temperature, fever, or an infection. When the clinical change is
thought to reflect a pseudoexacerbation, glucocorticoid treatment is
inappropriate. Glucocorticoids are used to manage either first attacks
or acute exacerbations. They provide short-term clinical benefit by
reducing the severity and shortening the duration of attacks.
Whether treatment provides any long-term benefit on the course of
the iliness is less clear. Therefore, mild attacks are often not treated.
Physical and occupational therapy can help with mobility and manual
dexterity.

Glucocorticoid treatment is usually administered as intravenous
methylprednisolone, 500-1000 mg/d for 3—-5 days, either without a
taper or followed by a course of oral prednisone beginning at a dose
of 60—80 mg/d and gradually tapered over 2 weeks. Orally
administered methylprednisolone, prednisone, or dexamethasone (in
equivalent dosages) can be substituted for the intravenous portion of
the therapy. Outpatient treatment is almost always possible.

Side effects of short-term glucocorticoid therapy include fluid
retention, potassium loss, weight gain, gastric disturbances, acne,
and emotional lability. Concurrent use of a low-salt, potassium-rich
diet and avoidance of potassium-wasting diuretics are advisable.
Lithium carbonate (300 mg orally bid) may help manage emotional
lability and insomnia associated with glucocorticoid therapy. Patients
with a history of peptic ulcer disease may require cimetidine (400 mg
bid) or ranitidine (150 mg bid). Proton pump inhibitors such as
pantoprazole (40 mg orally bid) may reduce the likelihood of gastritis,
especially when large doses are administered orally. Plasma
exchange (five to seven exchanges: 40—-60 mL/kg per exchange,
every other day for 14 days) may benefit patients with fulminant
attacks of demyelination that are unresponsive to glucocorticoids.
However, the cost is high, and conclusive evidence of efficacy is
lacking.

DISEASE-MODIFYING THERAPIES FOR RELAPSING FORMS
OF MS (RMS, SPMS WITH EXACERBATIONS)
Regulatory bodies have approved more than a dozen
immunomodulatory and immunosuppressive agents for treatment of
RMS. In phase 3 clinical trials, each was shown to reduce the



