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The Northern Update Meeting is a Biogen funded and organised educational meeting aimed at 
physicians working in multiple sclerosis (MS) services. At the 10th edition, Chair, Dr David Rog, 
(Consultant Neurologist, Manchester Hospitals) opened the meeting by reflecting over its journey 
from a product-based, single-evening meeting in the north of England, to today’s mixed model  
two-day event with a focus on education and the multi-disciplinary team (MDT),  
and attendees from across the UK.

Sequencing of Disease Modifying Therapies  
(DMTs) in MS: the relevance of reversibility
Dr Matthew Craner 
Consultant Neurologist, Frimley Park Hospital

“There’s not a lot of good evidence that supports ‘What is the  
right treatment?’ or ‘What is the right sequence?’” This is the 
problem posed by Dr Matt Craner, in the first talk of the 10th 
edition of the Northern Update meeting.

When prescribing DMTs for people with MS, factors including 
patient and disease profile, patient preferences (which may 
change throughout time), the attributes of DMTs and geographic/
economic factors should be considered. However, these decisions 
are never simple, with 13 licenced treatments for MS, each with 
different efficacy and safety profiles, interactions, and dosing and 
monitoring requirements. The NHS England Treatment Algorithm 
for MS DMTs, currently in consultation, seeks to simplify these 
decisions, but is potentially restraining and cannot always account 
for patient preference and their specific goals or concerns. 

Treatment strategies

For many people with MS, their first DMT will not be their last. 
Therefore, the efficacy and safety implications of switching 
between DMTs, or sequencing, must be considered. Currently, the 
majority of MS treatment decisions are reactive – a consequence 
of emergent adverse events (AEs), persistent disease activity or 
change in patient preference (e.g., the decision to have children). 
Dr Craner suggested that a longer-term treatment approach might 
be necessary, but while forward-planning will hopefully become  
the strategy of choice, it will first require more evidence. 

With increasing numbers of immune reconstitution therapies 
available and growing real-world evidence to support the use of 
more aggressive treatment earlier in the MS disease course, the 
question of treatment strategy has never been more relevant. 

The first randomised controlled trial looking at this, DELIVER-MS, 
will give further guidance to clinicians. 

More long-term data is needed to determine the risks associated 
with immune reconstitution therapies and it is important to 
remember that they cause permanent changes to the immune 
system. This lack of reversibility means if adverse events do 
arise, it may be harder to manage them effectively. Another 
important issue is how to manage any MS disease activity which 
persists despite treatment: is this breakthrough disease, because 
treatment hasn’t worked, or because the immune system has 
repaired itself? Do you simply re-treat the patient, or do you 
change therapy (as you would with an escalation approach)?  
While stopping or switching maintenance therapy can cause MS 
disease activity to rebound, this is currently seen less with the 
immune reconstitution therapy approach. Another consideration 
is good adherence to immune reconstitution therapies, although 
patient engagement is still required, particularly due to the 
associated monitoring burden.

Switching scenarios

Increasingly, no evidence of disease activity (NEDA) is used as an 
aim of treatment (i.e., no relapses, no progression, stable MRI). 
Real-world evidence implies that patients remain stable if NEDA 
can be achieved from an early stage. However, by aspiring to 
NEDA we may find an increase in the number of patients switching 
due to efficacy. Dr Craner discussed a case study of switching 
due to lymphopenia, which raised the important issue of timing 
in order to best balance lymphocyte recovery and the risk of MS 
disease activity rebound. He then discussed switching due to risk 
of side effects and stressed the importance of educating and 
empowering the patient to take an active role in this decision. 
Finally, he covered switching due to pregnancy and the available 
post-marketing and registry data. In all cases, the potential ‘next’ 
treatments were discussed. 

Conclusion

While immune reconstitution therapies are some of the more 
effective DMTs, reversibility is an important element to consider as 
it may limit sequencing options. Treatment paradigms are rapidly 
evolving and we do not have long term data on sequencing, with 
randomised controlled trials in this area unlikely to be conducted. 
In the absence of data, Dr Craner emphasised the importance  
of real-world data collection initiatives, such as MS Base,  
and of sharing best practice on a case-by-case basis.

All information is taken from the transcripts of the speakers’ talks at the Northern Update Meeting held on 9th–10th March 2018.  
The contents of this newsletter represents the speakers’ own opinions at this time.



The evolving role of the pharmacist in  
MS management and DMT prescribing: 
the Charing Cross and Sheffield experiences
Rachel Dorsey 
MS Pharmacist, Imperial College Healthcare NHS Trust 

Dr Ben Dorward 
Neurosciences Pharmacist, Sheffield Teaching Hospital NHS Foundation Trust

As the number and complexity of MS treatments increase, so  
does the importance of the pharmacist’s specialist role in MS 
care. Rachel Dorsey explained that the role of the MS pharmacist 
was born as a result of the challenges facing MS services: 
increasing numbers of patients on treatment, reduced capacity to 
see patients, an ever increasing monitoring burden and managing 
a huge number of prescriptions, all of which led to Imperial  
re-evaluating the safety of the service and introducing the role.

