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How do patients
with MS present 
in primary care?

What are the 
different
phenotypes?

What are the 
management
approaches?

MULTIPLE SCLEROSIS (MS)
IS THE LEADING CAUSE 
OF NON-TRAUMATIC
NEUROLOGICAL DISABILITY 

in young adults.1,2
Diagnosis is based on the evidence of

neurological symptoms, and aided by
magnetic resonance imaging (MRI), 
e.g. white and grey matter changes in
the brain and spinal cord, and CSF
analysis, e.g. presence of oligoclonal
bands.3 Once diagnosed, people with
MS require lifelong management usually
involving a range of healthcare
professionals.4

In the UK, MS prevalence increased 
by 28%, from 1990 to 2016, due toearlier
diagnosis and increased survival.2,5

Public Health England estimates that
the 2018 prevalence in England was 
190 cases per 100,000, with 105,800
affected individuals.6

The female to male ratio is 2:1, and
patients have a minimally reduced life
expectancy.1,2

» days or weeks. However, over time,
neurological deficits from relapses can
accumulate, resulting in irreversible
disability.10

In a minority of patients with subtle
clinical progression at onset, symptoms
may consist of gradual loss of power in
the lower limbs, often accompanied by
sensory disturbances and
bladder/bowel dysfunction.11 Symptoms
progressively worsen over months or
years, and patients are often unable to
pinpoint the actual starting date.

In clinical practice, symptoms are
generally investigated across different
neurological systems:
•Visual (e.g. changes in visual acuity
and/or visual field)
•Brainstem (e.g. nystagmus, diplopia,
trigeminal neuralgia, dysarthria,
dysphagia)
•Pyramidal (e.g. reduced power and
mobility, spasticity)
•Cerebellar (e.g. tremor, ataxia,
problems with balance)

AUTHORS
Dr Marcello Moccia
MD MD(Res) PhD
Clinical Lecturer,
Department of
Neurosciences, University
of Naples, Italy, Honorary
Clinical Assistant,
National Hospital for
Neurology, Queen
Square, London, UK

Professor Alan
Thompson 
FMedSci FRCP FRCPI
Garfield Weston
Professor of Clinical
Neurology &
Neurorehabilitation,
Dean of the Faculty of
Brain Sciences, School
of Life & Medical
Sciences, Honorary
Consultant Neurologist,
National Hospital for
Neurology, Queen
Square, London, UK

Prompt diagnosis can improve
outcomes in multiple sclerosis

CLINICAL PRESENTATION 
Over the past few decades, the natural
history of MS has progressively become
milder,7 mainly as a result of advances in
diagnosis and treatment. In particular,
early recognition of MS symptoms and
referral to MS specialists has contributed
to improved long-term prognosis, and
better management before irreversible
disability accrues.8

In most cases, clinical presentation is
characterised by recurring episodes of
neurological deficit i.e. relapses. A relapse
is defined as the acute-subacute onset
of neurological symptoms lasting at
least 24 hours, in the absence of
infections, fever or other symptoms of
systemic disease.9

In relapsing patients, the most
common symptoms at onset are loss of
power and/or sensation in one or more
limbs, visual defects, or a combination of
multiple symptoms.1  In the early phase
of MS, patients generally recover from
relapses fully, without treatment, within

FIGURE 1
MRI scan of an MS
patient at diagnosis
showing two typical
examples of MS
lesions: 
AA juxtacortical
lesion and 
B A periventricular
lesion perpendicular
to the corpus
callosum 
(Dawson’s fingers) 

A B
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based on the combination of clinical
features (relapses and clinical
progression), MRI findings (T2 and 
T1 gadolinium-enhancing lesions in
periventricular, cortical/juxtacortical,
infratentorial and/or spinal cord areas),
and CSF analysis (the presence of
oligoclonal bands in the CSF indicates
disseminated inflammatory activity
within the central nervous system).3

Because of the variability of clinical
presentation and the existence of
different phenotypes, on the first
assessment, frequently carried out in
primary care, blood tests should be
ordered to exclude any alternative
diagnoses which may mimic MS
symptoms. These include: full blood
count, inflammatory markers (e.g. ESR,
CRP), liver function, renal function,
calcium, glucose, thyroid function,
vitamin B

12 
and HIV serology.19

Subsequently, if blood test results are
within normal limits, a brain MRI without
a contrast enhancing agent (gadolinium)
is generally ordered. 

