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Cl=confidence interval.
P value is based on a Poisson model assessing within-group annualized relapse rate reduction from baseline.

- Confirmed EDSS worsening was defined as a score increase
of >1.5 from a baseline score of 0.0, an increase of >1.0 from
a baseline score of 1.0-5.5, or an increase of >0.5
from a baseline score >6.0, confirmed 24 weeks later.

HR=hazard ratio.
HRs and P values are based on a Cox model with age, number of relapses in the year prior to natalizumab initiation, and baseline EDSS category (EDSS score <3.0 or >3.0) as covariates.
Data are recensored at week 144. Patients with available baseline EDSS scores are included.

Introduction

Natalizumab is an effective treatment for MS that
has been shown to reliably reduce relapse rates and disability
worsening in both clinical trials and real-world clinical practice.**

- In particular, natalizumab treatment is associated with lower

Figure 2. EDSS score change from baseline at 3 years of natalizumab treatment Figure 4. Cumulative probability of 24-week confirmed EDSS improvement over 3 years of

natalizumab treatment
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SEM=standard error of the mean.
2Based on Wilcoxon rank-sum test between groups.
®Based on Wilcoxon sighed-rank test within group.

HRs and P values are based on a Cox model with age, number of relapses in the year prior to natalizumab initiation, and baseline EDSS category (EDSS score <3.0 or >3.0) as covariates.
Data are recensored at week 144. Patients with available baseline EDSS scores are included.

Annualized Relapse Rates

Methods

- Natalizumab treatment significantly reduced annualized relapse
rates compared with baseline in all 3 cohorts. (Figure 1).

Table 1. Characteristics of treatment-naive patients in TOP (N=5506)
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natalizumab by May 1, 2016, were included in this analysis. | | N Characteristic (n=233) (n=179) (n=144)
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- Annualized relapse rates in the year prior to natalizumab initiation symptom onset. (Figure 3) Median (min, max) 2.5 (0.0, 9.5) 3.0 (0.0, 7.0) 3.5 (0.0, 7.0)
and while on natalizumab were compared. - The adjusted likelihood of EDSS improvement was greater for Number of relapses in year prior?
- Disability outcome§ were assessed over 3 years of trea.tment.. patients. with <1 year since MS symptom onset (49.3%) than for Mean (SD) 2.1 (0.93) 2.2 (1.03) 1.8 (0.93)
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- The Kaplan-Meier method was used to estimate the cumulative Mean (SD) 3.1 (1.94) 3.1 (1.90) 2.7 (1.81)
Median (min, max) 2.9 (0, 7.9) 2.8 (0.1, 8.4) 2.3 (0, 8.4)

probability of confirmed EDSS worsening or improvement.

SD=standard deviation.
aAssessed at baseline.
PData were available from 175 patients with MS duration <1 year, 120 patients with MS duration of 1-5 years, and 92 patients with MS duration >5 years.
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