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Real-World Experience with Cladribine Tablets in the MSBase Registry: 2025 Update

The outcomes of cladribine tablets treatment (CladT) dosing in year one and 
two, and its longer-term treatment persistence and effectiveness in real-world 
MS treatment need to be better understood.

Introduction

All PwMS recorded in MSBase on 1st February 2025 with a confirmed 
diagnosis of relapsing-remitting MS (RRMS) initiating CladT were included. 
Descriptive statistics were used to summarize demographic, clinical and 
treatment characteristics. Cox proportional hazard regression was used to 
compare clinical outcomes between treatment naïve and experienced groups.

Methods

This study aimed to describe the baseline characteristics, treatment 
persistence, relapse rate and 24-week confirmed disability progression (CDP) 
or improvement (CDI) of people with MS (PwMS) treated with CladT in the 
MSBase registry.

Aim

Conclusion

Results
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Patient Demographics
A total of 3,834 PwMS with a confirmed diagnosis of RRMS initiated CladT since 2017. Major contributing countries were Australia (n = 1,078), Czech Republic 
(n = 891), Türkiye (n = 432), Spain (n = 256), Canada (n = 249), Italy (n = 176), and Kuwait (n = 167), with 17 other countries also contributing patients. Mean 
(standard deviation [SD]) age at CladT initiation was 40.95 years (11.53) and 74.6% were female. Mean (SD) time from diagnosis to first CladT exposure was 7.94 
years (7.21). 16.7% were treatment-naïve. And the most common immediate prior DMTs were interferons (14.5%), fingolimod (13.6%), dimethyl fumarate 
(12.1%), glatiramer acetate (11.9%), teriflunomide (9.2%), and natalizumab (6.9%). Mean (SD) observation time from first CladT dose was 2.19 years (1.69). 
Outcomes  
Treatment switching from CladT occurred at a mean rate of 4.82% per year (95% confidence interval [CI] 4.36, 5.31). In switchers, the median (interquartile range) 
time to switch was 2.74 years (1.78, 3.69). The annualized relapse rate (ARR) was 0.135 (95% CI 0.13, 0.14). The rate of 24-week CDP was 0.038 per year (95% CI 
0.03, 0.04) and the rate of 24-week CDI was 0.052 per year (95% CI 0.05, 0.06). In PwMS with a minimum follow-up duration of 3, 4, 5, or 6 years, annual rates for 
additional CladT treatment courses were 4.6, 4.8, 10.3, and 4.9%, respectively. Comparison of treatment-naïve and previously treated PwMS showed no 
difference in time to CladT discontinuation (hazard ratio [HR] 0.99; 95% CI 0.77, 1.28), 24-week CDP (HR 0.92; 95% CI 0.67, 1.27) or 24-week CDI (HR 1.13; 
95% CI 0.79, 1.61), but treatment naïve PwMS had a significantly longer time to first relapse (HR 0.72; 95% CI 0.58, 0.89, p = .003).
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CladT Persistence in  RRMS – Persistence Over Time Freedom from Relapse in RRMS 

Freedom from Confirmed Disability Progression Events in RRMS Confirmed Disability Improvement Events in RRMS 

RR = 0.14 / year

CDP rate  =  0.04 / year CDI rate  = 0.05 / year

This study demonstrates the effectiveness and high persistence of CladT in RRMS within MSBase registry. Among 3,834 patients, the annualized relapse rate (ARR) 
was low at 0.135, with a confirmed disability progression (CDP) rate of just 3.8% per year, while confirmed disability improvement (CDI) events were slightly higher 
at 5.2%. Treatment persistence was high, with less than 5% switching to other therapies annually. Notably, treatment-naïve patients had a longer time to first 
relapse, suggesting early intervention with CladT may offer additional benefits. These findings affirm CladT's role as an effective treatment option for RRMS, 
enhancing sustained patient outcomes.
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