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PROPENSITY SCORE MATCHING Discussion and conclusion
Propensity score (PS) and gender 1:1 exact matching method was
used.
Covariates used for PS estimation: age, MS center, MS duration, time
between MS onset and first treatment, type and duration of previous
first line agents, use of ISs, ARR in previous 2/1 years, brain MRI

activity and number of new/enlarging T2 lesions and Gd+ lesions at L L . . : : : -
baseline. baseline EDSS score. absolute difference of baseline EDSS I N considering a valuable therapy after first-line failure is therefore mandatory to take into account on one hand the faster and higher reduction of clinical and MRI

score — 1/2 years earlier EDSS score. disease activity with NAT treatment, on the other hand safety issues concerning PML, which led to a much higher discontinuation rate in NAT cohort with respect
STATISTICS to FTY cohort. The risk of reactivation after NAT withdrawal is another important problem to deal with. Bearing in mind these considerations, evaluating disease
activity, stratifying PML risk and assessing patients risk propensity should guide the choice of second-line treatment.

In our study NAT was twice superior to FTY treatment in reducing relapse occurrences and disease activity (according to NEDA-3 status) in RRMS patients non-
responding to injectable first-line agents. A significant reduction in ARR and MRI outcomes was observed during the first year, while in the second year the
differences did not reach statistical significance. The effect of NAT and FTY treatment on disability worsening was similar after 2 years. Compared to FTY, NAT
treatment could lead to a faster improvement of EDSS score in patients with a higher and recent accumulation of disability. These results are in line with those of
Kalincik et al [9].

Survival times outcomes were compared first using a Log rank test,
then using a multivariate model (Cox’s proportional hazards) adjusted
for all covariates used for PS estimation, gender and wash-out period REfe rences
between first-line agents and FTY/NAT initiation. Hazard ratios (HR)
and relative Cl 95% were estimated. Continuous outcomes (e.g. ARR)
were compared using Mann-Whitney test, nominal variables using
Chi-Square test. All analysis were performed in the ITT population. A
significance level of 0.05 was used for each test. SPSS IBM v. 21
program was used.
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