The service is structured as a best practice example of utilising 
the pharmacist and ensuring safe DMT prescribing. In particular, 
she highlighted the importance of the weekly MDT meeting 
at which patients who need to switch/escalate treatment can 
be discussed, in order to reach an agreement about the best 
treatment for the patient.

“There is a long history of pharmacists becoming more 
involved in teams as the number and complexity of drugs 
available has grown.” 

Looking to the future, Imperial are hoping to put a pharmacist in 
clinic in order to ease the burden on the MS nurse and reduce 
waiting lists for appointments, as well as establishing a telephone 
clinic throughout the initiation process to support patients with 
managing side effects when beginning a treatment. They are 
also evaluating their adherence rates and associated strategies. 
Pharmacists are well placed to ensure a full drug history is taken 
from patients and, in the future, Imperial aim to utilise this to 
ensure better management of polypharmacy. Finally, as is well 
established in cardiology, Imperial are looking to set up group 
counselling sessions for patients as they are going onto a drug.

However, the situation in MS is not new and has been seen in a 
number of other disease areas. There are many examples from 
other services where the number and complexity of treatments 
have rapidly increased, e.g., in HIV and chemotherapy, which 
prompted the need for specialist pharmacists.

Dr Dorward talked about the situation in Sheffield as well as the 
importance of integrating the MS pharmacist into the MS team.  
He also discussed the benefit of homecare in allowing patients  
to continue with their lives with minimal disruption caused by  
their MS, and the valuable pharmacy homecare team in Sheffield. 
When patients begin treatment in Sheffield, they are offered a 
leaflet from the homecare service, which is their first port of call if 
there is a problem with their prescription. This enables many calls 
to be screened before they are passed onto the MS team.  
He also touched on the importance of MS coordinators in 
monitoring and chasing approximately 50 patients a month who 
become overdue for blood tests. These processes aim to ease 
some of the burden on MS nurses, particularly the volume of 
phone calls received. Dr Dorward highlighted the importance of 
communication in the smooth running of the service and ensuring 
blood tests, as well as prescriptions, are all tracked effectively.

Finally, Dr Dorward illustrated the transferable nature of the role 
of the pharmacist in any service, through use of examples in 
psychosis in Parkinson’s disease and pulmonary hypertension.  
He also highlighted the role of pharmacy technicians as an 
important part of the MDT and the role of the pharmacist in 
educating patients about the importance of monitoring.

“The message to take away is that pharmacists do have  
a role to play in MS care. But there is no universal model,  
we have to work around what the service needs.”

With the neuropharmacist included as a member of the MDT 
in both the MS Trust Forward View report (2016) and the NHS 
algorithm currently in consultation, it would seem the role of the 
neuropharmacist in delivering effective, safe MS care is here to 
stay. The exact parameters of that role will be centre-dependant, 
but their skillset and knowledge base is certainly a welcome and 
necessary addition to the team.

The impact of DMT monitoring on MS services:  
the successes and challenges of various approaches
Sarah White 
MS Nurse, St. George’s University Hospitals

Judith Wilton 
MS Nurse, Frimley Park Hospital

DMT monitoring is a challenging but critical element of MS care 
and Sarah White began her talk by reinforcing the importance 
of pharmacovigilance in keeping MS patients safe. The increase 
in the number of available DMTs from 4 to 13 over the past 15 
years, many with potentially dangerous side effects, means that 
monitoring patients effectively has never been more vital. It has 
also never been more of a challenge due to increasing  patient 
caseloads (many of whom are going onto  treatment), inadequate 
IT systems and variability in patient engagement with  
monitoring requirements. 
 
St George’s MS monitoring system is based on the system 
used by the rheumatology service, which made it easier to gain 
approval from key parties, including commissioners. At the virtual 
monitoring clinic the MS coordinator orders tests, which are 
checked by the MS nurse for accuracy. On the day of the clinic  
the patient does not see a clinician and can attend at any time 
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during the day for their tests. The results are checked by the 
MS therapies nurse and any results outside of set acceptable 
parameters are discussed with the consultant and a letter is sent 
to the GP and the patient. The team has also built up links with 
other services to seek their advice if needed.  
 
 

 
 
 
The patient record system allows any missed tests to be tracked 
and abnormal results to be acted on promptly. Importantly, 
this frees up capacity in the MS nurse clinic improving patient 
throughput. Electronic databases, checked by the MS Specialist 
Nurses, keep track of all monitoring requirements for those 
patients on injectable DMTs or natalizumab. The clinic also uses a 
text reminder service, which made a drastic difference to their Did  
Not Attend (DNA) rates, falling from around 40% in some clinics  
to about 6% now.

