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Abstract
Background and Objectives
Available disease-modifying therapies (DMTs) for multiple sclerosis (MS) are rapidly
expanding; although escalation approaches aim to balance safety and efficacy, emerging evi-
dence suggests superior outcomes for people with MS who are exposed to early high-efficacy
therapies. We aimed to explore practice differences in prevailing management strategies for
relapsing-remitting MS.

Methods
We used a worldwide electronic survey launched by the Practice Current section of Neurology®
Clinical Practice. Questions pertained to a case of a 37-year-old woman presenting with optic
neuritis. Respondents were asked to indicate their initial investigations, relapse management
strategy, choice of disease-modifying therapy, and plan for follow-up imaging (contrast/
noncontrast). Survey responses were stratified by key demographic variables along with 95%
confidence intervals (95% CIs).

Results
We received 153 responses from 42 countries; 32.3% responders identified as MS specialists.
There was a strong preference for intravenous delivery of high-dose corticosteroids (87.7%,
95% CI 80.7–92.5), and most of the responders (61.3%, 95% CI 52.6–69.4) indicated they
would treat a nondisabling (mild sensory) MS relapse. When asked to select a single initial
DMT, 56.6% (95% CI 47.6–65.1) selected a high-efficacy therapy (67.5% MS specialists vs
53.7% non-MS specialists). The most selected agents overall were fingolimod (14.7%), nata-
lizumab (15.5%), and dimethyl fumarate (20.9%). Two-thirds of respondents indicated they
would request contrast-enhanced surveillance MRI.

Discussion
Although there is a slight preference for initiating high-efficacy DMT at the time of initial MS
diagnosis, opinions regarding the most appropriate treatment paradigm remain divided.

Introduction
Proliferation of available disease-modifying therapies for multiple sclerosis (MS) has led to a
modern era of MS treatment with increased availability of and choice among high-efficacy
therapies.1 Coinciding with increased availability, several large observational studies have
demonstrated that early intensive therapy improves disability outcomes,2,3 decreases risk of
progression to SPMS,4 and increases the probability of NEDA-3 at 2 years.5 However, existing
guidelines suggest a risk stratification or escalation approach, presumably prioritizing safety
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and cost-effectiveness.6 The rapid evolution of MS therapies
and the supporting literature base may be widening practice
variation, leaving MS care providers and individuals living
with MS behind.

In addition to the controversy surrounding disease-modifying
therapy selection, evolving diagnostic advancements have pro-
duced uncertainty aboutmanagement ofMS relapses, including
calls for anupdated optic neuritis corticosteroid treatment trial.7

The contemporary diagnostic workup for optic neuritis has
advanced to include cell-based assays for anti-aquaporin-4 and
anti-MOG antibodies,7 along with superior long-term visual
outcome measures such as optical coherence tomography,
patient-reported outcome measures (PROMs), and low-
contrast visual acuity.7 This, along with a paucity of other
landmark studies to guide corticosteroid management of MS
relapses, raises questions about how to accurately counsel pa-
tients about corticosteroid treatment, particularly those whose
symptoms do not interfere with daily activities.

A third area of emerging uncertainty inMSmanagement relates
to use of gadolinium-based contrast agents (GBCAs) for sur-
veillance neuroimaging. GBCAs have been associated with
nephrogenic systemic fibrosis; although this condition is ex-
ceedingly rare (occurring in people with severe renal failure), its
potentially lethal impact has raised discomfort in providers who
order frequent MRI scans with GBCAs.8 Recent autopsy
studies have shown gadolinium deposition in bone and skin
tissues as well as within the globus pallidus, dentate nucleus,
and white matter.9 Despite a paucity of research demonstrating
adverse effects associated with gadolinium retention, anecdot-
ally manyMS care providers are shifting away from performing
surveillance neuroimaging with GBCAs.

Practice Current is a worldwide electronic survey platform
developed by Neurology: Clinical Practice to capture real-life
decision making for clinical scenarios where enduring areas of
uncertainty may produce practice differences. Using the Practice
Current platform, we developed and launched a survey enti-
tled “How Do You Manage the Initial Clinical Presentation of
Multiple Sclerosis?” to explore (1) selection of initial disease-
modifying therapy, (2) corticosteroid treatment of MS relapses,
and (3) use of gadolinium-enhanced MRI for routine disease
surveillance. We aimed to describe inconsistencies in the ap-
proach to these common clinical scenarios by surveying clinicians
on their current MS practice; these data are needed to kindle
initiatives to address practice heterogeneity in routine MS care.

