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Strengths and limitations of this study

 ► A purposive sampling frame was used to capture a 
range of experiences.

 ► Rigour and trustworthiness were enhanced by nega-
tive case analysis, peer- debriefing and maintenance 
of a reflexive diary.

 ► Participants were recruited from a single therapy 
centre in the southeast of England and were homog-
enous in ethnic background, which may limit the 
generalisability of the findings.

AbStrACt
Objectives The purpose of this study was to explore 
the experiences of people with multiple sclerosis (MS) 
who participated in iStep- MS, a feasibility randomised 
controlled trial of a behaviour change intervention that 
aimed to increase physical activity and reduce sedentary 
behaviour.
Design A qualitative approach was undertaken embedded 
in the feasibility randomised controlled trial. One- to- one 
semi- structured interviews were conducted and analysed 
using Framework analysis.
Setting Participants were recruited from a single MS 
therapy centre in the southeast of England, UK.
Participants Sixty people with MS were randomly 
allocated in a 1:1 ratio to the intervention or usual care. 
Following a purposive sampling strategy, 15 participants 
from the intervention arm undertook 1:1 semi- structured 
interviews.
Interventions The iStep- MS intervention consisted of 
four therapist- led sessions over 12 weeks, supported by a 
handbook and pedometer.
results Three themes were identified from the data. “I 
can do this”: developing competence in physical activity 
highlights the enhanced physical activity confidence 
gained through goal setting and accomplishment. “I felt 
valued”: the nurturing culture provides an overview of the 
supportive and non- judgemental environment created by 
the programme structure and therapeutic relationship. 
Finally, “What can I do?”: empowered enactment describes 
the transition from the supported iStep- MS intervention to 
intrinsically motivated physical activity enactment.
Conclusions Overall, this study supports the acceptability 
of the iStep- MS intervention and identified key areas that 
supported participants to be physically active.
trial registration number ISRCTN15343862.

IntrODuCtIOn
Multiple sclerosis (MS) is a complex progres-
sive neurological condition that can affect the 
motor, sensory and nervous systems.1 Physical 
activity (PA) participation is desirable in the 

management of MS and is associated with 
improved symptom management and quality 
of life.2–4 Despite numerous reported bene-
fits, research demonstrates that in compar-
ison to the general population people with 
MS report reduced levels of PA5 6 and spend 
more time in sedentary behaviour.7 8 People 
with MS report difficulty in accessing support 
to be physically active and research suggests 
that this support is not routinely available.9 
This indicates a need for new and innovative 
strategies to assist people with MS to change 
PA behaviour.

Behaviour change interventions are ‘coor-
dinated sets of activities designed to change 
specified behaviour patterns.10 These inter-
ventions often involve multiple, interacting 
components and have demonstrated success 
with increasing PA and reducing sedentary 
behaviour in the general population.11–13

A recent systematic review and meta- 
analysis which investigated the effective-
ness of behaviour change interventions for 
increasing PA in people with MS indicated a 
positive effect on self- reported PA in the short 
term.14 While these results are promising, 
wide variation in the mode and intensity of 
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delivery, and theoretical basis limit comparability across 
studies. Furthermore, there is a lack of evidence in the 
long- term effectiveness of such interventions and the 
acceptability of them for people with MS.

We developed the iStep- MS Trial,15 a behaviour change 
intervention that aimed to increase PA and reduce seden-
tary behaviour among people with MS. Briefly, the 12- week 
intervention consisted of four face- to- face, individual 
sessions with a physiotherapist, each lasting between 30 
and 45 min, an accompanying handbook and a pedom-
eter. Intervention sessions were guided by the handbook 
and incorporated a range of behaviour change techniques 
to facilitate engagement in PA and reduction in sedentary 
behaviours. Techniques were drawn from the taxonomy 
of behaviour change techniques16 and techniques used 
in each session are outlined in the online supplementary 
material. Brief cognitive- behavioural strategies, which 
aimed to address coping with negative emotions in rela-
tion to adjusting to MS and perceived stress were included 
in both the therapist training and participant handbooks, 
based on materials used in the Supportive Adjustment for 
Multiple Sclerosis programme.17 Self- reflection exercises 
and activity monitoring diaries for tracking PA, step- count 
and sedentary behaviour goals were included in the hand-
book. The intervention was delivered by a team of four 
physiotherapists. Therapists had an average of 15 (2.6) 
years of general experience and 7 (1.4) years’ experience 
working with people with MS.

