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QWhat clinical, MRI and laboratory
findings justify initiating treatment

after the first demyelinating event?
How strong is the scientific evidence
on the value of treating immediately
after a clinically isolated syndrome
(CIS)? Is there any way to anticipate
the likely benefit from early therapy or
is the response highly individualized?

AThere have been three phase III clin-
ical trials (CHAMPS, ETOMS and

BENEFIT) that have documented the
benefits of initiating therapy after a clin-
ically isolated syndrome, according to
Patricia Coyle, MD, Professor and
Acting Chair of Neurology at Stony-
brook University medical Center. The
studies are indicators that there is strong
evidence for treating patients immedi-
ately, and give direction how to treat the
first demyelinating event, she adds.

Patients who have tell-tale clinical
syndrome which, nothing else consid-
ered, carries a high risk of MS, namely: a
monocular optic neuritis and incom-
plete transverse myelitis and isolated
brainstem/cerebellar syndrome, multifo-
cal CNS syndrome or paroxysmal
attacks. Clinicians should perform a
careful differential diagnosis to rule out
other explanations for the patients’ pre-
senting neurological episode, to the best
of the clinicians’ ability. In the studies,
patients generally had an abnormal brain
MRI with evidence of a process that was
disseminated in space, meaning there
were two or more lesions that could not
explain their presenting clinical syn-
drome.

“If you follow those criteria, which
was followed in the phase III trials for
the most part, then you’ve enriched your
first-attack patients to the point where
you’ve identified close to 100 percent
that it’s the first relapse of their MS. And

I think you can feel very confident, eth-
ically, about offering them treatment,”
Dr. Coyle says.

QWhat factors influence your choice
of initial therapy? At what point

would you consider switching to a dif-
ferent agent, and why? Would you alter
the regimen based on MRI or lab find-
ings in the absence clinical evidence of
progression?

A It boils down to properties of the
drug treatment itself with regards to

efficacy, side effect profile, tolerability
and price, Dr Coyle says. Secondly, dis-
ease features impact the decision making
process. “These would be both clinical
and MRI prognostic features, the clini-
cal and the temporal aspect of the dis-
ease, occasionally duration of the disease
and clinical subtype might all influ-
ence,” she says.

Also, Dr. Coyle notes, patient factors
to consider are comorbidity, lifestyle,
tolerated medications and expectations.
“And finally, the physicians’ prior experi-
ence colors their choices.”

If a patient is a suboptimal responder
then you must modify treatment and
your options are either to switch to a
brand new class of treatment or to go
with a combination strategy, Dr. Coyle
says.

She also noted she
would alter the regimen
based on MRI or lab find-
ings in the absence of clin-
ical evidence of progres-
sion. “Personally, I would
because I am now con-
vinced that in early relaps-
ing MS the MRI findings
will precede the clinical
evidence, and all of the
MS treatment trials indi-

cated that a successful response to treat-
ment involved stabilizing and having a
positive MRI effect.”

QWhat side effects are patients most
concerned about, and is there any

way to minimize them? For drugs that
are injected subcutaneously, how (and
why) do you teach good injection tech-
niques? Are auto-injecting devices a
good idea and who should consider
them?

AThankfully, side effects don’t play as
debilitating of a role as they can with

other neurological diseases. “It’s unusual
to have to stop treatment because of side
effects,” Dr. Coyle says.

Good injection techniques are critical
for minimizing discomfort and ensuring
compliance, particularly with the subcu-
taneous injections. The pharmaceutical
companies that make injectable agents
have set up typically very good support
services, Dr. Coyle notes. “You can actu-
ally get their nurses to come into the
home and train patients on how to do
subcutaneous injections,” and that auto-
injecting devices are also typically well
received, she adds. PN
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