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Introduction

MS Australia (MSA) is pleased to provide a submission to the Senate Community Affairs
References Committee inquiry into the provision of general practitioner and related
primary health services to outer metropolitan, rural, and regional Australians.

The focus of the comments provided in this submission are on key areas that will impact
on people affected by multiple sclerosis (MS) and other neurological conditions for
which our state organisations provide services and support. Include are comments
provided by representatives of our state organisations and, in some instances, directly
from people living with MS. MS Australia’s role is to work on behalf of our state and
territory-based member organisations to provide a voice for people living with MS
across the country.

MS Australia’s member organisations are:

e MSWA (providing services and support in Western Australia)

e MS SA/NT (providing services and support in South Australia and the Northern
Territory)

e MS QLD (providing services and support in Queensland)

e MSL (Multiple Sclerosis Limited providing services and support in Victoria, NSW, ACT
and Tasmania)

Each of these state-based organisations operates independently to provide a range of
services and advice to people living with MS regardless of age, and, in some cases, to a
broader group of people with other progressive neurological diseases. These services
vary from state to state and include: phone information support and advice, on-line
resources, MS clinics, specialist MS nursing, physiotherapy, allied health services,
education and information workshops, seminars and webinars, psychology, financial
support, supported accommodation, residential and in home respite, peer support co-
ordination and employment services.

Summary of recommendations

Recommendation 1:

MS Australia recommends providing incentives and requirements for GPs and other
primary health care practitioners practicing in rural and remote locations in Australia
to participate in education programs that assist in the higher index of suspicion and
identification of MS.

Recommendation 2:
MS Australia recommends greater access to, reduced waiting times and improved
rebates for, MRIs for people living in rural and remote locations in Australia.

Recommendation 3:

MS Australia recommends that prompt referral pathways by GPs to specialist MS
neurologists and their multi-disciplinary teams for those suspected of having MS or a
similar condition should be encouraged as best practice.
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Recommendation 4:
MS Australia recommends the development of disease specific integrated care
pathways and models of care through co-design principles.

Recommendation 5:
MS Australia recommends strengthening the role of the specialist MS nursing
workforce in rural and remote Australia.

Recommendation 6:

MS Australia recommends that patients and patient advocacy groups be included in
the development of training and professional development material for GPs and
primary health care providers as part of a continuous improvement approach.

Recommendation 7:

MS Australia recommends that the Government reconsider the impact of the
Medicare rebate freeze and the number and value of the indexation of items on the
Medicare Benefits Schedule on the ability of GPs to provide free or very-low-cost
healthcare to people with chronic conditions.

Terms of Reference

The provision of general practitioner (GP) and related primary health services to outer
metropolitan, rural, and regional Australians, with particular reference to:
a. the current state of outer metropolitan, rural, and regional GPs and related
services;
b. current state and former Government reforms to outer metropolitan, rural and
regional GP services and their impact on GPs, including policies such as:
i.  thestronger Rural Health Strategy,
ii.  Distribution Priority Area and the Modified Monash Model (MMM)
geographical classification system,
iii.  GP training reforms, and
iv.  Medicare rebate freeze;
c. theimpact of the COVID-19 pandemic on doctor shortages in outer
metropolitan, rural, and regional Australia; and
d. any other related matters impacting outer metropolitan, rural, and regional
access to quality health services.

In this submission, each of the terms of reference have been addressed in the context of

the impact on people affected by multiple sclerosis (MS) and other neurological
conditions

a. The current state of outer metropolitan, rural, and regional GPs and
related services

About MS
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Multiple Sclerosis (MS) is an immune-mediated, chronic inflammatory disease that
attacks the central nervous system (the brain, spinal cord and optic nerves). The
‘multiple sclerosis’ or ‘many scars’ lare the result of an auto-immune response where
the immune system, almost at random, attacks the fatty layer around nerves in the
brain, optic nerve and spinal cord, resulting in a variety of disabling neurological
symptoms?. MS damage the whole brain from disease onset. Every system in the Central
Nervous System or CNS (myelin, white matter, neurones, axons and blood vessels) can
experience damage and loss as a result of MS3. MS is further characterised by focal or
diffuse inflammation, demyelination, axonal loss and neurodegeneration* and
progressive brain atrophy.