Methods
Survey Development
Our anonymous electronic survey was launched by the
Practice Current section ofNeurology: Clinical Practice.10 We
developed 11 original clinical questions that pertained to an
evolving clinical scenario (eAppendix 1). The clinical sce-
nario was developed by a MS specialist and trainee to

simulate a commonly encountered first presentation of
relapsing-remitting MS. Questions aimed to assess practice
patterns in areas where there was uncertain or newly
emerging supporting evidence. The survey was further re-
fined for readability by the editors of Practice Current and
informally pilot tested by the editors and survey authors. The
scenario consisted of a 36-year-old woman presenting with
optic neuritis who was found to have mild asymptomatic
dysdiadochokinesia and a text description of brain MRI
findings suggestive of MS (images not provided). Respon-
dents were provided with a list of potential serologic, CSF,
and neuroimaging investigations (cervical spine MRI, tho-
racic spine MRI, routine CSF studies, oligoclonal bands,
systemic screening, NMOSD-IgG, MOG-IgG) and asked to
select which studies they would typically perform in this
scenario. They were told that the patient had left eye visual
acuity of 20/70 and asked whether they would offer the
patient therapy to manage this episode of demyelination.
They were asked to specify which specific therapy they
would offer (high-dose intravenous steroids, high-dose oral
steroids, plasmapheresis, or low-dose oral steroids). They
were then asked to indicate whether they would offer treat-
ment if the patient had presented with a nondisabling (e.g.,
sensory) relapse. Upon being provided with information that
the patient had a spinal cord lesion and positive oligoclonal
bands, they were asked to specify whether they believed this
patient was at risk of developing a severe course of multiple
sclerosis.

Respondents were asked which disease-modifying therapy
agent they would recommend. They were first given the
opportunity to select all therapies they considered appro-
priate from a list of available disease-modifying therapies.
Next, they were asked to write in a single preferred agent that
they would offer in this clinical scenario. They were told that
at 6-month follow-up, the patient’s noncontrast brain MRI
shows 2 new hyperintense supratentorial T2 lesions and
asked whether they would continue, escalate, or switch to a
disease-modifying therapy within the same efficacy category.

Respondents were asked how frequently they would suggest
this patient be seen in follow-up by a neurologist or MS
specialist (annually/every 6 months/every 3 months/other)
and the suggested frequency of surveillance neuroimaging
(annually/every 6 months/other). They were then asked to
indicate whether they would order MRI with or without
contrast.

At the end of the survey, respondents were asked to answer 8
demographic questions, including their current role (e.g.,
trainee/consultant/mid-level practitioner), primary work
setting (outpatient or hospital-based), patient population
(adults/children/both), number of years in practice, number
of new MS cases they had managed in the past 12 months,
and whether they were an MS specialist. Respondents were
also asked to indicate the location of their practice regarding
continent, country, and state (if applicable).
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Participation did not require membership in the American
Academy of Neurology (AAN) or subscription to AAN
journals. No compensation was offered. A link to the ques-
tionnaire was available in the Neurology® journals’ webpages,
in online ads and the print version of the journals, and in the
Practice Current dedicated webpage. The survey was ad-
vertised by the AAN and Neurology journals through social
media. Individual internet protocol addresses were collected
to ensure authenticity of responses. We opened the survey
from July 23, 2021, to January 7, 2022, and all responses
collected were included in the analysis.

Statistical Analysis
The frequency of responses for each scenario was calculated for
different demographic groups, focusing on (1) subspecialty
status (MS specialist vs not) and (2) location of practice (high-
income country [HIC] or a low/middle-income country
[LMIC]). Countries were classified according to the 2023
World Bank Country Classification. For the question which
asked respondents to write in which single agent they would
choose for the described patient, responses were collapsed into
“high-efficacy” and “low-efficacy” categories: The high-efficacy
category included alemtuzumab, cladribine, cyclophospha-
mide, fingolimod, natalizumab, ocrelizumab, ofatumumab,
ozanimod, ponesimod, rituximab, and siponimod, and the low-
efficacy category included corticosteroid, dimethyl fumarate,
glatiramer acetate, interferon-beta, mycophenolate mofetil,
PLEX, and teriflunomide. Multivariable analyses were pre-
cluded by low response numbers. Distributions of binary re-
sponses were estimated with binomial distribution and
presented as 95% confidence intervals. All analyses were per-
formed using R version 4.2.2.

