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MS DRUGS (DMT)

• Alemtuzumab (Lemtrada)

• Ocrelizumab (Ocrevus), Ofatumumab (Kesimpta), Ublituximab (Briumvi),Rituximab (off label)

• Fingolimod (Gilenya), Ozanimod (Zeposia), Siponimod (Mayzent),Ponesimod (Ponvory)

• Natalizumab (Tysabri)

• Cladribine (Mavenclad)

• Dimethyl fumarate (Tecfidera), Diroximel fumarate (Vumerity), Monomethyl fumarate (Bafiertam)

• Teriflunomide (Aubagio)

• Glatiramer acetate (Copaxone, Glatopa)

• Interferon beta-1a (Avonex, Rebif ), Interferon beta-1b (Betaseron) ,Peginterferon beta-1a (Plegridy)

• Mitoxantrone (Novantrone)



Varivax
Live attenuated vaccine 

*Vaccination and the Risk of Triggering or Aggravating MS

*Vaccination Efficacy and Safety in Patients on DMTs

*Vaccines to Decrease the Risk of Zoster Reactivation

in MS Patients Treated with DMTs



INDICATIONS     

1. Routine childhood vaccination : between 12 and 15 months of age,

 second dose between 4 and 6 years of age. 

 2. Post-exposure prophylaxis within 3 to 5 days after exposure

     70%-100% effective if given within 3 days of exposure (possibly up to 5 days)

 3. Catch-up vaccination for older children, adolescents, and adults who haven't had chickenpox or 

 haven't been vaccinated: Minimum interval for children: 3 months

                                      Minimum interval for adults: 4 weeks

4. for susceptible individuals at high risk for varicella complications, 

 such as healthcare workers and immunocompromised patients and their family members

5. 1 dose:  82% against any clinical varicella , 98% against severe disease. 

    2 doses:          92% to 95% effectiveness against any clinical varicella.



VARIVAX® Recommendation for Specific Groups



IMMUNITY

Varivax triggers both humoral and cell-mediated immune responses:

•  Humoral Response:

Stimulates the production of IgG antibodies specific to the varicella-zoster 

virus, which helps neutralize the virus if the individual is exposed in the future

• Cell-Mediated Response:

Activates T-lymphocytes (both CD4+ T-helper and CD8+ cytotoxic T-cells), 

which play a crucial role in recognizing and eliminating infected cells



VACCINES AND MULTIPLE SCLEROSIS:
 A PRACTICAL GUIDE 1

• Screening for past exposure and antibody titers against VZV are recommended prior to initiation of treatment with 

immunosuppressive agents

• In those who have no history of prior chickenpox and are VZV antibody negative, Varivax is recommended to be 

administered by two doses at least 4 weeks apart  specially before starting S1P receptor modulator drugs ,alemtuzumab 

,mavenclad ,and anti CD 20 drugs.

• Vaccines to decrease the Risk of Zoster Reactivation  in MS Patients Treated with DMTs.

• Administer all immunizations according to immunization guidelines at least 4 weeks prior to initiation of Ocrevus , Kesimpta,or 

other anti CD20 drugs and also before starting S1P receptor modulator drugs ( Gilenya, Zeposia , Mayzent )

• Administer live-attenuated vaccines at least 4 to 6 weeks prior to starting Mavenclad because of a risk of active vaccine 

infection.

• Required vaccinations should be given 6 weeks before initiating alemtuzumab to ensure an adequate immunological response 

before lymphocyte depletion.

• Live attenuated vaccines should be consider at least 6 months following therapy with anti-B cell antibodies. 





VACCINES AND MULTIPLE SCLEROSIS: 
A PRACTICAL GUIDE 2

• Vaccination with live attenuated vaccines is generally not 

recommended in patients with MS (PwMS) treated with natalizumab.

A total of 89 MS patients participated in this study , received two 

doses of the live-attenuated VZV vaccine with an interval of at least 

one month.

None of the patients developed serious adverse events. In addition, 

over a mean follow-up of 1.63 ± 0.43 years, no evidence of disease 

activity or progression was observed.

Conclusion: Our preliminary findings suggest the safety of live-

attenuated VZV vaccine in highly selective PwMS treated with 

natalizumab highlighting an individualized approach in particular 

circumstances.

•



Recommended vaccines for those on 
corticosteroid therapy

• ≥1 month after completion of high dose (≥2 mg/kg or ≥20 mg daily) oral corticosteroid therapy 

≥14 days duration.

• Initiating immunosuppressive therapy or DMTs , providers should wait 4 weeks after a live vaccine 

and 2 weeks after a non-live vaccine. 

• Not a contraindication: short term (i.e., <14 days); a low to moderate dose (i.e., <20 mg of prednisone or 

equivalent per day ,long-term, alternate-day treatment with short-acting preparations;  maintenance physiologic 

doses (replacement therapy);  topical (skin or eyes), inhaled, or by intra-articular, bursal, or tendon injection.



• Currently there are two types of shingles vaccines in the US 

that are recommended

• for adults aged 60 and above, regardless of previous infection: 

live-attenuated (Zostavax; licensed at 2006, given as a single 

subcutaneous injection) and non-live recombinant (Shingrix; 

licensed at 2017, given as intramuscular injections, 2 doses 

separated by 2–6 months apart) . 

• The Advisory committee on immunization practices (ACIP) 

currently recommends the Shingrix as the preferred vaccine for 

shingles prevention.

SHINGLES VACCINES 
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