Eligibility criteria for the iStep- MS trial were a self- 
reported diagnosis of MS, ability to independently walk 
within the home with or without a walking aid, relapse 
free for the past 3 months and free of unstable medical 
conditions (eg, unstable angina). Sixty people with MS 
were recruited from a single MS Therapy Centre in the 
southeast of England and the MS Society UK website, of 
whom 30 were randomised to receive the intervention.15

To ensure successful implementation and maintenance 
of behaviour change, interventions must consider and 
match the preferences and values of people with MS. 
Although existing literature has explored exercise and 
PA experiences of people with MS,18 19 to date few studies 
have investigated the experiences, opinions and prefer-
ences of people with MS regarding behaviour change 
interventions.20 21 Detailed qualitative exploration and 
analysis of the experiences of people with MS in such 
programmes has important implications for intervention 
refinement and informing future implementation strate-
gies to enhance PA. This study aimed to explore the user 
experience of the iStep- MS trial.

MethODS
The feasibility, acceptability and safety of the iStep- MS 
intervention were evaluated by conducting a feasibility 
randomised controlled trial accompanied by a parallel 
embedded mixed methods process evaluation. Using a 
qualitative research approach, the present study explored 

the participant’s experience of the intervention arm of 
the feasibility randomised controlled trial.

To elucidate the participant experience, one- to- one 
semi- structured interviews were conducted with a 
purposeful sample of 15 people following completion of 
the 12- week intervention. The sample in the present study 
was determined by what some authors have described as 
symbolic representation, that is, based on features that 
the literature suggests are relevant to engagement with PA 
and experiences of living with MS more generally which 
we believed to be of relevance to the study.22 A sampling 
frame involved key criteria including gender: to ensure 
representation reflective of the larger MS population and 
acknowledging that gender may impact activity choice 
and engagement,23 age (older or younger than 60 years) 
to capture participants with different life commitments 
(eg, employment), which has been shown to impact on 
engagement with PA24 and low and high PA engagement 
(above or below 5000 steps per day) to capture the expe-
riences of those already active and those less so in order 
to consider the impact that previous engagement may 
have.25 All participants who were approached agreed and 
provided written informed consent prior to participation 
in the interview.

To reduce any potential influence on the participant’s 
response interviews were conducted by an experienced 
qualitative researcher (MN) who was not involved in 
intervention provision. Interviews were conducted at a 
location and time of the participants’ choosing; including 
their own homes or a private room at the MS Centre. 
Interviews were conducted on average 31 (11.9) days 
following completion of the intervention.

The topic guide was developed in consultation with 
the wider research team. It was designed to explore 
the participants’ experiences of the intervention while 
taking the aims of the process evaluation into account. 
As a consequence, it has a number of specific questions 
relating to trial feasibility, acceptability and safety. This 
paper focuses on the user experience of the intervention. 
Interviews began with broad questions on the individual’s 
history of MS and discussion of past and current engage-
ment with PA. This was followed by a more focused explo-
ration of participation in the intervention. Open- ended 
questions, with neutral prompts as required, were used 
with sufficient flexibility to pursue issues introduced by 
the participants. Indicative content of the topic guide is 
shown in table 1. Interviews lasted from 51.6 to 88.6 min 
each (mean 66.9 min).

Audio- recorded interviews were transcribed verbatim, 
anonymised and imported into the qualitative data 
management software (NVivo V.12: QSR International). 
All participants’ names were replaced with pseudonyms, 
and identifiable information was removed.