Where these attacks occur within the CNS corresponds with the potential impacts or
symptoms experienced i.e. if an attack occurs in the optic nerve a person can wake up
with double vision or diplopia; attacks in the spinal cord might result in weakness and
numbness in their limbs; the cerebellum - loss of balance®. MS is therefore a very
individual diseases as the effects of the attacks are unique. Similarly, the progress,
severity and specific symptoms of MS cannot be predicted. Many of the symptoms of
MS are invisible but can have profound impacts on a person’s day to day ability to
function and tackle everyday roles and responsibilities.

Demographics and disease course

MS, like other autoimmune type diseases, is more common in females. Roughly three
quarters of all people with MS are women. The disease usually manifests clinical
symptoms during young adulthood, mostly between the ages 20-40 years. In fact, in
young adults, MS is the most common acquired disease of the central nervous system
and the leading cause of disability in young adults.

There are over 25,600 people living with multiple sclerosis (MS) in Australia. Most
people are diagnosed with MS between the ages of 20-40, but it can affect younger and
older people too. Often a diagnosis of MS occurs when people are fully employed,
planning a family and making significant career choices.

There are three courses MS can take. Around 15% of the MS population is diagnosed
with a progressive form of MS with no periods of remission, termed Primary Progressive
MS (PPMS). How fast the disease progress may vary, but the declining neurological
progression is constant. Relapsing-remitting MS (RRMS), the most common form of MS,
is characterised by partial or total recovery after attacks (also called exacerbations,

1 Institute of Medicine (US) Committee on Multiple Sclerosis: Current Status and Strategies for the Future; Joy JE,
Johnston RB Jr., editors. Multiple Sclerosis: Current Status and Strategies for the Future. Washington (DC): National
Academies Press (US); 2001. 2, Clinical and Biological Features. Available from:
https://www.ncbi.nIm.nih.gov/books/NBK222386/

2 Hgglund, R. A., & Maghazachi, A. A. (2014). Multiple sclerosis and the role of immune cells.World journal of
experimental medicine,4(3), 27-37. https://doi.org/10.5493/wjem.v4.i3.27

3 Cerqueira JJ, Compston DAS, Geraldes R, et al Time matters in multiple sclerosis: can early treatment and long-term
follow-up ensure everyone benefits from the latest advances in multiple sclerosis? Journal of Neurology, Neurosurgery
& Psychiatry 2018;89:844-850.

4 Andravizou, A., Dardiotis, E., Artemiadis, A. et al. Brain atrophy in multiple sclerosis: mechanisms, clinical relevance
and treatment options. Autoimmun Highlights 10, 7 (2019). https://doi.org/10.1186/s13317-019-0117-5

5 Institute of Medicine (US) Committee on Multiple Sclerosis: Current Status and Strategies for the Future; Joy JE,
Johnston RB Jr., editors. Multiple Sclerosis: Current Status and Strategies for the Future. Washington (DC): National
Academies Press (US); 2001. 2, Clinical and Biological Features. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK222386/
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relapses, or flares). 70 to 75% of people affected by MS initially begin with a relapsing-
remitting course. Secondary progressive MS (SPMS) is a relapsing-remitting course
which later becomes steadily progressive. Attacks and partial recoveries may continue
to occur. Of the 70-75% who start with relapsing-remitting disease, more than 50% will
develop SPMS within 10 years; 90% within 25 years. A further differentiation is made by
categorising disease activity as active (with or without worsening) or stable.

Early diagnosis is crucial

Significant damage can be done to the CNS before symptoms appear or a patient
notices changes or that their condition is getting worse. Early diagnosis of MS is crucial
to avoid more longer-term brain and nerve damage®. There is a significant correlation
between brain atrophy and Expanded Disability Status Scale (EDSS) and therefore
disability acquisition’.

The role of the GP

Doctors working in rural/remote locations are required to be generalists in lieu of access
to other health care providers and specialists. The journey of each person with their
own experience of MS invariably starts within the health sector. After initially
experiencing symptoms, GPs are often the first port of call.

Screening for chronic health conditions sits at the crossroad between prevention and
early intervention®. Knowledge of, and therefore the identification of, early symptoms
of MS is crucial to achieve optimal patient outcomes. After early detection and
screening, early diagnosis though a referral to a specialist neurologist is key to achieve
optimal health outcomes in MS°. Generally, the earlier a chronic condition such as MS
can be identified, the earlier the patient can receive personalised treatment and the
earlier the disease can be managed. Ultimately such a preventative and early
identification approach will improve the health outcomes for the person living with MS.
Anecdotal evidence however suggests that MS symptoms are still not being detected
early by GPs and other related primary health care services.

