
COVID-19, vaccination and MS 
 
DR.SAADAT                                                       ASSOCIATE PROFESSOR OF NEUROLOGY 

















































Timing MS 

Medications with 

COVID-19 Vaccines 



 

  

The Pfizer BioNTech, Moderna and Janssen/J&J vaccines are safe for 

people with MS, and they are safe to use with MS DMTs. The vaccines 

are not likely to trigger an MS relapse or have any impact on long-term 

disease progression. The risks of COVID infection far outweigh any 

potential vaccine risk, and persons with MS are encouraged to get the 

vaccine as soon as possible. Most DMTs are not expected to affect the 

responses to these vaccines, though some  may make the vaccines less 

effective. Coordinating the timing of vaccine administration with these 

DMTs may provide the best vaccine response. 



 

Given the potential serious health consequences of COVID-19, getting the 

vaccine as soon as possible may be more important than optimally timing 

the vaccine with  DMT. 

 

The decision of when to get the COVID-19 vaccine should include an 

evaluation of  risk of COVID-19, including  occupation, and the current 

state of  MS. If the risk of  MS worsening outweighs or is equal to risk of 

COVID-19, do not alter  DMT schedule and get the vaccine as soon as 

possible. If MS is stable, consider the following adjustments in the 

administration of  DMT to enhance the effectiveness of the vaccine: 



  
Beta interferons (Avonex, Betaseron, Extavia, Plegridy, 

Rebif), any glatiramer acetate (Copaxone, Glatopa and 

generic glatiramer), Aubagio, Bafiertam, generic dimethyl 

fumarate, Tecfidera, Vumerity, and Tysabri  

Do not delay starting one of these medicines for  vaccine 

injection. If you are already taking one of these DMTs, no 

adjustments of your DMT administration are recommended. 



Interferons: 

 
With reference to regional recommendations, live vaccines are not 

contraindicated during therapy with interferon-ß preparations, but a 

risk–benefit assessment should be carried out.Regarding 

inactivated vaccines, there is no increased risk in view of the mode 

of action. Concerning vaccine efficacy, the immune response to an 

influenza vaccine in patients with MS did not differ from 

controls. Overall, based on the comparability of inactivated 

vaccines and gene-based vaccines, no heightened risk is expected 

with mRNA as well as non-replicating viral vector vaccines and a 

comparable immune response can be assumed. 



Glatiramer acetate: 

 
There is no contraindication for live vaccines during 

glatiramer acetate treatment, but a risk–benefit assessment is 

required. Concerning inactivated vaccines, a similar immune 

response after vaccination compared with controls could be 

shown. Overall, no increased risk is expected with mRNA and 

non-replicating viral vector vaccines as it is also the case for 

inactivated vaccines. 



Dimethyl fumarate: 

 
Based on regional recommendations, there is no absolute 

contraindication for live vaccines during therapy with dimethyl 

fumarate (DMF). Overall, given the mechanism of action of 

both inactivated and gene-based vaccines, no increased risk is 

therefore expected with mRNA and non-replicating viral vector 

vaccines. 



Teriflunomide: 

 
Live vaccines are contraindicated during treatment with teriflunomide 

and according to the prescribing information for at least 6 months after 

the end of therapy. However, if necessary, a washout with active carbon 

(50 g four times daily for 11 days) or cholestyramine (8 g three times 

daily for 11 days) can be performed. Regardless of the washout 

procedure, a subsequent check of the plasma level by two separate 

tests at least 14 days apart and a latency of 1.5 months between the 

first measurement of a plasma level below 0.02 mg/L and injection of 

the live vaccine is required. For inactivated vaccines, there are 

generally no safety problems regarding DMTs Overall, no elevated risk 

is expected with mRNA and non-replicating viral vector vaccines, 

although reduced immune response may occur. 