Standard Protocol Approvals, Registrations,
and Patient Consents
The study was certified as exempt from review by the
Children’s National Medical Center Institutional Review
Board.

Data Availability
Anonymized data will be shared on request from any quali-
fied investigator.

Results
Demographics
We received a total of 153 responses from 42 countries.
Characteristics of 128 participants who completed the de-
mographic questionnaire are presented in Table 1. One-third
of the responders identified as MS specialists, and trainees
(residents and fellows) made up another third of the sample
population (Table 1). One quarter of participants had seen
more than 20 people with a new MS diagnosis in the past
year (Table 1). Participants practicing in North America,
Europe, or Asia made up most of the sample population
(84.6%); one-third practiced in a LMIC (Table 1).

Table 1 Demographic Characteristics of Survey
Participants (Available for 128 of 153)

Demographic Characteristic n Proportion (%)

MS specialist

Yes 42 32.3

Number of new patients with MS seen in the past
year

>50 11 8.5

20–50 22 16.9

1–20 80 61.5

None 17 13.1

Provider role

Consultant physician 77 59.2

Resident or fellow 48 36.9

Nurse practitioner or physician assistant 5 3.9

Years in training

10 or more years 44 33.9

Less than 10 y 47 36.2

In training 39 30.0

Patient population

Adult 104 80.0

Both adults and children 20 15.4

Children 6 4.6

Primary setting

Hospital or inpatient 78 60.0

Outpatient 52 40.0

Continent of practice

North America 49 38.0

Europe 42 32.6

Asia 18 14.0

South America 12 9.3

Africa 5 3.8

Australia 3 2.3

Country of practice (top 5 of 42)

United States 39 30.2

Italy 8 6.2

Brazil 5 3.9

Germany 5 3.9

Turkey 5 3.9

Country typea

High income 89 69.5

Low or middle income 39 30.5

a Classified by the 2023 World Bank Country Classification.
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Components of Diagnostic Workup
The proportion of respondents ordering specific serologic,
CSF, and neuroimaging investigations as part of their MS di-
agnostic workup are presented in Table 2. Most clinicians in-
dicated that they would request cervical spine MRI in an
individual with suspected MS; thoracic spine imaging was less
commonly requested (Table 2). Approximately half of the re-
spondents indicated that they would pursue routine CSF
testing (60.9% of non-MS specialists (95% CI 49.85–71.0) vs
45.2% of non-MS specialists (95% CI 30.2–61.2)). Similarly,
roughly half of the participants selected to send serum anti-
bodies for NMOSD or MOGAD (Table 2).

Relapse Treatment
Nearly all participants (95.2%, 95% CI 90.0–97.9%) in-
dicated they would treat the current patient with cortico-
steroids, with a strong preference for intravenous (87.7%,
95% CI 80.7–92.5%) rather than oral formulations
(Figure 1). A small majority (61.3%, 95% CI 52.6–69.4) of
participants indicated that they would choose to treat a
nondisabling MS relapse; proportions were similar between
MS specialists and non-MS specialists as well as between
LMICs and HICs (Figure 1).

Selection of Initial Disease-Modifying Therapy
When participants were allowed to indicate multiple agents as
appropriate initial disease-modifying therapies, the most se-
lected agents were dimethyl fumarate (49.0%), fingolimod
(41.8%), and glatiramer acetate (37.3%) (Figure 2a). When
participants were allowed to recommend only 1 agent, di-
methyl fumarate (20.9%), natalizumab (15.5%), and fingoli-
mod (14.7%) were most suggested (Figure 2b). Slightly over
half (56.6%, 95% CI 47.6–65.1) recommended a high-efficacy
therapy as the initial agent (Figure 3). A larger proportion of
MS specialists chose a high-efficacy agent for initial disease-
modifying therapy compared with non-MS specialists (67.5%,

95% CI 50.8–80.9 vs 53.7%, 95% CI 42.4–64.6%) (Figure 3).
Proportions of respondents choosing a high-efficacy therapy
were similar between HICs (56.5%, 95% CI 45.3–67.0) and
LMICs (61.1%, 95% CI 43.5–76.4) (Figure 3).