Clinical history and MRI findings could
be sufficient to make a diagnosis of MS
in particular in the presence of lesions
with topography and morphology
typical of MS. If not, following neurology
consultation, other tests could be
considered, such as spinal cord MRI,
repeated brain/spinal cord MRI with
gadolinium, and/or CSF examination.

The incidental finding of MS-like
lesions on brain MRI in individuals
without any clinical history of
neurological dysfunction is called
radiological isolated syndrome (RIS).7
RIS is seen by many as potentially the
initial stage of MS.20

Referral to an MS team is helpful to
confirm the MS-like nature of MRI
findings and to exclude any subtle
symptoms (e.g. defects in specific
cognitive functions). Additional tests
(e.g. CSF analysis, visual evoked
potentials) can be considered to
estimate the likelihood of future
conversion to MS, though no specific
treatment is currently indicated in RIS.

MANAGEMENT
Disease modifying treatments
MS is currently not curable. Disease
modifying treatments (DMTs) can
reduce the risk of new neurological
symptoms, severe ambulatory
impairment (EDSS 6.0), and death in
people with RRMS, compared with no
treatment or placebo.21-23 As such,
patients with MS undergo regular
neurological consultations, blood tests,
and MRI scans for disease and DMT
monitoring.1,4

•Sensory (e.g. changes in superficial,
vibration or position sense, pain)
•Bowel/bladder (e.g. urinary urgency,
urinary retention, bowel dysfunction,
sexual dysfunction)
•Cerebral (e.g. changes in mentation,
depression, fatigue)

Based on a combination of these
systems, an overall disability level can be
scored with the Expanded Disability
Status Scale (EDSS), which uses an
ordinal scale of increasing severity from
0 (absence of neurological symptoms
and signs) to 10 (death related to MS),
with 0.5 unit increments.12 Generally,
EDSS steps 1.0 to 3.5 indicate
unrestricted walking, while EDSS steps
4.0 to 7.5 indicate progressive reduction
in walking ability.12

The classification of MS phenotypes is
shown in table 1, opposite. Following the
first relapse, the condition is termed
either clinically isolated syndrome (CIS)
or relapsing-remitting MS (RRMS),
depending on whether additional tests
(e.g. MRI, CSF analysis) suggest
dissemination in time (DIT) and space
(DIS).3,9,13

On the occasion of a second clinical
relapse, the condition inevitably falls
within RRMS.3,9,14 Following this initial
relapsing-remitting course, patients can
develop progressive disability,
independently from relapses; this
disease stage is named secondary
progressive MS (SPMS).13,15

In around 10% of patients, a gradual
worsening of disability can occur from
the start of the disease, which is termed
primary progressive MS (PPMS).13

Of note, patients diagnosed with
PPMS and SPMS may also experience
periods of symptom remission (and
sometimes improvement), within an
overall declining trajectory, and can still
present with inflammatory activity 
(e.g. clinical relapses or evidence of MRI
activity). As such, PPMS and SPMS have
been reclassified as different parts of the
same progressive spectrum, and more
attention is actually given to the
detection of clinical and/or MRI
evidence of disease activity.13,16

DIAGNOSIS
A diagnosis of MS requires that clinical,
radiological and laboratory signs of MS
are disseminated in both time and
space, as originally described in the
2001 McDonald criteria and
subsequently revised in the 2017
Thompson revision (see table 2,
opposite).3,9,17,18 This revision has been
specifically implemented in order to
facilitate an earlier and more accurate
diagnosis.3,9,17,18 Overall, MS diagnosis is

More than ten DMTs have been
developed and approved for RRMS and
CIS over the past 20 years, but only
three for progressive MS (interferon
beta 1b and siponimod for SPMS, and
ocrelizumab for PPMS).24-27 DMTs for
RRMS and CIS mainly target
inflammatory cells (e.g. lymphocytes)
and mechanisms (e.g. cytokine
production, CNS permeability to
inflammatory cells); by contrast, to treat
progression effectively, DMTs need to
target neurodegeneration through
neuroprotection and repair, which is
much more challenging in light of the
complexity of underpinning
pathology.28,29

For each DMT, MS teams will
recommend specific follow-up
protocols including regular blood tests
and MRI scans, to monitor both
treatment response and side effects.
Although follow-up and monitoring are
generally carried out at MS clinics,
patients may present to their GP with
side effects from DMTs. 