‘We must empower and enable general practitioners to improve early
diagnosis of conditions and better manage chronic conditions’°

Getting diagnosed - the experiences of people with MS

6 See https://www.msbrainhealth.org/

! Ge Y, Grossman RI, Udupa JK, Wei L, Mannon LJ, Polansky M, Kolson DL. Brain atrophy in relapsing-remitting multiple
sclerosis and secondary progressive multiple sclerosis: longitudinal quantitative analysis. Radiology. 2000;214:665—670.
http://dx.doi.org/10.1148/radiology.214.3.r00mr30665

8 Canberra Health Summit, National Preventive health Strategy, 2019

9 Brain health: time matters in multiple sclerosis (2016), Crossref DOI link:
https://doi.org/10.1016/J.MSARD.2016.07.003 Published: 2016-09

10 Canberra Health Summit, National Preventative Health Strategy, 2019
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The following comments regarding diagnosis were received by MS Australia via social media
channels:

‘Yes, kept going to GP for different symptoms, she told me off for putting them together &
making something out of nothing. Then | had a double vision, dropped face, vertigo and a
multitude of other issues at the same time, but nope still not diagnosed was told it was an ear
infection, wasn't until 6 weeks later saw another GP who stated | was getting worse so sent
me off for an MRI. Hmf and my usual GP was wondering why | was happy | had been
diagnosed, wasn't happy | have MS but happy to find out | wasn't losing my mind!”

“3 pregnancies and 12 years after symptoms, | was treated for stress, postnatal, hysteria was
mentioned probably true, depression too. | was told repeatedly | was really overworked and
just too tired also probably true with 3 little ones..... However it took me having a total
breakdown for anyone to take me seriously | eventually almost yelled at the DR saying if he or
anyone else wanted to tell me how hard it is to be a mum and I'm JUST stressed and
depressed, | might explode. Eventually Diagnosed with a spinal disease (AS) 14 months later
MS and since then a connective tissue disease regular osteo arthritis. It was so crazy how
hard. Soldiering on was a mistake | fully regret.’

"Everyday | wake up and think oh maybe this is just a dream, | am going to be better and feel
better. No. Why was | ignored and learn to ignore myself, my symptoms?

Told "its ok it will go away"

"Do this, take this it will go away".

"But I can't feel down here" *another laugh and a head shake* "just do exercises You will get
better".

| Wake up *I can't feel my legs. There must be something wrong with me maybe | am mentally
ill? *I question my every thought, *I can't trust myself, * my body is saying there is something
wrong, the Doctors say there is not. It must be all in my head there must be something wrong
with my head. It will be fine | will wake up tomorrow and it will be all ok, it's all in my head.

*| need to wash my hair ... but the effort to dry it .. | am so stupid its all in your head don’t be
lazy and wash your bloody hair. Ok, boots on uniform on belt on off to work

*be careful today

*be guarded we need the money "it's all in your head".

Being thrown around the truck oh the pain, focus keep your head up look out for risks.

Load the trolley deliver the money climb the stairs up the stairs down the stairs, open the safe
lock the safe, whats her name?

30 jobs today oh well we will get through it.

The pain the no pain its all in my head. | can move but | can't feel the pain its all in my head.
Mabey | will feel pain again today.Woke up cant feel.

It's not a dream. Its real. It's not in my head."

Anecdotally, MS Australia has heard many accounts of people living with MS
stating that they felt as if they were initially being ‘fobbed off and not heard.

‘My gp was saying stress, after 2wks | said there is no way this is stress, the pain is erratic yet
predictable plus | could barely function, | said there is no way this is stress and | went and paid
for my own mri at 5400 then 2 months of mucking around | finally got diagnosed at a ms
clinic’




Provision of general practitioner and related primary health services to outer metropolitan, rural, and regional
Australians
Submission 89

“ My Doctor told me the numbing sensation that | felt in my toes was due to me wearing
shoes too small as a child! | knew this to be totally untrue and my grandmother always
bought new shoes for the grand children.. Until | went to her 6-7 years later telling her | was
walking on what felt like someone had poured dry uncooked rice in my shoes and | was
walking on it.. Suddenly she took notice”

“I was first told by my GP that he thought | was having a stroke because the left side of my
body and face was numb. Wanted to call an ambulance but | told him I’d make my own way
there. When | got there, | was told by the doctor that | had a migraine (I didn’t even have a
headache!). The next day | couldn’t walk. Was sent to a different hospital where | was
admitted and they did further testing. Was diagnosed on Mother’s Day in 2010 after a week
and a half in hospital”

“At 40 | was told just to get used to it. It's part of getting old.”
“Got told my numb feet was from poor circulation because i was a smoker”

‘A GP told me to go home and do exercises when | told him | was numb and couldn't fell from
my waist down and couldn't feel myself going to the toilet.’