Sphingosine 1 phosphate receptor modulators 

(Gilenya,Fingolimod, Mayzent, Zeposia, Ponvory) 
If you are about to start one of these medicines, consider getting 

 fully vaccinated* 2-4 weeks or more prior to starting your 
 medicine.  If you are already taking Gilenya, Mayzent, Zeposia 
 or Ponvory, continue taking as prescribed and get vaccinated as 

 soon as possible. 
 
 

*Fully vaccinated= two doses of the mRNA (Pfizer BioNTech or 
 Moderna) or one dose of the vector vaccine (J&J) 



Alemtuzumab (Lemtrada) 
If you are about to start Lemtrada, consider getting fully vaccinated* 4 
 weeks or more before starting Lemtrada. If you are already taking  
Lemtrada, consider getting vaccinated 24 weeks or more after the last 
 Lemtrada dose

2
. If you are due for your next treatment course, when 

 possible, resume Lemtrada 4 weeks or more after getting fully vaccinated. 
 This suggested scheduling is not always possible and getting the vaccine  
may be more important than coordinating timing of the vaccine with your 
 Lemtrada dose. 
  
    
*Fully vaccinated= two doses of the mRNA (Pfizer BioNTech or Moderna)  
or one dose of the vector vaccine (J&J) 



Oral cladribine (Mavenclad) 
If you are about to start Mavenclad, consider getting fully vaccinated* 2-4 
 weeks prior to starting Mavenclad. If you are already taking Mavenclad, 
 the currently available limited data does not suggest that timing of the  
vaccine in relation to your Mavenclad dosing is likely to make a significant 
 difference in vaccine response. Getting the vaccine may be more 
 important than coordinating timing of the vaccine with your Mavenclad  
treatment. If you are due for your next treatment course, when possible, 
 resume Mavenclad 2-4 weeks after getting fully vaccinated* 
.  
*Fully vaccinated= two doses of the mRNA (Pfizer BioNTech or 
 Moderna) or one dose of the vector vaccine (J&J)       



  

Anti-CD20 monoclonal infusions (Ocrevus and Rituxan and 

biosimilars) 

If you are about to start Ocrevus or Rituxan, consider getting fully vaccinated* 

2-4 weeks or more prior to starting the infusions. If you are already taking 

Ocrevus or Rituxan, consider getting vaccinated 12 weeks or more after the last 

DMT dose3. When possible, resume Ocrevus or Rituxan 4 weeks or more after 

getting fully vaccinated*. This suggested scheduling is not always possible and 

getting the vaccine may be more important than timing the vaccine with your MS 

medicine.  

*Fully vaccinated= two doses of the mRNA (Pfizer BioNTech or Moderna) or 

one dose of the vector vaccine (J&J)   



  

Ofatumumab (Kesimpta) 

If you are about to start Kesimpta, consider getting fully vaccinated 2-4 

weeks or more prior to starting Kesimpta. If you are already taking Kesimpta, 

there is no data to currently guide timing of the vaccine in relation to your 

last DMT injection. When possible, resume Kesimpta injections 2-4 weeks 

after getting fully vaccinated. This suggested scheduling is not always 

possible and getting the vaccine may be more important than timing the 

vaccine with your MS medicine.  

*Fully vaccinated= two doses of the mRNA (Pfizer BioNTech or Moderna) 

or one dose of the vector vaccine (J&J)    



Glucocorticoids: 

For live vaccines, no therapy stop is required under glucocorticosteroid 

treatment if (1) local therapy or (2) short-term (<14 days) and low-dose 

therapy (prednisone equivalent <20 mg/day in adults) is used. For therapy 

durations, longer than 14 days and above the prednisone equivalent 

mentioned, an interval between last intake and vaccine administration of 

1 month is recommended for live vaccines to avoid an increased 

vaccination-related reaction. Inactivated vaccines do not bear an increased 

risk at all. However, they should only be administered after therapy has 

been stopped or the dose reduced to the prednisone equivalent mentioned 

due to the possible reduced efficacy. No data regarding patients with MS 

are available to date. In conclusion, no increased risk is expected with 

mRNA and non-replicating viral vector vaccines. 