Influence of Perceived Severity on
DMT Selection
In total, 59.4% (95%CI 50.9–67.5) felt that the patient was at
risk of a severe MS course (Figure 3). Approximately 69.0%
(95%CI 52.8–81.9) of MS specialists felt that the patient was
at risk of a severe MS course, in contrast to 52.9% (95% CI
41.9–63.6) of non-MS specialists (Figure 3). The proportion
of physicians indicating the patient was at risk of a severe
disease course appeared lower in HICs (55.7%, 95% CI
44.7–66.1) vs LMICs (66.7%, 95% CI 49.7–80.4) (Figure 3).
Initial high-efficacy therapy was selected by 41.1% (95% CI
27.9–55.8) of responders who did not think the patient was
at risk of a severe MS course and 67.5% (95% CI 55.8–77.5)
of responders who felt the patient was at risk of a severe MS
course. After noting that the patient had 2 new lesions and a
new neurologic examination finding at 1-year follow-up,
58.9% (95% CI 45.1–71.6) who initially selected a lower
efficacy therapy indicated that they would escalate to a more
potent disease-modifying therapy.

Surveillance Neuroimaging
Half of the participants (48.6%, 95% CI 40.2–57.1) indicated
that the patient should be seen in follow-up every 6 months,
and another third (39.4%, 95% CI 31.5–48.0) suggested
follow-up every 3 months. Responses were divided as to
whether surveillance neuroimaging should be performed
annually (49.3%, 95% CI 40.9–57.8) vs every 6 months
(41.5%, 95% CI 33.4–50.1). Overall, 69.2% (95% CI
60.9–76.5) indicated that they would repeat surveillance
imaging with gadolinium enhancement; 61.9% (95% CI
45.7–76.0) of MS specialists indicated a preference for

Table 2 Responses to the Question “Which of the Following Tests Would You Include as Part of Your Initial Workup for
This Patient?”

All responders (N = 153)
% (95% CI)

MS specialist (N = 42)
% (95% CI)

Non-MS specialist (N = 87)
% (95% CI)

Cervical spine MRI 85.6 (78.8–90.6) 90.5 (76.5–96.9) 88.5 (79.4–94.1)

Thoracic spine MRI 59.5 (51.2–67.2) 66.7 (50.4–80.0) 52.3 (44.1–60.4)

Routine CSF studiesa 52.3 (44.1–60.4) 45.2 (30.2–61.2) 60.9 (49.8–71.0)

Oligoclonal bandsb 69.3 (61.2–76.3) 59.5 (43.3–74.0) 77.0 (66.5–85.1)

Systemic screeningc 57.5 (49.3–65.4) 61.9 (45.7–76.0) 64.4 (53.3–74.1)

Serum NMOSD-IgG 56.9 (48.6–64.8) 54.8 (38.8–69.8) 63.2 (52.1–73.1)

Serum MOG-IgG 47.7 (39.6–55.9) 57.1 (41.1–71.9) 48.3 (37.5–59.2)

Respondents were given the option to check all that applied or select “None of the above.”
MOG-IgG = serum myelin oligodendrocyte glycoprotein (MOG) IgG antibodies; NMOSD-IgG = aquaporin-4 IgG antibodies.
a CSF cell counts, protein, glucose, viral panel, and bacterial culture.
b CSF and serum.
c Screening serology for systemic autoimmune disease (ANA, ENA, C3, C4).
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enhanced MRI imaging relative to 70.1% (95% CI 59.2–79.2)
of non-MS specialists (Figure 3). A larger proportion of clini-
cians practicing in LMICs preferred enhancedMRI imaging for
surveillance relative to HICs (LMICs = 82.1% (95% CI
65.9–91.9); HICs = 60.1% (95% CI 49.7–70.7)) (Figure 3).

Discussion
Our 42-country survey highlights overarching polarity in the
use of high-efficacy MS therapies as well as emerging gaps in
MS management between specialists and non-specialists;
approximately half of the respondents preferred to start an
individual with a newMS diagnosis on a high-efficacy therapy
(67.5% of MS specialists vs 52.4% of nonspecialists). This
may in part reflect guidance from Canadian MS Working

