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EDITORIAL COMMENTARIES

Building an evidence base for multiple sclerosis management:
support for physiotherapy

The recent debate in the United Kingdom over whether or
not â-interferon and glatiramer acetate should be
prescribed on the National Health Service for people with
multiple sclerosis has focused the attention of the media,
health services, and the business community in a way
never previously experienced. However, the use of drugs
which have a partial eVect on disease activity is just one
component of the active management of this complex dis-
ease. Multiple sclerosis has wide ranging physical and
psychosocial consequences, which may have an enormous
long term impact on almost every aspect of the daily lives
of people with the disease and their families. In providing
an adequate service it is therefore crucial to focus not only
on the role of immunomodulatory drugs, but also on the
many rehabilitation strategies which aim to improve the
quality of life of people with multiple sclerosis. Drug
therapy and rehabilitation strategies should be viewed as
partners rather than competitors in the allocation of
resources. Evidence based medicine requires resources to
be allocated to interventions of proved eVectiveness. It is
therefore timely that the paper by Wiles et al in this issue
(pp 174–179)1 provides evidence of the eVectiveness of a
very commonly used rehabilitation intervention, physi-
otherapy.

Given that physiotherapy is so commonly used in mul-
tiple sclerosis, it is perhaps diYcult to understand why
such a paucity of scientific evidence exists to either
support or refute its eVectiveness. In part, this is because
studies of this type are diYcult to plan and to implement.
This controlled randomised cross over study by Wiles et al1

shows that rigorous methodology is possible. Of
importance, it provides evidence to support the widely
held belief (by both clinicians and patients) that specialist
neurological physiotherapy helps to improve mobility
in people with multiple sclerosis. The next step is to
understand the mechanism by which these strategies
work.

Physiotherapy is just one component within the
comprehensive model of care designed to improve the
quality of life of people with multiple sclerosis. It is
encouraging that in the past few years two randomised
controlled studies have been published to demonstrate the
positive impact that multidisciplinary packages of care can
have on the daily life of the person with multiple
sclerosis.2 3 While recognising that scientifically credible
studies remain few in number, it is hoped that this gradual
accumulation of evidence will help to reduce the negative
preconceptions, which have tended to persist about the
eVectiveness and validity of rehabilitation in multiple scle-
rosis; and will positively influence the allocation of funds
to these areas.

A review of the allocation of resources for the manage-
ment of multiple sclerosis is clearly needed. A recent study
investigating the level of community services in the United
Kingdom showed that the provision of services seemed to
be simply a matter of chance, providing support for the
often expressed dissatisfaction by people with multiple
sclerosis about the services they receive.4 It is hoped that
national guidelines and standards of care will help to
improve this situation. Currently guidelines for the
management of multiple sclerosis are being drafted by
the National Institute for Clinical Excellence. Their
development and the future allocation of resources will
depend heavily on the available evidence base. Further
rigorous evaluation of rehabilitation interventions such as
physiotherapy is therefore clearly necessary. In under-
taking such evaluation there is a need to broaden the
research methodologies used, to tap the experience and
views of people with multiple sclerosis, their families, and
clinicians who work within this field. The “New NHS”
claims to positively promote user involvement in the
development of health services. This is a golden
opportunity for this principle to be put into action; to
provide the much needed impetus to improve the
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provision of services to people with multiple sclerosis. We
await to see whether this is an opportunity seized...or one
that is lost.
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Comparative neuropsychology of Lewy body and Alzheimer’s
dementia

The occurrence of Lewy bodies has a prevalence rate of
2%–9% in elderly people1 and dementia with Lewy bodies
(DLB) accounts for 12%–27% of cases previously
diagnosed as dementia of the Alzheimer type (DAT).2 3

The core features of DLB are fluctuating cognition with
pronounced variation in attention and alertness, recurrent
visual hallucinations, and spontaneous parkinsonian signs;
probable DLB requires two of these features. There is con-
siderable overlap between DLB and DAT,4 but there have
been only a few comparative neuropsychological studies.
Various neuropsychological issues were addressed in the
papers by Lambon Ralph et al5 (this issue, pp 149–156) and
Calderon et al6 (this issue, pp 157–164) who disclosed
some valuable insights that merit closer inspection.
Clinicians and researchers will also find a useful tabulation
of recent findings in the paper by Lambon Ralph et al5.

Previous studies have suggested that visuoperceptual
problems are salient in DLB, but this evidence came from
measures that represent a complex of abilities. The papers
here report that basic figure-ground discrimination was
worse in one DLB sample, whereas the other DLB sample
instead had problems identifying silhouettes of real versus
non-real objects. More complex visual tasks produced
similar deficits in both DLB and DAT groups. Perhaps the
most interesting finding was that the DLB groups in both
studies showed marked impairments when identifying
fragmented letters. This task has minimal cognitive load,
and was unaltered in the DAT samples, so it may be espe-
cially promising for diVerential diagnosis and treatment
evaluations.

Attention may be a second area of weakness in DLB3

which, together with the related areas of working memory
and executive function, influences adaptive functioning
and performance on formal tests. Calderon et al6 have con-
firmed that patients with DLB show widespread diYculties
in this domain. Whereas patients with DAT showed set
shifting, letter fluency, and selective attention deficits, the
DLB group had additional problems in sustained and
divided attention tasks.

The third contribution made by these two papers
concerns long term episodic memory and semantic

memory, two major hallmarks of DAT. One important
finding is that delayed recall represents one of the
apparently few areas in which patients with DAT have a
disproportionately greater weakness than their DLB coun-
terparts, even though the patients with DLB do show sub-
stantial deficits on recall and recognition tasks. Category
fluency and picture naming were also substantially but
equally impaired in both dementias, so semantic memory
itself does not distinguish these two disorders. The more
marked visuoperceptual problems in patients with DLB
seem, however, to exacerbate their semantic memory per-
formance in some tests when presentation uses the visual
modality.

Calderon et al6 also make the interesting point that visual
hallucinations in DLB may be related to the combination
of impaired visuoperception and fluctuating attention.
Cholinergic deficits are more profound in DLB and this
too may be associated with both attentional diYculties and
hallucinations. These ideas, and the various lines of
evidence presented, will undoubtedly guide future research
on the behavioural and neurobiological sequelae of the
DLB syndrome.
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