Cladribine Tablets Maintain or Improve Cognition Over 4 Years
in People With Relapsing Multiple Sclerosis: Pooled Analyses of
the CLARIFY-MS and MAGNIFY-MS Extension Studies

RESEARCH IN CONTEXT

o Short-course CladT 9 Greater cognitive improvements observed in younger
delivers sustained PWRMS (aged <50 years), supporting early use of CladT
cognitive improvements for maximum benefit, complementing its beneficial
over 4 years in PWRMS. effects on conventional clinical outcomes.
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conventional disability indices, especially when initiated earlier in the
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Supplementary Table 1. Demographics and Baseline Characteristics - Subgroup by Age (<50 years vs =50 years)

Parameters <50 years =50 years Total
QELXL)) GQEL)) (N=499)

Supplementary Table 2. Demographics and Baseline Characteristics - Subgroup by Baseline SDMT score (Low vs High)?

Parameters Low SDMT score High SDMT score Total
QEPLY)) (n=253) (N=499)

Age (years)
MeanxSD
Median (Q1, Q3)

35.5+8.04
36.0 (29.0, 42.0)

54.5+4 .44
53.0 (51.0, 56.0)

37.9+9.99
38.0 (30.0, 45.0)

Age (years)
MeanxSD
Median (Q1, Q3)

40.94+9.93
42.0 (34.0, 47.0)

34.9+9.11

34.0 (27.0, 42.0)

37.9+9.99

38.0 (30.0, 45.0)

Female, n (%) 299 (68.9) 44 (67.7) 343 (68.7) Female, n (%) 153 (63.2) 187 (73.9) 343 (68.7)
Race, n (%) Race, n (%)
White 331 (76.3) 48 (73.8) 379 (76.0) White 197 (81.4) 178 (70.4) 379 (76.0)
Black or Africa American 1 (0.2) 0 1 (0.2) Black or Africa American 0 1(0.4) 1 (0.2)
Asian 2 (0.5) 0 2 (0.4) Asian 0 2 (0.8) 2 (0.4)
Other 3(0.7) 3 (4.6) 6 (1.2) Other 5(2.1) 1 (0.4) 6 (1.2)
Not collected at this site 97 (22.4) 14 (21.5) 111 (22.2) Not collected at this site 40 (16.5) 71 (28.1) 111 (22.2)
Ethnicity, n (%) Ethnicity, n (%)
Hispanic 16 (3.7) 5(7.7) 21 (4.2) Hispanic 10 (4.1) 11 (4.3) 21 (4.2)
Non-Hispanic 353 (81.3) 50 (76.9) 403 (80.8) Non-Hispanic 201 (83.1) 198 (78.3) 403 (80.8)
Not reported 65 (15.0) 10 (15.4) 75 (15.0) Not reported 31 (12.8) 44 (17.4) 75 (15.0)

n, number of patients in the subgroup; N, total number of patients; Q, quartile; SD, standard deviation.

°Baseline SDMT subgroups were defined using the median score of 53 points as the cutoff point. ‘Low’ and ‘High’ refers to lower and higher than the median score (53 points) for the group.

n, number of patients in the subgroup; N, total number of patients; Q, quartile; SD, standard deviation.