Most side effects are mild and easy to
deal with (e.g. flu-like syndrome,
gastrointestinal problems, flushing,
injection site reaction, infusion-related
reactions). However, some side effects
are potentially life-threatening and need
to be detected early and treated
effectively. 

Some DMTs increase the risk of
infections (e.g. respiratory tract, urinary
tract, herpes virus infections), while
others can cause autoimmune diseases
(e.g. immune thrombocytopenia, thyroid
disease, kidney damage), requiring
immediate diagnosis and treatment. 

More recently, cardiovascular
problems (e.g. myocardial ischaemia,
myocardial infarction, cerebral
haemorrhage, cervico-cephalic arterial
dissection, pulmonary alveolar
haemorrhage and thrombocytopenia)
have been reported in alemtuzumab-
treated patients, and the risk of
progressive multifocal
leukoencephalopathy (PML), a rare but
potentially life-threatening disease of
the CNS, caused by activation of the
John Cunningham virus (JCV), has been
extended from natalizumab to dimethyl
fumarate and fingolimod.24,25,30 

Treatment of relapses
Patients with established MS may
consult their GP with new, acute onset
neurological symptoms. First, the
presence of infections (e.g. respiratory
and urinary) should be ruled out, since
they can cause disease worsening
mimicking a neurological relapse.31

Also, it is important to establish, before
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Table 1

Classification of MS clinical phenotypes. Adapted from Lublin FD et al. Neurology 201414

Phenotype classification for relapsing patients

CIS

RRMS

*Active CIS is classified as RRMS

Phenotype classification for progressive patients

PPMS
(from disease onset)

Progressive MS

(after a relapsing phase)

SPMS
CIS = clinically isolated syndrome  RRMS = relapsing-remitting MS  PPMS = primary progressive MS  SPMS = secondary progressive MS

Table 2
2017 Thompson revisions of McDonald criteria for MS diagnosis. Adapted from Thompson AJ et al. Lancet Neurology 20183

Clinical, radiological and laboratory criteria for MS diagnosis in different clinical presentations

Clinical presentation

≥ 2 relapses and objective clinical evidence of ≥ 2 lesions or
of 1 lesion with reasonable historical evidence of a prior relapse

≥ 2 relapses and objective clinical evidence of 1 lesion

1 Relapse and objective clinical evidence of  ≥ 2 lesions

1 Relapse and objective clinical evidence of 1 lesion (CIS)

Insidious neurological progression suggestive of MS (PPMS)

Clinical relapses, and/or
new/enlarging T2 lesions, 
and/or T1-enhancing lesions?

Clinical relapses, and/or
new/enlarging T2 lesions, 
and/or T1-enhancing lesions?

Clinical relapses, and/or
new/enlarging T2 lesions, and/or 
T1-enhancing lesions?

Clinical progression on annual
review?

Yes
No

Yes
No

Yes
No

Yes
No

Active
Not active

Active
Not active

Active CIS*
Not active CIS

Active RRMS
Not active RRMS

Active and with progression
Not active but with progression

Active but without progression
Not active and without progression

2017 Thompson revision of McDonald criteria

None

DIS demonstrated by: ≥ 1 T2 lesion in at least 2 of 4 MS-typical regions, 
or further relapse implicating a different CNS site

DIT demonstrated by: simultaneous presence of T1-enhancing and T2 lesions,
or a new T1-enhancing or T2 lesions on follow-up, or further relapse, 
or CSF-specific oligoclonal bands

•DIS demonstrated by: ≥ 1 T2 lesion in at least 2 of 4 MS-typical regions, 
or further relapse implicating a different CNS site
•DIT demonstrated by: simultaneous presence of T1-enhancing and T2
lesions, or a new T1-enhancing or T2 lesions on follow-up, or further relapse, 
or CSF-specific oligoclonal bands

One-year disease progression and 2 of the following 3 criteria:
• ≥ 1 T2 lesions in periventricular, cortical/juxtacortical or infratentorial areas
• ≥ 2 T2 lesions in the spinal cord
•Positive CSF (CSF-specific oligoclonal bands)

activities and, ideally, as early as
possible, within 14 days from the onset
of symptoms. Standard treatment is 
oral methylprednisolone 0.5 g daily for 
5 days.31  Of note, steroid treatment does
not affect the overall outcome of the

relapses and/or the long-term disease
progression, but only shortens the time
to recovery.32 Thus, potential benefits
should be carefully weighed in relation
to risk (e.g. worsening of mental health
conditions, hypertension, poor glucose

referral to the MS team, that new
symptoms (or worsening of existing
symptoms) have persisted for more
than 24 hours. 

