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Conclusion

In highly active relapsing-remitting MS:
Both AHSCT and anti-CD20 therapy are associated with a substantial reduction of relapse risk.
The ability of AHSCT to prevent relapses is mildly superior to anti-CD20 therapy.
AHSCT is superior to anti-CD20 therapy at allowing recovery from previously accrued disability.
No treatment-related mortality was reported among the 152 matched AHSCT-treated patients. Safety profile of AHSCT was consistent with previous clinical experience.

This study is limited by the small size of the matched groups and missing saety information in the anti-CD20 groups. The available on-treatment follow-up does not allow comparisons
of long-term treatment effects.

Randomised trials comparing AHSCT with composite groups of alemtuzumalb, natalizumalb, anti-CD20 therapies and cladribine (RAM-MS, STAR-MS, BEAT-MS, NET-MS) are underway.
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