Data were analysed using Framework analysis.26 Frame-
work analysis is a transparent and iterative process of 
analysing qualitative data. It allows the researcher to 
incorporate both deductive and inductive codes which 
was appropriate for this study where specific questions in 
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Table 1 Indicative interview topic guide content

Background  ► History of MS.
 ► The physical, psychological and social impact of 
MS.

Experiences in iStep- MS trial  ► Drivers for participation.
 ► Likes and dislikes of the programme.
 ► Expectation vs reality.
 ► Changes as a result of the programme.

Taking part in the research  ► Impact/effect of group allocation.
 ► Experience of being monitored.
 ► Experience of monitoring tools and questionnaires.
 ► Interaction with the research team/assessors.

MS, multiple sclerosis.

relation to feasibility and acceptability were identified a 
priori, but experiential aspects were not. It involved five 
iterative stages of analysis: familiarisation, identifying 
thematic framework, labelling, charting and mapping 
and interpretation.

During familiarisation with data, the transcripts were 
read several times and both initial deductive and induc-
tive codes were identified. Deductive codes originated 
from questions related to the process evaluation (ie, 
feasibility, acceptability) including communication with 
the research team, the experience of randomisation and 
trial information. The results presented here focus on the 
user experience of the iStep- MS intervention which were 
all inductive in development. The rigour of this stage was 
supported by independent dual analysis and coding of the 
first three transcripts by two researchers (JF, MN) following 
which the codes were discussed and agreement reached. 
Identifying the thematic framework involved different 
levels of abstracting of codes to develop key ideas used 
for subsequent phases. The conceptual framework was 
developed and discussed with the co- researcher prior to 
the next phase of analysis. During the labelling phase, the 
thematic conceptual framework was applied to the entire 
data set to ensure total coverage and further developed 
through the iterative process if new areas were identified. 
Charting is a process for summarising and synthesising 
the data to facilitate identification of thematic links and 
was conducted using a thematic matrix. The final phase is 
mapping and interpretation in which the final categories 
and their relationships and interactions are described. 
This process was facilitated through diagrammatical 
representations of the themes and critical discussion with 
the research team (MN, JR, AS and CK) to ensure themes 
were comprehensive and enhance the depth of analysis. 
Disagreements were resolved through peer debriefing 
until clarity and consensus were obtained. Preliminary 
results and interpretations were shown to the advisory 
group including people with MS and therapists who 
were given the opportunity to reflect on the findings. No 
changes were made as a consequence of this process. The 
phases are iterative resulting in continuous movement 
between the transcripts, codes and thematic charts. This 

method also provides a clear audit trail, which enables 
transparency.22 Acknowledging the primary researcher’s 
(JF) background in physiotherapy and role in the devel-
opment team several strategies were put in place to ensure 
the trustworthiness of the analytical process including the 
maintenance of a reflexive diary and consideration of 
negative case analysis to identify elements of the data that 
did not support or appeared contradictory to identified 
patterns.

Patient and public involvement
An advisory group composed of two people with MS and 
four clinicians with a special interest in neurology co- de-
veloped the intervention. The advisory group convened 
five times over the trial. Four meetings were held during 
the development phase and a further dissemination 
meeting was held following intervention completion.

Members of the advisory group who have MS were 
involved in reviewing and critiquing trial documenta-
tion including the trial protocol, participant information 
leaflets, consent forms, invite letters, recruitment mate-
rial and questionnaires. They contributed to the devel-
opment of the intervention by iteratively reviewing and 
providing content and design feedback on successive 
versions of the handbook. One member of the group 
who has MS assisted with piloting the intervention and 
recorded a training video for the intervention therapists. 
Preliminary results from the interviews were shared with 
them and comments invited regarding the interpreta-
tions presented. At the final dissemination meeting, they 
advised on the most relevant format and place of publica-
tion in order to maximise the impact of the findings for 
people with MS.

reSultS
A summary of participant demographic and clinical 
characteristics is shown in table 2. Participants were 66% 
female, with an age range of 39–71 years; time since diag-
nosis ranged from 4 to 42 years. The disease course was 
relapsing- remitting (n=7), primary progressive (n=3) and 
secondary progressive (n=5). Nine participants had an 
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Table 2 Participant demographic and clinical data