Treatment for relapses of MS should
be offered if there is an impact on daily
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of vitamin D as a treatment for MS.46

However, GPs should refer to general
recommendations for vitamin D
supplements in specific populations at
risk of deficiency, for instance MS
patients with reduced mobility are
inevitably less exposed to sun.47

CONCLUSIONS
GPs have a crucial role in seeing people
presenting with new neurological
symptoms suggestive of MS, and,
following initial assessment, in referring
them to specialised MS teams. Early
diagnosis and treatment are vital to
prevent irreversible disability accrual. 

Once diagnosis has been established,
GPs should work with the MS team
within common management strategies
and shared care. GPs have a key role in
identifying so-called hidden symptoms
of MS, especially those symptoms that
may be hard to detect in neurology
clinical practice but affect patients on a
daily basis (e.g. fatigue, bladder and
bowel problems, pain, cognitive
dysfunction, depression and sexual
dysfunction). GPs are at the frontline for
the detection of new neurological
symptoms and/or potential side effects
of DMTs, and onward referral to different
specialists to treat MS symptoms.
Comorbidities should be carefully
evaluated and treated, and a healthy
lifestyle should be encouraged, bearing
in mind its positive effects on MS. 
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control).31 Ultimately, the MS team
should be informed and more active
DMTs considered.

Treatment of MS symptoms
Patients with MS require lifelong
multidisciplinary management from a
range of healthcare professionals (e.g.
ophthalmology, urology, psychology,
rehabilitation, occupational therapy,
speech therapy),1,4 though the first
therapeutic approach is frequently
carried out by GPs. 

Among the most common
symptoms, spasticity can be treated
with baclofen or gabapentin as first-line
drugs; alternatively, tizanidine,
dantrolene or benzodiazepines can be
considered. More recently, cannabis-
based medicinal products have become
available for adults with MS spasticity,
though prescription is currently
restricted to specialist clinics.33 Referral
to spasticity clinics should be considered
in refractory cases.19

Pain can be treated as neuropathic
pain (e.g. amitriptyline, duloxetine,
gabapentin or pregabalin as initial
treatment).34

Fatigue can be addressed with
mindfulness-based training, cognitive
behaviour therapy or fatigue
management programmes, while
pharmacological treatments 
(e.g. amantadine) are generally less
effective.19,35

Similarly, in the absence of
pharmacological treatments, problems
with balance can be addressed by falls
management programmes, balance
rehabilitation and aquatic exercises.35

Even in severely disabled patients,
rehabilitation including a standing frame
programme can be beneficial.36

COMORBIDITIES
Patients with MS should have their
general health evaluated regularly, at
least once a year, (e.g. weight, smoking,
access to routine health screening, care
of other chronic conditions),31 all of
which can directly and indirectly affect
MS relapses and disability.19,37-40

Patients with MS have high rates of
comorbid depression, anxiety,
cardiovascular disease, epilepsy,
metabolic diseases, and autoimmune
diseases.41-43 Overall, comorbidities have
an adverse influence on MS outcomes
and, thus, should be carefully evaluated
and treated as in the general
population.44,45

Vitamin D deficiency has been
investigated as a possible determinant
of MS risk and progression. To date,
there is no evidence supporting the use
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Multiple sclerosis (MS) is the leading cause of non-traumatic 
neurological disability in young adults. Between 1990 and
2016, the UK prevalence increased by 28%, as a consequence
of both earlier diagnosis and increased survival. The 2018
prevalence in England was estimated to be 190 cases per
100,000, with 105,800 affected individuals. The female to
male ratio is 2:1, and patients have a minimally reduced life
expectancy. 

Diagnostic criteria require that clinical, radiological and
laboratory signs of MS are disseminated in both time and
space. Diagnosis is based on a combination of clinical
features (relapses and clinical progression), MRI findings,
and CSF analysis. When patients first present to primary
care, blood tests should be ordered to exclude alternative
diagnoses which may mimic MS symptoms. A full blood
count, ESR, CRP, liver and renal function tests, calcium,
glucose, thyroid function tests, vitamin B

12
and HIV serology

are recommended.