  

            High-dose steroids 

 
Consider starting the vaccine injection(s) at least 3-5 days 
 after the last dose of steroids. 



Mitoxantrone 

 
Live vaccines are contraindicated during immunotherapy with mitoxantrone. 

A minimum interval of 3 months after the end of therapy is 

recommended. This also seems reasonable for inactivated vaccines in 

order to be able to develop sufficient immunity.  In summary, no increased 

risk is expected with mRNA and non-replicating viral vector vaccines as it is 

with inactivated vaccines, although vaccine immunogenicity may be 

compromised. 











Vaccine Effectiveness 

and MS 



Some DMTs may reduce the effectiveness of the 

COVID-19 vaccines 
People taking certain DMTs (ocrelizumab, rituximab, ofatumumab, and 

possibly fingolimod and others) will have a reduced and possibly undetectable 

antibody response to the COVID-19 vaccines. If you use one of these DMTs 

and take an antibody test following your vaccine, it may show a decreased or 

undetectable antibody level. Even if your antibodies are undetectable or low, 

you could be protected from COVID-19 since other components of the immune 

system are triggered by the vaccine and could contribute to your protection. 

 

While easiest to measure, antibodies are not the only post-vaccine response 

which helps protect us. Research is underway to explore these other 

components of the immune response to the vaccine and how they might play a 

role in protection against COVID-19 



FDA states that antibody tests should not be used to 

determine immunity or protection against COVID-

19 
Antibody tests are helpful to determine if someone may have been exposed to 

the SARS-CoV-2 virus (the virus that causes COVID-19) and may have 

developed an immune response. Antibody tests should not be used to determine 

immunity or protection against COVID-19, especially after a person has 

received a COVID-19 vaccination 



Even after you’ve been fully vaccinated, continue to 

take precautions against COVID-19 
 

Even though the current COVID-19 vaccines are highly effective, some people 

can still become infected with COVID-19 and give it to others. While research 

on the immune response to the vaccines in MS  is underway, the safest approach 

is to ensure those closest to you are vaccinated. When in settings where you are 

unsure of the vaccination status of those around you, continue to wear a mask, 

practice physical distancing, wash your hands frequently and follow local rules 

about getting tested for COVID-19 when necessary. 



COVID-19 Vaccine 

Boosters and 

Additional Doses 

Those age 18 and older who have received two doses of an mRNA vaccine [Pfizer BioNTech 

(Comirnaty) or Moderna] will be eligible for a COVID-19 vaccine booster starting in September. 

The booster is expected to be available eight months after their second dose of the mRNA 

vaccine. People with MS age 12* and older who are fully vaccinated with an mRNA vaccine 

may be eligible to receive an additional vaccine dose now. Talk with your healthcare 

provider to determine the best time to get your additional dose. 

 

* Only the Pfizer BioNTech (Comirnaty) vaccine is authorized for age 12 and older and 

approved for age 16 and older. 

 



People with MS may be eligible for an additional dose 

now 
FDA has authorized an additional COVID-19 vaccine dose for people who are not 

expected to have normal and/or adequate immune responses after two doses of the 

vaccine. Studies of the COVID-19 vaccine responses in MS have shown a reduced 

or absent antibody response to the vaccine among those who use certain disease 

modifying therapies (DMTs). 

 

People with MS using the following DMTs may benefit from an additional dose: 

 
sphingosine 1-phosphate receptor modulators (Gilenya,Fingolimod), 
 

alemtuzumab (Lemtrada) and 
 

anti-CD20 monoclonal antibodies (Ocrevus, Kesimpta, Rituxan and biosimilars) 



Boosters are different than an additional dose 
 

An additional dose is intended to improve immunocompromised people’s response 

to their first and second dose of vaccine. A booster dose is given to people when the 

immune response to the first and second dose is likely to have waned over time. An 

additional dose can be administered as soon as 28 days following your second 

vaccine injection. Boosters are expected to be available eight months after the 

second dose of an mRNA vaccine. 