ID
Age range 
(years) Sex

Clinical 
course

Time since 
diagnosis 
(years)

Physical activity 
engagement 
(above or below 
5000 steps)

Functional 
walking level Ethnicity

Harry 46–50 Male SPMS 12 <5000 Independent with 
aid

White

Julia 61–65 Female PPMS 7 <5000 Independent White

Anna 56–60 Female SPMS 27 <5000 Independent with 
aid

White

William 71–75 Male SPMS 23 <5000 Independent with 
aid

White

Rose 61–65 Female SPMS 21 <5000 Independent with 
aid

White

Adam 51–55 Male PPMS 5 <5000 Independent with 
aid

White

Ella 51–55 Female RRMS 10 >5000 independent White

Hannah 41–45 Female RRMS 4 >5000 Independent White

Maisie 51–55 Female RRMS 20 >5000 Independent White

Joe 66–70 Male RRMS 42 <5000 Independent with 
aid

White

Sophie 51–55 Female RRMS 12 >5000 Independent White

Emma 36–40 Female RRMS 5 >5000 Independent White

Olivia 61–65 Female SPMS 12 <5000 Independent with 
aid

White

Emily 61–65 Female RRMS 8 >5000 Independent with 
aid

White

Mark 61–65 Male PPMS 8 <5000 Independent with 
aid

White

PPMS, primary progressive multiple sclerosis; RRMS, relapsing- remitting multiple sclerosis; SPMS, secondary progressive multiple sclerosis.

average daily step count of fewer than 5000 steps. The 
desired sample was achieved demonstrating a range in 
all variables of interest. There was a mix of employment 
and habitation statuses however, it is worth noting that all 
participants were white.

Summary of themes
Three themes were identified following analysis. “I can do 
this”: developing competence in physical activity describes the 
increase in confidence to initiate behaviour and explore 
personal exercise boundaries through goal attainment. “I 
felt valued”: the nurturing culture refers to the supportive 
environment within which the iStep- MS programme was 
conducted. “What can I do?”: empowered enactment explores 
the participant’s contemplation of the transition from 
supported behaviour change within the trial structure to 
autonomous self- management.

Theme 1: “I can do this”: developing competence in physical 
activity
As participants reflected on their progression through the 
intervention, they expressed an increase in their perceived 
confidence to undertake PA. This change resulted in a 
growing sense of competence in their own ability to be 

active. Three distinct features of the programme: pushing 
boundaries, stepwise incremental development and indi-
vidualisation were deemed to facilitate this competence 
shift and are described next.

Active exploration of personal boundaries permitted 
participants in the iStep- MS programme to safely test 
and challenge their perceived PA capability. Successful 
attainment of predefined goals which pushed the bound-
aries of their physical capability and capacity recalibrated 
participants’ views of their ability and led to a renewed 
trust of bodily signals and confidence in achieving PA 
targets.

I discovered that round this block is ten minutes. And 
it was hard work to go…getting round there once at 
a vaguely fast pace (which) was slightly scary. I didn’t 
do it on my own because I was worried about tripping 
and then I was worried about getting stuck and not 
being able to finish it. But now I’d quite happily—
go round the block, I can do two or three times one 
after another, quite fast, on my own and I'm not wor-
ried anymore. It’s built a lot of confidence in me… 
(Sophie)
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For Sophie and others on the programme, boundary 
exploration was successfully achieved by breaking large 
goals down into smaller steps. Cumulative achievement 
of microgoals was important for several reasons. It made 
perceived insurmountable targets seem achievable. 
Personal benchmarks of capability were redefined with 
completion of each step of the goal trajectory which led to 
capability recognition. Tackling performance outcomes 
incrementally allowed participants to work within their 
ability zone. Achieving each step safely without injury or 
relapse diminished apprehension and provided encour-
agement to push the boundaries further. Finally, stag-
gered goal achievement dispelled the idea that changing 
behaviour must involve significant lifestyle modifications.