In most cases, clinical presentation is characterised by   
relapses. A relapse is defined as acute-subacute onset of
neurological symptoms lasting at least 24 hours, in the
absence of infections, fever or other symptoms of systemic
disease. In relapsing patients, the most common symptoms
at onset are loss of power and/or sensation in one or more
limbs, visual defects, or a combination of multiple symptoms.
In the early phase of MS, patients generally recover fully
from relapses without treatment, within days or weeks.
However, over time, neurological deficits from relapses can
accumulate, resulting in irreversible disability. In the minority
of patients with subtle clinical progression at onset,
symptoms may consist of gradual loss of power in the
lower limbs, often accompanied by sensory disturbances
and bladder/bowel dysfunction.

When patients present to their GP with new, acute onset 
neurological symptoms, infection (particularly respiratory
and urinary) should be ruled out, as infection can cause
disease worsening and mimic a neurological relapse. 
It is important to establish, before referral to the MS team,
that new symptoms (or worsening of existing symptoms)
have persisted for more than 24 hours. Treatment for
relapses of MS should be offered, as early as possible, if
there is an impact on daily activities; standard treatment
is oral methylprednisolone 0.5 g daily for 5 days.

Disease modifying treatments can reduce the risk of new 
neurological symptoms, severe ambulatory impairment
and death in relapsing-remitting MS. Although follow-up
and monitoring are generally carried out at MS clinics,
GPs should be aware of potentially life-threatening side
effects which need to be detected early and treated
effectively. MS patients have high rates of comorbid
depression, anxiety, cardiovascular disease, epilepsy,
metabolic disease, and autoimmune diseases. A general
health review (weight, smoking, access to routine health
screening and care of other chronic conditions) should
be carried out at least once a year.



26

38 Koch M, Van Harten A, Uyttenboogaart M et al.
Cigarette smoking and progression in multiple sclerosis.
Neurology 2007;69:1515-20
39 Kowalec K, McKay KA, Patten SB et al. Comorbidity
increases the risk of relapse in multiple sclerosis.
Neurology2017;89:2455-61
40 Moccia M, Lanzillo R, Palladino R et al. The
Framingham cardiovascular risk score in multiple
sclerosis. Eur J Neurol 2015;22:1176-83
41 Hauer L, Perneczky J, Sellner J. A global view of
comorbidity in multiple sclerosis: a systematic review with
a focus on regional differences, methodology , and clinical
implications. J NeurolEpub ahead of print 2020. DOI:
10.1007/s00415-020-10107-y.
42 Palladino R, Marrie R, Majeed A et al. Evaluating the
risk of macrovascular events and mortality among people
with multiple sclerosis in England. JAMA Neurol
2020;77:1-9
43 Marrie RA, Cohen J, Stuve O et al. A systematic review
of the incidence and prevalence of comorbidity in
multiple sclerosis: Overview. Mult Scler 2015;21:263-81
44 Marrie RA, Rudick R, Horwitz R et al. Vascular
comorbidity is associated with more rapid disability
progression in multiple sclerosis. Neurology 2010;74:1041-47
45 Marrie RA. Comorbidity in multiple sclerosis:
Implications for patient care. Nat Rev Neurol2017;13:375-82 
46 Jagannath, Fillipini G, Di Pietantonj C et al. Vitamin D
for the management of multiple sclerosis. Cochrane
Database Syst Rev 2018 Sep 24;9(9):CD008422
47 National Institute for Health and Care Excellence.
PH56. Vitamin D supplement use in specific populations.
NICE. London. 2014. Updated Aug 2017
www.nice.org.uk/guidance/ph56/resources/vitamin-d-
supplement-use-in-specific-population-groups-pdf-
1996421765317 