 
 
 
 
 
 
Judith Wilton stressed the importance of the MS coordinator in 
taking on much of the monitoring burden; from generating blood 
forms, to sending them out, to sending reminders to patients. 
To record this, the team use an Excel spreadsheet, which has 
enabled processes to be established and responsibility to be 
shared throughout the team. The spreadsheet self-populates to 
show when the next blood tests are due and includes MRI data,  
as well as featuring a dashboard.  
 
 
 

Other systems that can be used to keep track of monitoring 
include DAWN Clinical Software and Outlook reminders, the  
latter of which may be more applicable for community teams. 

Of course, fundamental to the monitoring process is patient 
engagement. Frimley Park have pioneered the use of 
‘treatment agreements’ with patients, which were developed 
to set expectations from the start of treatment and ensure 
understanding of the importance of blood tests, as well as the 
risks if they do not attend. They also operate a ‘no bloods, no 
drugs’ policy.

The development of the MS coordinator role  
in the last 10 years: the impact of their role  
in the MS Multi-Disciplinary Team (MDT)
Michelle Moir-Holland 
MS coordinator, Lincoln County Hospital

Mel Russell 
MS coordinator, Leeds Teaching Hospitals NHS Trust and Bradford Teaching 
Hospitals Foundation Trust 
 
 
 
  
 
 
Sarah White’s sentiment regarding the vital role of the MS team 
coordinator seemed to be shared by all around the room as  
Dr Rog introduced MS team coordinators Michelle Moir-Holland 
and Mel Russell.  
 
Their role in the MS team is to bring order to the complexity of 
MS care by performing a multitude of tasks including prescription 
management, clinic management, team co-ordination, safety 
monitoring, data collection and dissemination, as well as playing  
a key role in audit of the service. 
 
 
 
 
  
 
 
The benefits of the MS coordinator role include reducing the 
burden of administrative tasks and freeing up time for the rest  
of the team, as well as improving the organisation of the overall 
MS service, making it more efficient and safer for patients. 
 
Not every centre is lucky enough to have an MS coordinator role  
in the team. The primary barrier here is that the MS coordinator 
role does not draw a tariff, so making a business case for the  
role is vital. It was discussed that this should focus on the ability  
to release capacity in clinics, as well as the improved safety of  
the monitoring system.
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“We need a good system to ensure abnormal results are  
known  and acted on responsively, and that provides good 
recording of that data. We need a system that is flexible, 
reduces the burden on services, and gives remuneration  
for the clinician’s time.” 

“It’s a system that works well for us. I don’t go home at  
the end of the day worrying whether everyone has had  
their blood tests. I know they have or, if they haven’t,  
that we are chasing them.” 

 
“The phrase ‘conquering chaos’ sums up my thoughts  
on monitoring.”

“If I had to let one member of staff go, it would not be  
my MS team coordinator.” 

“If you can take one thing from today, it’s how important  
the MS coordinator role is in freeing up time for MS nurses  
and consultants.”



The evolving role of the Multi-Disciplinary Team 
(MDT) in MS services and in the prescribing and 
monitoring of Disease Modifying Therapies (DMTs)
Jo Sopala 
Director of Development, MS Trust

MS services are under pressure, facing difficulties such 
as increasing demand outstripping resource, complexity of 
monitoring, divergence between patients on DMTs and those  
who aren’t, and increasingly complex discussions with patients. 

“If there’s one take-home message from my presentation, 
it’s to download the MS Forward View report: Improving the 
efficiency of disease-modifying drug provision in the UK.”

Jo Sopala began her talk by congratulating all previous speakers, 
explaining that, were they not already speaking, she would have 
talked about their excellent work in MS services as best practice 
case-studies. She also reminded the audience of the MS Forward 
View Project, which can be found on the MS Trust website and 
is a goldmine of evidence-based recommendations to optimise 
MS services. She also discussed the NHS England Treatment 
Algorithm for MS DMTs, which is intended to reduce variation in 
prescribing across UK. While this is an important aim, concern was 
raised that the algorithm must not become a barrier for access to 
treatment, particularly as, for the complex DMTs, a minimum MDT 
consisting of two neurologists and an MS nurse is recommended. 

Thankfully, these meetings do not have to take place face-to-
face and there is flexibility in the source of input from each 
specialty (i.e., members do not have to be fixed). Jo emphasised 
the importance of wider specialty engagement in these teams, 
especially with respect to how the algorithm may impact  
their service.

Focusing on how to utilise the evolving MDT to optimise these 
services, in terms of both efficiency and providing the best level  
of care, she highlighted the DMT pathway in the MS Forward  
View report, where each role has been mapped out to show  
where efficiencies and initiatives can be introduced.

“What we heard yesterday from every speaker was just how 
important each of these roles are, and how much this team 
can benefit people with MS.”

Jo encouraged use of the MS Trust website resources and 
sharing best practice area, to allow innovation in one centre to 
benefit the wider network. If the evolving MDT is essential to 
improve efficiency within centres, then the wider MS community 
is essential to improve efficiency in MS services as a whole, 
benefiting people with MS throughout the UK.
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‘The wider clinical network for MS DMT patients’ from Dr David Rog’s presentation
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