While these small steps may have seemed insignificant 
from an objective perspective, the beneficial effect on 
competency and mastery to the individual was evident as 
demonstrated in the following extended quote.

One of the things that I put down as my target was to 
walk into town. Now, that sounds oh, just walk into 
town. Now, I know I can walk because I put one foot 
in front of the other…. the one thing that MS does, 
physically, it knocks your confidence for six because 
you’re not as independent, I didn’t want to go out on 
my own.

Then I decided, and I did it in small steps, I walked 
there, walked back, walked there, walked back, had 
a few where I didn’t walk as far as, or I got, and I 
thought no, I can’t do this, I can’t do this. The day I 
walked into town, on my own, without anybody there, 
was absolutely liberating. I can do this. I can do this, 
and from then, from that moment onwards, it was, 
you know, I can do this, I can do anything I want to 
do… (Emily)

As Emily indicates, incremental goal stages were inval-
uable, but full independent goal completion provided 
external confirmation of physical ability and was a crucial 
milestone in the enhancement of exercise confidence.

An important feature of the goals was that they were 
personally meaningful, linked with values and tailored to 
the individuals’ specific circumstances.

I think they mean more. If it’s something that you’ve 
decided is important to you, rather than somebody 
deciding for you. I mean, one question on page what-
ever, and it said, ‘What’s important to you in your 
life—is it your friends, relatives and everything?’ And 
I thought about that and I thought, ‘No, the things 
that are really important to me is my independence’. 
And it all came out of that. (Joe)

Joe’s description above illustrates how underpinning 
the goal setting with personal reflection driven by the 
participant facilitated his sense of autonomy and control 
over the activities. Other participants described similar 
experiences reflecting on how this reversed the power 
dynamic experienced in previous medical interactions. 

Taking ownership of individually tailored goals ensured 
investment in the programme and facilitated mainte-
nance of activity goals.

Individual tailoring was possible due to the compe-
tence of the therapy team to distil personally meaningful 
themes through their in- session conversations.

my children are what I want to be able to do and do 
things with them. So from discussions with (the thera-
pist), she picked up that it was important to me that I 
was able to do those sort of things. So then it became 
things—suggestions from here (Emma)

The importance of goal relevance was also emphasised 
when it was missing. Adam, for example, preferred cycling 
to walking, but due to a perceived required emphasis 
on step count, this was prioritised creating a mismatch 
between his goals and desired activities as illustrated by 
the following quote:

….what I felt was a bit of a pain was when I had to 
feel I was doing a walk to the shop because I needed 
to increase my step count…if I need to get a paper 
or something then I’ll prefer to take the bike, it’s 
quicker, it’s less hassle, I’m straight out and walking 
to the shop is a bit boring, the terrain’s a bit awkward. 
(Adam)

While the achievement of predefined goals promoted 
feelings of competence and was a strong recurring theme, 
failure to reach PA targets led to feelings of disappoint-
ment and decreased motivation emphasising the impor-
tance of tailoring goals to individual capability.

Probably the one thing that I do do a lot, which is get 
disheartened when I don’t achieve the type of goals 
that I want to achieve (Hannah)

Theme 2: “I felt valued”: the nurturing culture
Competence development was also enhanced and facili-
tated by the nurturing culture embodied in the iStep- MS 
programme. This supportive environment was created 
through the intervention structure such as the face- to- 
face sessions with a consistent therapist and importantly 
through the actions, approach and expertise of the 
treating therapists who made participants feel valued.