Contribution of relapse-independent progression vs
relapse-associated worsening to overall confirmed
disability accumulation in typical relapsing multiple
sclerosis in a pooled analysis of 2 randomized clinical
trials. JAMA NeurolEpub ahead of print 2020. DOI:
10.1001/jamaneurol.2020.1568.
11Confavreux C, Vukusic S. The clinical course of multiple
sclerosis. Handb Clin Neurol 2014;122:343-69
12 Kurtzke JF. Rating neurologic impairment in multiple
sclerosis: an expanded disability status scale (EDSS).
Neurology 1983;33:1444-52
13 Lublin FD, Coetzee T, Cohen JA et al. The 2013 clinical
course descriptors for multiple sclerosis: A clarification.
Neurology 2020;94:1088-92
14 Lublin FD, Reingold SC, Cohen JA et al. Defining the
clinical course of multiple sclerosis: The 2013 revisions.
Neurology2014;83:278-86
15 Plantone D, De Angelis F, Doshi A et al. Secondary
progressive multiple sclerosis: Definition and
measurement. CNS Drugs2016;30:517-26
16 Tur C, Moccia M, Barkhof F et al. Assessing treatment
outcomes in multiple sclerosis trials and in the clinical
setting. Nat Rev Neurol2018;14:75-93
17 Brownlee W, Swanton J, Altmann D et al. Earlier and
more frequent diagnosis of multiple sclerosis using the
McDonald criteria. J Neurol Neurosurg Psychiatry
2015;86:584-85
18 Brownlee WJ, Swanton JK, Miszkiel KA et al. Should the
symptomatic region be included in dissemination in
space in MRI criteria for MS? Neurology 2016;87:680-83
19 National Institute for Health and Care Excellence.
CG186. Multiple sclerosis in adults: management. NICE.
London. 2014 updated Nov 2019
20 Kantarci OH, Lebrun C, Siva A et al. Primary
progressive multiple sclerosis evolving from radiologically
isolated syndrome. Ann Neurol2016;79:288-94
21 Signori A, Gallo F, Bovis F et al. Long-term impact of
interferon or glatiramer acetate in multiple sclerosis: A
systematic review and meta-analysis. Mult Scler Relat
Disord2016;6:57-63
22 Claflin SB, Tan B, Taylor BV. The long-term effects of
disease modifying therapies on disability in people living
with multiple sclerosis: A systematic review and meta-
analysis. Mult Scler Relat Disord2019;36:101374
23 Kingwell E, Leray E, Zhu F et al. Multiple sclerosis:
effect of beta interferon treatment on survival.Brain
2019;142:1324-33
24 National Institute for Health and Care Excellence.
Disease-modifying therapies for multiple sclerosis,
http://pathways.nice.org.uk/pathways/multiple-sclerosis
25 NHS England. Treatment Algorithm for Multiple
Sclerosis Disease-modifying Therapies. 1700797 ALG.
NHS England. 2018 Updated March 2019 
26 European Medicines Agency. Lemtrada for multiple
sclerosis: measures to minimise risk of serious side effects.
2019. www.ema.europa.eu/en/news/measures-minimise-
risk-serious-side-effects-multiple-sclerosis-medicine-
lemtrada
27 Moccia M, de Stefano N, Barkhof F. Imaging outcomes
measures for progressive multiple sclerosis trials. Mult
Scler2017;23:1614-26
28 Mahad DH, Trapp BD, Lassmann H. Pathological
mechanisms in progressive multiple sclerosis. Lancet
Neurol2015;14:183-93
29 Lassmann H. Targets of therapy in progressive MS.
Mult Scler 2017;23:1593-99
30 European Medicines Agency (EMA). European public
assessment reports. www.ema.europa.eu/en/medicines 
31 National Institute for Health and Care Excellence. NICE
Pathways. Multiple sclerosis 
https://pathways.nice.org.uk/pathways/multiple-sclerosis
32 Chataway J, Porter B, Riazi A et al. Home versus
outpatient administration of intravenous steroids for
multiple-sclerosis relapses: a randomised controlled trial.
Lancet Neurol 2006;5:565-71
33 National Institute for Health and Care Excellence.
NG144. Cannabis-based medicinal products. NICE.
London. 2019
34 National Institute for Health and Care Excellence.
CG173. Neuropathic pain in adults: pharmacological
management in non-specialist settings. NICE. London.
2013 Updated Sep 2020
35 National Institute for Health and Care Excellence
CG186. 2018 surveillance of multiple sclerosis in adults:
management. (NICE guideline CG186) NICE. London.
2018
36 Freeman J, Hendrie W, Jarrett L et al. Assessment of a
home-based standing frame programme in people with
progressive multiple sclerosis (SUMS): a pragmatic, multi-
centre, randomised, controlled trial and cost-
effectiveness analysis. Lancet Neurol 2019;18:736-47
37 Langer-Gould A, Brara SM, Beaber BE et al. Childhood
obesity and risk of pediatric multiple sclerosis and
clinically isolated syndrome.Neurology 2013;80:548-52

 
 

Useful information 

MS Society 
www.mssociety.org.uk 

MS Trust 
www.mstrust.org.uk

NICE 
www.nice.org.uk/guidance/conditions
-and-diseases/neurological-
conditions/multiple-sclerosis

We welcome your feedback
If you wish to comment on this article
or have a question for the authors,
write to: editor@thepractitioner.co.uk 