“I saw my GP 3 times over a week. He said it could be stress, The 3rd time | saw him, he said |
should take myself to emergency (living in Darwin at the time) if symptoms continued. And so |
did...I was fortunately diagnosed within a month or two.’

‘q years+ until | finally got diagnosed. It pretty much came across as though they thought |
was a hypochondriac...”

‘Yes! When | was 20 | had bladder retention and had to be put in hospital. | was told | had an
episode of “Female Histeria”. | had several symptoms including numbness, eye problems,
depression and severe fatigue. | had an attack of Optic Neuritis in my 40’s then finally dx at 52
after another attack of Optic Neuritis. All along this nightmare | was treated like a
hypochondriac @ 63 now and secondary progressive stage.’

‘One GP said I had 'Migraine Aura’ when | had double vision! &)’

‘My doctor told me “sometimes when we are anxious we can imagine these things”. | had pins
and needles that started in both feet and spread all the way up to the perineum. That made
me anxious!!’

‘Depression and a never ending parade of viruses. | ended up in a psych ward after starting to
cut my arms because | was so frustrated with coming across as a half witted, hypochondriacal
attention seeker. | was actually relieved to finally gain a diagnosis. It gave me back my
dignity.’

‘I went to the GP with what felt like trouble trying to swallow. Was told it was all in my head (
partially correct). Wasn't till later on that | went to new GP with ear pain and left side of face
went numb that | was sent for MRI.’

‘My gp told me it was a weight problem that was causing my double vision go figure. So | took
it on my self to go too optom who diagnosed my MS’

Comments from social media channels

‘Oh yes always...not to mention “it’s all in your head”
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well that actually turned out to be right @

‘Patients expect and deserve more from their health teams than a six-minute
appointment block; there should be mechanisms to incentivise, empower and enable
healthcare providers to screen at-risk patients, where appropriate, for chronic
conditions to assist in the early identification of chronic diseases. This may require
greater education and support to GPs, specialists, pharmacists and other healthcare
providers. There is a clear need to address and improve standards of care through
increased and improved education of all healthcare professionals, from GPs, to
specialists and pharmacists.’*!

Recommendation 1:

MS Australia recommends providing incentives and requirements for GPs and other
primary health care practitioners practicing in rural and remote locations in Australia
to participate in education programs that assist in the higher index of suspicion and
identification of MS.

The importance of MRIs in diagnosing MS

As with most CNS inflammatory demyelinating disease, magnetic resonance imaging
(MRI) is included in its diagnostic criteria. The McDonald diagnostic criteria (2017) for
MS are based on the number, size and location of brain and spinal cord lesions.
Neuroimaging goes beyond providing an accurate diagnosis. It also assists with disease
management, including the identification of active or non-active disease, the disease
type (i.e. relapsing or progressive), assist in disease monitoring activities and aid
research efforts that are being undertaken in this disease!?. Studies in MRI, which have
improved the diagnosis of MS significantly, have demonstrated that for every single
lesion that causes symptoms, it is preceded by 80-90% clinically silent scars or lesions
with no corresponding symptoms®3. Significant damage can thus occur without initial
detection.

I was told | was fat and lazy or | was just depressed and making it up in my own head since |
was 16 | got diagnosed on the 1st of March this year I’'m 28 on Saturday they say i have
scarring from when | was 16!