Group Recommendations11 and American Academy of
Neurology Practice Guidelines12 (published in 2020 and
2018, respectively), which favor a risk stratification approach
to DMT selection. However, even among respondents who
felt our illustrative patient was at risk of severe MS, only two-
thirds selected high-efficacy therapy for initial treatment.
Since publication of these guidelines, numerous observa-
tional studies have demonstrated advantages of early in-
tensive therapy.2,3,13 The ongoing randomized parallel trial
DELIVER-MS (Determining the Effectiveness of earLy In-
tensive Versus Escalation Approaches for RRMS) is expected
to complete in 2026 and hopefully will further inform
treatment decisions and guideline development.14 Although
the proportion of respondents selecting initial high-efficacy
therapy was similar between HICs and LMICs, it is con-
ceivable that availability of high-efficacy agents in the

Figure 1 Clinician Preferences for Treatment of MS Relapses by Specialization and Country Type

Described clinical relapse was a 3-day history of painful right eye vision loss with a corrected visual acuity of 20/70. Clinicians were able to select 1 treatment
option (short course of high-dose intravenous (IV) corticosteroids, short course of high-dose oral corticosteroids, short course of low-dose oral corticoste-
roids, plasma exchange, IV immunoglobulin, or other). Participants were asked whether they would offer therapy for relapsemanagement if symptomswere
nondisabling (e.g., mild sensory loss). HIC = high-income country; LMIC = low/middle income country.

Figure 2 Overall Clinician Preferences for Initial Disease-Modifying Therapy Given a Described Clinical Scenario

(A) Respondents were provided a list of available disease-modifying therapies and asked to select the most appropriate initial disease-modifying therapies,
assuming no risk of pregnancy (multiple responses allowed). (B) They were asked to write in the single agent that they would recommend. HIC = high-income
country; LMIC = low/middle-income country.
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respondent’s region of practice may have influenced re-
sponses. However, even HICs encounter restrictions when
prescribing disease-modifying therapies; for instance, the
European Medicines Agency restricts the use of certain high-
efficacy therapies to individuals with disabling relapses.15

Another explanation is that high aversion to ambiguity and
low tolerance to uncertainty produces therapeutic inertia,
defined as the lack of treatment initiation or escalation when
there is evidence of disease activity; prior research has sug-
gested nearly 70% of physicians caring for individuals with
MS are subject to this.16

Over half (58.9%) of the clinicians who initially selected a lower
efficacy therapy indicated that they would escalate to a more
potent disease-modifying therapy given a new neurologic ex-
amination finding and 2 new MRI brain lesions. However, as a
re-baseline MRI and physical examination was not provided, it
is possible that those who chose not to escalate therapy con-
cluded that these findings occurred before onset of therapeutic
efficacy. In the absence of a re-baseline MRI, this approach is
reasonable, given delayed time to therapeutic effect with low-
efficacy disease-modifying therapies.17

Approximately half of the respondents indicated that they
would perform serum antibody testing for NMOSD or
MOGAD. Although respondents electing to send serum
antibodies were likely motivated to rule out diagnoses re-
quiring a different therapeutic approach, those not sending
serum antibodies likely recognized the case description as
typical for MS (a 36-year-old patient with mild unilateral
retrobulbar optic neuritis and antecedent periventricular le-
sions). It is important to note that 2023 International
MOGAD Panel criteria emphasize that MOG-IgG testing is
not recommended for screening of all patients with CNS
inflammatory demyelination and caution against universal

screening of all adults with optic neuritis.18 These specific
recommendations align with the 2018 MOG Encephalo-
myelitis International Recommendations19 and the 2020
Canadian MS Working Group Recommendations.11

The overwhelming majority (87.7%) of respondents indicated a
preference for intravenous (rather than oral) high-dose cortico-
steroidswhenmanaging a disablingMS relapse. This is surprising
given that 2 meta-analyses have found oral corticosteroids to be
noninferior to intravenous corticosteroids,20,21 and a 2018 single-
blind randomized trial demonstrated equivalence of oral and
intravenous corticosteroids for acute optic neuritis treatment at 6
months of follow-up.22 Oral corticosteroids offer the advantage
of convenience, as well as decreased cost to patients and health
care systems; persistence of provider preference for intravenous
corticosteroids requires exploration. Potential hypotheses for the
enduring use of intravenous corticosteroids despite biological
equivalence include ease of delivery for otherwise hospitalized
patients, ensured compliance, and perceptions that adverse ef-
fects are decreased with intravenous delivery.

