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the reference for the regression.

Study Measures B Pre-index period ¥ Post-index period

— Demographic and clinical characteristics used in the Poisson model ARR, annualized relapse rate.
included age, sex, region of residence, CCl score, presence of seven
MS-related symptoms and number of relapses in the baseline year.

* Patient demographics included age at index date, sex, type of health
plan and region of residence.
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Baseline clinical characteristics were assessed based on claims
Table 2. Adherence to index DMT in the year after DMT initiation
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