       Timing vaccines with DMTs 

 
 

A recent study of people with MS who use B cell depleting DMTs 

  

showed a better antibody response when the vaccine was 

  

administered three months or more after the last dose of DMT.  



Having MS does not make you immunocompromised, 

but some DMTs do reduce your immune responses to 

vaccines 
 

Having MS does not compromise our immune system. Current evidence shows that 

having MS does not make us more likely to develop COVID-19 or to become 

severely ill or die from the infection than the general population. However, some 

certain groups of people  DMTs used to treat MS do alter your immune system and

, including 19-to having a severe case of COVID with MS are more susceptible

people taking B cell depleting DMTs. 

https://www.nationalmssociety.org/coronavirus-covid-19-information/multiple-sclerosis-and-coronavirus#section-0
https://www.nationalmssociety.org/coronavirus-covid-19-information/multiple-sclerosis-and-coronavirus#section-0


COVID-19 antibodies in people with MS 
 

Antibody tests are helpful to determine if someone may have been exposed to the SARS-CoV-2 

virus (the virus that causes COVID-19), but antibody tests are not recommended by the FDA to 

determine immunity or protection against COVID-19. 

 

An additional dose of the mRNA vaccines produces more robust immune responses against the 

SARS-CoV2 virus (the virus that causes COVID-19). These responses can include an increase in 

antibodies (produced by B cells) as well as an increase in the immune cellular responses (T cells)—

both of which offer protection from serious illness due to COVID-19. 

 

People who lack B cells, such as those on B cell depleting therapies, may have reduced or even 

absent antibody responses to the additional dose as well, though other aspects of their vaccine 

response (T cells) are likely to be increased. A recent study of people with MS who had a reduced 

or absent antibody response to the COVID-19 vaccine showed increased T cell responses. This 

finding shows the importance of vaccination for all people with MS regardless of the anticipated 

antibody response. 



                Vaccine side effects 
 

Data from currently available studies indicate that the side effects of the 

third dose of mRNA vaccine [Pfizer BioNTech (Comirnaty) or Moderna] 

were similar to prior doses. Any vaccine can cause side effects, including 

a fever. A fever can make MS symptoms worse temporarily, but they 

should return to prior levels after the fever is gone.  



The COVID-19 vaccines are not expected to cause 

MS or trigger an MS relapse 
 

None of the available vaccines contain live virus and the vaccines will not cause 

COVID-19. There is nothing to indicate that the vaccines will cause MS. For 

youth with MS, the vaccines are not likely to trigger an MS relapse or have any 

impact on long-term disease progression. The risk of getting COVID-19 far 

outweighs any risk of having an MS relapse from the vaccine. 



There is no evidence that the vaccines will affect 

fertility 
 

There is no reason to expect any COVID-19 vaccine to affect fertility. 
 



CONCLUSION: 

 
To efficiently fight the COVID-19 pandemic, it is of utmost importance to follow 

the general recommendations of the WHO and to achieve the fastest possible 

protection through comprehensive vaccination of the human population. This is 

particularly relevant to people with autoimmune diseases such as MS. 

Therefore, all people with MS should be vaccinated against SARS-CoV-2 

according to regional recommendations and in accordance with their treating 

neurologist, not least in order to prevent the emerging problem of virus mutants 

as far as possible. 

 Regarding cyclical therapies (ocrelizumab, rituximab, alemtuzumab, cladribine), 

possible postponement of the next dose may be considered depending on 

individual circumstances (risk factors, age, MS disease activity and prognosis, 

and lymphocyte count). The risk of disease reactivation may greatly exceed the 
risk of COVID-19. 



https://jnnp.bmj.com/content/jnnp/92/10/1033/F1.large.jpg?width=800&height=600&carousel=1