Unfortunately yes. 2 GP's told me stress. My first symptom was Lhermitte's sign, which the GP
shrugged off as stress. When my sight eventually went double | was sent for a CT scan, but it
showed nothing so their original stress diagnosis must be correct. When my side went numb |
went for a second opinion but that GP tried discouraging me from getting an MRI by telling
me how expensive it was. | pushed for it and results of that said either mini strokes or MS.
After all that run-around, the neuro | was subsequently sent to wasn't convinced of the MRI
results because he didn't like the place that did the scans. "I'm having a mini stroke just

11 Canberra Health Summit, National Preventative Health Strategy, 2019

12 MAGNIMS consensus guidelines on the use of MRI in multiple sclerosis—establishing disease prognosis and
monitoring patients. Nat Rev Neurol 11, 597-606 (2015). https://doi.org/10.1038/nrneurol.2015.157 and Tillema JM,
Pirko I. Neuroradiological evaluation of demyelinating disease. Ther Adv Neurol Disord. 2013 Jul;6(4):249-68. doi:
10.1177/1756285613478870. PMID: 23858328; PMCID: PMC3707351.

13 Institute of Medicine (US) Committee on Multiple Sclerosis: Current Status and Strategies for the Future; Joy JE,
Johnston RB Jr., editors. Multiple Sclerosis: Current Status and Strategies for the Future. Washington (DC): National
Academies Press (US); 2001. 2, Clinical and Biological Features. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK222386/
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reading this!" he joked sarcastically. Went for a 2nd MRI which confirmed MS. Nobody's
laughing now @

Comments from social media channels

MRIs have also assisted in what we now call personalised medicine or the determination
of the efficacy of treatments for each individual, allowing neurologists specialising in MS
to measure the effectiveness of treatments, seeking no evidence of disease activity
(NEDA), rather than relying on symptoms. MS, in its most common form, relapsing
remitting MS, waxes and wanes. A patient will therefore have intermittent periods of
activity and then recovery, not necessarily linked to treatment. Specialist interpretation
of such MRIs can objectively measure these clinical episodes*.

It is therefore important that people suspected of having MS can access MRl scans in a
timely fashion, regardless of where they live, without having to be concerned about the
cost of the scan, or how the cost will be covered.

Recommendation 2:
MS Australia recommends greater access to, reduced waiting times and improved

rebates for, MRIs for people living in rural and remote locations in Australia.

Disease modifying treatments for MS

Disease modifying treatments for MS*> have been available for around 25 years. There
are no medications to cure MS, rather they are used to modify the course of the
disease. 64%-79% of people with MS in Australia are using a disease modifying therapy
(drug treatments designed to reduce the number and severity of relapses and slow or
halt the progression of their MS).

Initial treatments were modestly effective but advances in immunology have since
provided specialist MS neurologists with powerful tools to better understand the
underlying causes of MS and has led to new therapeutic advances that increased in
efficacy. Treatments are now strong enough to induce genuine and protracted
remission; not for everyone, but for a large proportion of people living with MS.

Therapeutic targets can modify the immune system prospectively. Induction therapy
can also attempt to destroy immune cells causing the autoimmune response. These
more potent medications do however come with adverse reactions and side effects that
must be actively managed within a specialist MS health care team. There is a potential
for infections, other autoimmune sequelae, therefore making the prescribing and
management of MS medications a specialist function.

The longer that access to diagnosis and effective treatment is delayed, the more
damage and potential chronicity of lesions may occur. Rather than a singular acute
lesion, it is noted that lesions can become smouldering and ingrained. Treatment goals
are therefore not only to attempt to stop inflammation and prevent disability
acquisition, but to stop the progression of this pathological problem. MS treatments are
really very specific.

14 https://www.msaustralia.org.au/living-with-ms/expert-blog/story-behind-mri-process-multiple-sclerosis
15 See https://www.msaustralia.org.au/about-ms/medications-and-treatments
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Importance of referral to a specialist MS neurologist

At times, GPs do not immediately and proactively refer patients to specialist
neurologists for a neurological assessment and early diagnosis. Generalist neurologists
do not always have the current knowledge of advances in MS treatments or system
support to assess, prescribe, monitor and complete the necessary and important safety
and screening protocols for the various MS treatments available. It is important to refer
people suspected of having MS to a neurologist specialising in MS, or to a MS or
Neuroimmunology Clinic for appropriate personalised and early diagnosis and
treatment.

Brain Health: Time Matters in MS

A global initiative based on the internationally endorsed report, Brain health: time
matters in multiple sclerosis®, recommend expert consensus standards ’on brain
health and MS and has produced a benchmark for clinical standards that could facilitate
local change?!® (as set out in Attachment 1).

