which
cannot be cured. If a person is living with a disabling condition, either acquired or
from birth — does this exclude them from experiencing an exuberant feeling of health?
Despite the fact that they do not have reduced life expectancy, have adapted and are
functioning within their environment to lead a life in which they feel confident and a
level of satisfaction.

2.3.2 HEALTH RELATED TO FUNCTION

Orem (1985) describes health as being related to a dynamic ability to function. Within
this framework, a person may suffer from varying conditions, but if they are
functioning within their environment, they are healthy. A number of difficulties arise
with this concept when considering a person living with a disability, as it does not
allow for the person (with a disability) who is not permitted to function within their

environment due to numerous barriers.



2.3.3 HEALTH RELATED TO ADAPTATION

Health has also been considered as an expression of an individual’s ability to adapt
adequately to their environment. This in terms of movement and adaptation towards
creative, constructive and productive personal and community living (Peplau 1952)
and acknowledges the importance of behavioural factors. This definition poses the
question as to who is responsible for assisting this adaptive process for people with a
disability?

2.3.4 HEALTH AND EMOTIONAL WELL-BEING

The notion of health being a more spiritual interaction between body and mind
evolved later and has been described as the state in which body and mind are well
functioning together, thereby allowing the person to move towards functional
objectives and desired goals Balog (1981).

The concept of health being a feeling or an emotion was conceptualised by Dunn
(1977), within his theory of high level ‘wellness’. ‘Wellness’ is a dynamic process
viewed as the optimal subjective feeling of total being (mind, body and spirit) and
functioning, which is independent of disease or iliness. Dunn’s work serves to make
health promotion relevant for people with chronic conditions such as MS as health is
achievable regardless of physiological functioning.

2.4 STUDIES OF VIEWS OF HEALTH

Studies undertaken regarding perceptions of health support it's multi-dimensional
nature and discount the usefulness of definitions that focus on health in terms of the
absence of disease and therefore exclude people with conditions such as MS.

In a study examining the views of two select groups of people, Bauman (1961)
questioned 210 chronically ill adults and 262 medical students about what they felt
‘health’ and being ‘physically fit meant to them. Both groups revealed a ‘general
feeling of well being” as a theme to define health and provided responses that could
be coded into different themes, thereby supporting the perception of health as being
multidimensional.

Through intensive, open-ended interviews of 70 men and women in Scotland,
Williams (1983) again defined health as multidimensional and not merely the absence
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of disease. Within the same study, a random sample of 616 subjects, 123 people
reported having a chronic condition, within this subgroup 37% supported the theme
that health can vary independent of disease by rating their health as good or excellent
and 41% rating health as fair through the completion of self-report questionnaires.

Unfortunately, in Colantonio’s (1988) study of 100 adults, some of whom reported a
disability, no specific description of this group’s data is provided. However, the three
same themes emerge of health being related to; positive emotional and physical state
(feeling well), ability to perform necessary and desired activities and the absence of
illness, with no significant differences being found between age or gender groups.
Laffrey (1986) gained the ‘meaning of health’ from 78 US adults, responses were
consistent with the themes outlined, however as the adults were all attending evening
education classes this may be a representation of a distinct group.

In the largest study (Woods, Laffrey, Duffy, Lentz, Mitchell, Taylor & Cowan 1988),
528 women residing in the USA, representing the spectrum of demographic
characteristics, were asked one question, ‘what does being healthy mean to you?
Multiple responses were permitted, the responses were placed into 12 themes, with
the three most commonly reported health images being clinical images (56% e.g.
infrequent illness, no bothersome symptoms and disease free), positive affect (49%
e.g. sense of well-being, positive mental attitude and feeling good) and functional
-fitness (43% e.g. able to be active, able to exercise feel in good shape).

2.5 DEFINING HEALTH PROMOTION

An individual’s concept of health and health beliefs will affect both what is viewed as
health promotion activity, health goals and motivation for them. If health is
conceptualised within the expanded frameworks as a dynamic process in which the
individual participates, there is a much greater need for health education in order to
promote health and foster a personal commitment to it. The difficulty in finding an
agreed working definition of health promotion has been recognised in separate
literature reviews completed by Kulbok (1983) and Pender (1984) and it has been
identified that in nursing and medical literature authors fail to define what is meant by
health promotion (Brubacker 1983). Just as the definitions of health have expanded
over time so has the concept of health promotion, thereby increasing the relevance of
health promotion for people with a disability.
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Harris and Guten (1979) forced the acceptance that health behaviours extended
beyond disease prevention. Following an investigation of the health behaviours of
842 adults, health protective behaviours were identified as behaviours aimed at
protecting or promoting health that were performed regardless of perceived or actual
health status of the person. Although the use of the term ‘health protection’ later
caused some confusion, this work was the grounding of the encompassing definitions
of health promotion which followed.

2.6 MODELS OF HEALTH PROMOTION

What is important for those aiming to influence health-promoting behaviours within an
individual, is an understanding of the factors that influence the undertaking of health
promoting activity. Two models of health promotion have been offered. The earliest,
Becker's Health Belief Model (1974), adapted from the work of Rosenstock (1966)
formed the theoretical framework for many studies examining the health behaviours of
different populations. The model was successfully used to identify factors associated
with compliance of behaviours aimed at curing a particular problem (Cummings,
Becker, Kirscht & Levin 1982, Kegeles 1963 and Tirrell & Hart 1980). However, when
the model was used in situations where behaviour is only directed towards a situation
of increased risk equivocal results have been obtained (Andreoli 1981 and DeVon &
Powers 1984). This raised the question as to whether the Health Belief Model can be
applied to the relationship in behaviours that are aimed at prevention and health
promotion rather than cure, it is therefore not considered as appropriate for
understanding health promoting behaviours for people with MS.

Pender's Model of Health Promotion (1987) was presented as an organising
framework to explain and guide research on health promotion behaviour. Health
protective (preventative) and health promoting behaviours are viewed as
complementary components of a healthy lifestyle. Health protecting behaviour is
directed towards decreasing the individual's probability of encountering iliness, whilst
health promoting behaviour is directed towards sustaining or increasing the
individual's level of well being, self-actualisation and personal fulfiment.  Within
Pender's framework health promotion is defined as ’'activities directed toward
increasing the level of well being and actualising the health potential of individuals,
families, communities and societies (Pender 1987 p4). In addition to this it is
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recommended that health promoting behaviours are ongoing activities that become an
integral part of the person’s lifestyle.

The Health Promotion Model (Pender 1987) is based on social cognitive theory in
which cognition, affect, actions and environmental events are proposed as operating
interactively in determining behaviour. Seven cognitive/perceptual factors are
included in the HPM and these are considered to be amenable to change. Health
promotion activities fall into five categories (Exercise and Physical Activity, Stress
Management, Nutritional Awareness, Self-Actualisation and Responsible Health
Practices).

29

































































































































































































































































































































































































































































































