Face- to- face interaction across four intervention 
sessions facilitated the development of a personal and 
supportive relationship between the therapist and partic-
ipant. Through the conversational format, participants 
could articulate their thoughts and feelings regarding 
topics of importance. Subsequently, participants felt 
understood and were more forthcoming as a result of the 
rapport developed. In contrast to previous clinical expe-
riences which often felt rushed, therapist contact across 
the intervention sessions fostered a sense of relatedness 
by making participants feel listened to and valued. This 
was crucial in improving confidence and self- efficacy to 
engage in PA goals.
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I think I felt listened to, I think I felt valued. With the 
NHS nurses just popping in and out, you just feel like 
they’ve got a job to do and then they go on. With this 
little chat, she felt like she was spending time with 
me and I think it’s about how personalised it then 
became. It was much more personal. (Hannah)

Reliable and consistent contact enhanced psychoso-
cial well- being and provided reassurance to allay fears or 
uncertainties. Key to the development of this relation-
ship was a sense of partnership. In contrast to prior clin-
ical dialogues which followed a paternalistic approach, 
during the iStep- MS sessions the participant was valued 
as the expert who led the agenda of the session which 
encouraged agency and autonomy.

Well if it’s come from me, it’s what I want to do. It’s 
the way I want to achieve it, not the way they want, it’s 
what I want to do. That’s important isn’t it? (Rose)

A balance between therapist direction and participant 
centredness was embodied through collaborative goal 
setting which encouraged power- sharing: a ‘shoulder- to- 
shoulder’ approach. Equity and a sense of responsibility 
because of that partnership was also evident.

Well, people do put in the effort here (MS centre) 
and I think it’s, there’s an element of fairness in ac-
tually doing your own bit, rather than me just rolling 
up here every three or 4 weeks for a chat with (phys-
iotherapist). (Mark)

While partnership was both facilitatory and valued, 
participants also appreciated that the therapists’ role 
nurtured accountability. Between- session monitoring 
motivated participants to instigate positive health changes 
as their efforts would be discussed in the next session. 
Accountability was often driven by therapist delivered 
affirmation which provided supportive reassurance to 
enable participants to engage with activity.

No I think seeing the physiotherapist; she kept you 
going, kept you monitored for the next step. I think 
it’s important on a regular basis to achieve your tar-
get and then talk about your disappointments or your 
achievements, to be honest. (William)

As the intervention progressed participants gave 
examples of more internal accountability. Activities 
were completed often against the odds “just because we 
(husband and herself) decided to set some targets”, as 
Maisie explained.

While this sense of accountability was valued by many, 
Emma expressed a clear desire for personal rather than 
external accountability

But I don’t think having it written down that I was 
going to go for a walk every week for half an hour 
was right for me. I didn’t want—I think it comes 
down to accountability again, I didn’t want it to make 
me accountable. I wanted to be accountable myself. 
(Emma)

This view is important to emphasise as it highlights the 
need for the programme to have enough flexibility to 
accommodate such preferences.

An important aspect of the interaction that made 
accountability more acceptable was the non- judgemental 
spirit conveyed by the therapist during the interven-
tion sessions. Affirmative interactions which embodied 
empathy were valuable when goals were not achieved in 
this diligent population creating an environment that was 
inherently unpressurised.

on the last session when I went to see (the physio-
therapist) and I thought oh, I haven’t filled in all my 
things and I almost felt like a schoolchild again… she 
was lovely about it…she said, ‘Well, I know you’ve 
given it some thought because you’ve written some 
things down and it’s just great that because we can 
talk about it’, and it was phew, a big relief. (Ella)

Participants described how this facilitated a safe envi-
ronment where they felt at ease in communicating their 
struggles and critically challenging their personal barriers 
to PA.

Theme 3: “What can I do?”: empowered enactment
Participation in the trial facilitated experiences of 
mastery through an exploration of ability and successful 
goal completion within an autonomy- supportive environ-
ment. These factors enhanced participant control with a 
corresponding positive effect on confidence. As indicated 
by Maisie above, the result was evidence of participants 
managing their own behaviour which allowed them to 
be autonomous in goal completion independent of the 
infrastructure provided by the iStep- MS intervention.

A key message which resonated with participants was 
the value of embedding small changes in everyday life. 
Over time, they found themselves independently looking 
for more opportunities to achieve this.