These standards for timely MS care were developed by a panel of global MS specialist
neurologists and define ‘core’, ‘achievable’ and ‘aspirational’ time frames reflecting
minimum, good and high care standards, respectively. A multidisciplinary Reviewing
Group (MS nurses, people with MS, allied healthcare professionals) also provided
insights to ensure the recommendations reflected perspectives from multiple
stakeholders. These quality standards for care provide MS teams with a three-level
framework for service evaluation, benchmarking and improvement. If implemented,
they could revolutionise the care of people with MS. GPs play a vital role in achieving
these standards in the initial referral and diagnosis phase.

A concise guide for GPs *° has also been produced to assist GPs and primary care
providers to put these standards into practice (see Attachment 2).

Recommendation 3:

MS Australia recommends that prompt referral pathways by GPs to specialist MS
neurologists and their multi-disciplinary teams for those suspected of having MS or a
similar condition should be encouraged as best practice.

These international consensus guidelines note that once MS is diagnosed and a
treatment option or care plan has been established with their prescribing specialist MS
Neurologist, it would be ideal if GPs collaborated with the patient’s MS team in
providing treatments and ongoing support for symptom management. As previously
stated, symptoms can range from depression and anxiety, cognitive impairment or
cognitive fatigue, pain, bladder and bowel problems to sleep disorders and other motor
impairments. Often, symptomatic treatments (medicines) and the management of MS
requires a specialist multiple disciplinary response.

16 See https://www.msbrainhealth.org/recommendations/brain-health-report/

17 See https://www.msbrainhealth.org/healthcare-professionals/ms-brain-health-consensus-standards/

18 See https://www.msbrainhealth.org/healthcare-professionals/a-tool-to-benchmark-clinical-standards-and-
facilitate-local-change/ and https://www.msbrainhealth.org/healthcare-professionals/brain-health-time-matters-in-
multiple-sclerosis-slide-deck-for-hcps/

19 https://www.msbrainhealth.org/healthcare-professionals/brain-health-in-multiple-sclerosis-a-gp-and-pcp-guide/



https://www.msbrainhealth.org/healthcare-professionals/a-tool-to-benchmark-clinical-standards-and-facilitate-local-change/
https://www.msbrainhealth.org/healthcare-professionals/a-tool-to-benchmark-clinical-standards-and-facilitate-local-change/
https://www.msbrainhealth.org/healthcare-professionals/brain-health-time-matters-in-multiple-sclerosis-slide-deck-for-hcps/
https://www.msbrainhealth.org/healthcare-professionals/brain-health-time-matters-in-multiple-sclerosis-slide-deck-for-hcps/
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GPs and primary care practitioners should also be able to recognise that not every
symptom or health condition is MS related. People with MS maybe be at an increased
risk of infections (such as urinary tract infections) and comorbidities such as obesity,
hypertension, diabetes and mental health issues such as depression and anxiety.
Patients should be encouraged to continue their regular check-ups (in line with other
universal health advice) as health promotion, screening and early treatment of these
infections and comorbidities ultimately impact on patient outcomes.

The specialist MS team will screen the patient for a number of known risk factors prior
to the commencement of disease modifying therapies (DMTs)2°. Immunisation should
often be updated before DMT commencement. Whilst on DMTs, the GP and other
primary care providers should be aware of any signs of rare events or safety events that
might be related to DMT usage. This can often present through fevers, altered
cognition, personality changes, various herpes responses, meningitis, liver toxicity and
other neurological symptoms. Similarly, patients diagnosed with MS have a higher
prevalence for secondary autoimmune conditions. DMT side effects should be urgently
assessed by the patient’s MS team who will be in the position to assess the need for
possible acute treatment responses.

Acting quickly to treat relapses

Another potential for healthcare team collaboration is when patients experience a
potential relapse or pseudo relapse. Relapses are characterised by a sudden episode of
either new symptoms or a worsening of existing symptoms that continues for longer
than 24 hours (i.e. not temporary) in the absence of fever or other causes and is
separated from a previous attack by at least 30 days?!. Clinicians can assist in providing
the specialist MS team with a medical history and also by eliminating other possible
causes. Additionally, patient information such as a symptom diary could be invaluable.
A relapse might indicate that a patient is on a treatment that is not suitable or
efficacious. Itis not advisable to therefore delay seeking expert support or to advise the
patient to wait until their next neurological review.

Impact of MS on pregnancy

MS in general does not impact on fertility. Decisions about contraception should be
made reflecting on any potential contraindications with symptomatic treatments as
they may interfere with each other’s effectiveness?2. Famil