The notion that receiving corticosteroids for acute MS re-
lapses serves only to hasten short-term recovery without af-
fecting long-term outcomes is a long-standing dictum in MS
care. Despite this, our survey showed that 61.3% of MS care
providers would elect to treat a nondisabling MS relapse.
This may reflect discomfort with the existing evidence base;
the 1992 Optic Neuritis Treatment Trial (ONTT) is the
pivotal study which reported that high-dose corticosteroid
treatment does not influence long-term disability.23 How-
ever, application of this trial to patients with MS is somewhat
speculative—the ONTT only included 158 patients with
clinically definite MS in the high-dose corticosteroid treat-
ment group at 5-year follow-up.24 More importantly, the
ONTT only evaluated one type of relapse (optic neuritis), a

Figure 3 Clinician Responses Stratified by Neurology Specialization (MS or Non-MS) and Income Level of Practicing
Country

Respondents were asked to indicate whether they felt the described patient to be at a high risk of developing severe course of MS. Write-in responses for
which single disease-modifying therapy that clinicians would select for the described patient were classified into high efficacy (alemtuzumab, cladribine,
cyclophosphamide, fingolimod, natalizumab, ocrelizumab, ofatumumab, ozanimod, ponesimod, rituximab, siponimod) and low efficacy (other). Clinicians
were asked to indicatewhat type of follow-up imaging theywould like for the patient (contrast or non-contrast). HIC = high-income country; LMIC = low/middle
income country.
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neuroanatomical location which only accounts for 20% of
MS relapses,25 and is not the primary driver of MS-related
disability accumulation.26 More research is needed to un-
derstand the long-term outcomes of treating other relapse
types, particularly spinal cord lesions. Notably, a recent
MSBase study demonstrated that early nondisabling relapses
are associated with a heightened risk of disability
accumulation—providing additional support for the hy-
pothesis that corticosteroid treatment of all MS relapses
influences long-term outcomes for individuals with MS.15

A preference for radiologic surveillance with contrast-enhanced
MRI was indicated by three quarters of respondents (69.2%); a
relatively larger proportion of non-MS specialists preferred en-
hanced neuroimaging (72.6% vs 63.4%). The 2021 Magnetic
Resonance Imaging in Multiple Sclerosis-Consortium of Multi-
ple Sclerosis Centres-North American Imaging in Multiple
Sclerosis Cooperative Consensus Recommendations suggest
performing surveillanceMS imaging with contrast enhancement
for patients with diffuse and confluent chronic multiple sclerosis
lesions and for re-baselining if MRI imaging was not performed
appropriately after starting disease-modifying therapy or it has
been over 1 year since the last MRI scan.27 These recommen-
dations reflect that nonenhanced imaging can be used for PML
surveillance and adequately detects new or enlarging T2 lesions
in individuals withmild-moderate lesion burden.28 This notion is
supported by a recent retrospective MRI study which demon-
strated that 92.1% of enhancing lesions corresponded to a new
or enlarging T2 lesion and that GBCA administration modified
the classification of MS as active in only 1.2% of patients.29

Unfortunately, our survey design did not allow respondents to
indicate varying preference for enhanced vs nonenhanced im-
aging in different clinical settings; this is an important question
that could be addressed with future research.

This descriptive and exploratory study is subject to several limi-
tations. Our population was self-selected from the readership of
AAN journals, websites, and media channels and may not be
representative of worldwide practice patterns. It is important to
recognize that the small sample of MS specialists in our study
were self-identified and that responses from this group should
not be considered an expert consensus. Unfortunately, the de-
scriptive nature of our study and small sample size precluded
multivariable analysis, and as a result, we cannot evaluate geo-
graphic trends or effect modification by clinical practice de-
mographics. Although our results suggest several differences
between groups (i.e., MS specialists and non-MS specialists), our
wide confidence intervals imply low precision, and we cannot be
sure that these differences truly exist. Nonetheless, the primary
intention of this study (to spark a narrative highlighting MS
practice variability and areas of evidence scarcity) is appropriately
addressed with the current design and sample population.

Although our survey demonstrated a slight preference for high-
efficacy DMT at the time of initial MS diagnosis, opinions
regarding the most appropriate treatment paradigm remain
divided. Our study revealed polarized opinions regarding

corticosteroid treatment of nondisablingMS relapses and use of
GBCAs for routine surveillance neuroimaging.More research is
needed in these areas to guide clinician decision making. There
is a clear need for updated MS clinical practice guidelines, and
we call on national and internationalMS organizations to rise to
this task, aiming specifically to provide recommendations to
guide selection of initial DMT, relapse management, and use of
GBCAs for surveillance neuroimaging.
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