I think I was probably quite pleased that I get up and 
fill the dishwasher more than I used to do probably so 
all those light things which means you’re not just sat 
on the sofa at the end of a meal watching TV, you’re 
thinking, well, what can I do, what is there to do, 
there’s always something and just having that kind of, 
right, I’ll get and do something else. (Adam)

Similarly, pacing was used as a self- management skill 
and planned breaks were re- framed and perceived to be 
an active response to symptom management rather than 
a passive coping approach to exhaustive activity. Integra-
tion of planned breaks allowed participants to allocate 
finite energy stores to prioritised activity and to take back 
control by ensuring PA was suspended before exhaustion 
arose. This shift in attitude caused participants not to view 
their day in blocks of opportunity to rest but rather look 
for any opportunity to complete activity however small.

Whereas before I would go and do jobs and I would 
just go into them and say, ‘OK I’ve got to sit down 
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now…’ Whereas now because I have paced myself I 
have got a bit more energy. OK the job has taken lon-
ger but I am all right, at the end of it I am all right. 
I have paced myself and I don’t need half an hour 
sitting down. (Harry)

Exercise planning was another technique that partici-
pants identified as a continuing skill. It negated competing 
commitments, ensuring PA became part of a routine and 
facilitated coping planning which created contingency 
plans to circumvent or compensate periods of unavoid-
able sedentary behaviour or planned lapses like holidays 
that might have otherwise jeopardised progress.

… I’m going to spend hours on a train next week go-
ing to Cardiff, but I’m going to walk from the train 
station to the office and not get a taxi, and that’s 
going to be, you know, the best part of a mile each 
way, and those are the sort of things, how do I work 
around?. yes, I have got to sit in a car for so long, I’m 
going to be on a train for so long, what am I going to 
do? How am I going to put some physical activity into 
it? (Maisie)

Participation in the intervention ultimately empowered 
participants with the knowledge, skills and resources to 
exert positive control and choice over their behaviours. 
Participants felt competent to enact their desired life-
style changes independently and ongoing sustained 
engagement in PA behaviours was anticipated by many 
participants.

…well it’s just I keep saying to my wife and keep re-
minding myself what I used to do in the past and per-
haps how much more, a little bit more I could do in 
the future. One mustn’t stop now and say that is it. 
(William)

DISCuSSIOn
The principal objective of this study was to explore 
participants’ views and experiences of the iStep- MS 
intervention. Participants in the iStep- MS trial found the 
programme acceptable and reported a range of perceived 
benefits and personally meaningful changes to activity. 
Behaviour change techniques and the support embodied 
by the non- judgemental partnership formed between 
therapist and client facilitated confidence to engage in 
PA and equipped participants with the skills for ongoing 
behaviour change.

Competence in PA was facilitated through personally 
meaningful goal achievement, supported by reflection 
and self- monitoring. Goal setting is a widely used strategy 
to support self- management and facilitate behaviour 
change,27–30 which has positive associations with PA for 
people with MS.31 In line with previous research, the value 
of a ‘small changes’ approach to lifestyle modification was 
emphasised in the present study.32 Successful goal attain-
ment through this approach, combined with immediate 

validation of effort through self- monitoring33 34 promoted 
feelings of competence and was integral for increasing 
confidence and self- efficacy.35 Self- efficacy is a domi-
nant contributor to PA participation among people with 
MS36 and the feelings of empowerment demonstrated 
in the present study support the role of goal- setting in 
building confidence. Imbued with an enhanced sense of 
mastery, participants began to take ownership of their PA 
behaviour by flexibly modifying their own goals between 
sessions with the physiotherapist at any time, at their own 
discretion.37 In line with previous research,38 adaptive goal 
adjustment that was self- initiated under personal volition 
promoted feelings of psychological well- being and ulti-
mately promoted autonomy in goal achievement.39 40

Autonomy was further developed through the support 
of a strong therapeutic relationship. Understanding the 
participants’ personal context allowed the creation of 
an intervention that was individualised to participants’ 
needs and values. PA engagement is influenced by a 
myriad of factors for people with MS18 41 and its hetero-
geneous presentation requires individualisation of the 
format of PA interventions42 highlighting the importance 
of context- appropriate goals that respond to personal 
need.43

Alignment of goals with personal preferences in the 
present study increased feelings of ownership and subse-
quently enhanced perceptions of control over behaviour 
change implementation. Treating the individual as the 
expert in their situation aligns with the principles of 
patient- centred care and expert physiotherapeutic prac-
tice.44 Additionally, shared decision making in goal setting 
has been found to enhance participant satisfaction45 and 
behaviour changes outcomes.46 This may be particularly 
important for people with MS who are significantly more 
likely to favour shared decision making with healthcare 
professionals compared with other chronic conditions.45

Crucial to this sense of individualisation was the ther-
apeutic partnership developed across four intervention 
sessions, which lasted between 30 and 45 min. Of partici-
pants interviewed, six reported a prior relationship with 
their intervention therapist through their involvement 
with the MS therapy centre, which may have hastened the 
establishment of the therapeutic relationship. However, 
regardless of prior relationship, time spent interacting 
with their therapist was emphasised as a key factor in 
participant engagement and perceived acceptability of 
the programme. Behaviour change interventions have 
been delivered to people with MS through diverse modes 
including group sessions47 48 and technology- mediated 
approaches, for example, telephone,49–51 and internet- 
based counselling.52 Although such modes of delivery 
may require less resources than a face- to- face interven-
tion, our findings suggest that the formation of a non- 
judgemental partnership was key to the perceived impact 
of the programme. Presently, there is a dearth of infor-
mation examining preferred intervention delivery mode 
in people with MS, however, research in the general 
population53 and other chronic conditions54 55 generally 
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supports a preference for face- to- face interventions. 
Given the importance of the therapeutic relationship in 
facilitating behaviour change, further evaluation of the 
cost- effectiveness of a face- to- face intervention, relative to 
a telephone or internet intervention, is warranted.

The programme appeared to provide participants with 
the skills and resources for continued PA engagement 
after clinician contact ceased. Such potential for contin-
uation is essential given the short- term nature of the 
programme and evidence that prolonged commitment to 
change is often not sustained.14 Intrinsic motivation has 
been shown to predict PA56 and appeared to be a driving 
force behind PA intention and behaviours as participants 
progressed through the programme. Commitment to 
change was evidenced by engagement with and embed-
ding of self- regulatory strategies into daily life including 
pacing, exercise scheduling and coping planning. These 
techniques have demonstrated efficacy in promoting 
behaviour change57 and allowed participants in the 
present study to anticipate future problems and select 
alternative solutions ensuring intention for behaviour 
change maintenance.

limitations
The iStep- MS trial was conducted in a single, non- National 
Health Service centre in the southeast of England, which 
may influence the generalisability of findings. Six partic-
ipants who were interviewed had a prior relationship 
with the therapist who implemented their intervention 
through their involvement in the MS therapy centre. It is 
possible that this prior rapport may have influenced their 
experience of the intervention. Furthermore, there was a 
lack of ethnic diversity and a limited age span within the 
participant group. While participants reported positive 
experiences and perceived impact of the iStep- MS trial, 
these reports need to be considered alongside the safety, 
fidelity and indicative efficacy results when considering 
whether iStep- MS warrants further development.

Strengths of this study include the use of a clear audit 
trail and a variety of strategies that aimed to enhance trans-
parency and rigour. Although the interviews represent 
a subsample of participants, a comprehensive sampling 
approach was used to ensure representation of viewpoints 
from a range of participants.

COnCluSIOn
Support to be physically active is not as readily avail-
able or accessible as required for people with MS. The 
present findings demonstrate that a therapist supported 
behaviour change intervention is acceptable to people 
with MS and resulted in perceived changes to activity 
behaviour.

Key features that enhanced acceptability included 
goal achievement within a therapist supported non- 
judgemental collaborative approach. Results provide 
evidence of the value of a therapeutic relationship in facil-
itating behaviour change. Intervention implementation 

may be improved if PA preferences can be elucidated and 
implemented among individuals with MS. It is possible 
that these key features, which draw on evidence, have the 
potential to result in long- term engagement in PA and 
enhanced health outcomes for people with MS.
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