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Introduction
Multiple sclerosis (MS) is the most common chronic neuro-
logic condition in young adults worldwide, and is typically 
diagnosed between the ages of 20 and 40 years.1,2 Since MS 
usually extends over decades of a person’s life and has a mini-
mal effect on life expectancy, its prevalence increases in older 
age groups, and disease activity may differ by age.3,4 It has been 
estimated that, in the United States, the prevalence of MS is 

highest in adults 55 to 64 years of age, underscoring the impor-
tance of understanding how age affects MS.2 In addition, there 
is accumulating evidence that, with age, the efficacy of disease-
modifying therapies (DMTs) may decrease and age-related 
adverse events (AEs) may emerge, altering the benefit-risk 
ratio of DMTs.5-7 Moreover, given that DMTs target the 
immune system, there is a potential for lymphopenia and 
increased infection risk,8 which is an important clinical 
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ABSTRACT

Background: Evidence suggests that efficacy and safety of disease-modifying treatments for multiple sclerosis may differ with age. We 
evaluate efficacy and safety of teriflunomide across age subgroups of patients from pooled clinical trials and real-world studies.

Methods: Post hoc analyses of patients who received teriflunomide 14 mg in the pooled phase II and III TEMSO, TOWER, TENERE, and 
TOPIC core and extension studies (n = 1978), and the real-world Teri-PRO (n = 928) and TAURUS-MS I (n = 1126) studies were conducted. 
Data were stratified by age at study entry: ⩽25, >25 to ⩽35, >35 to ⩽45, and >45 years. In Teri-PRO and TAURUS-MS I, an additional 
group, >55 years, was assessed.

Results: In the pooled core studies, teriflunomide reduced annualized relapse rate (ARR) versus placebo across all ages. Unadjusted 
ARRs remained low across age groups in pooled extensions (0.18-0.30), Teri-PRO (0.10-0.35), and TAURUS-MS I (0.14-0.35). Baseline 
Expanded Disability Status Scale scores were higher with age, but stable through core and extension studies (mean increases over 7 years: 
⩽25 years, +0.59; >25 to ⩽35 years, +0.46; >35 to ⩽45 years, +0.35; >45 years, +0.81). Across age groups, adverse event (AE) 
incidences were 78.4% to 90.7% in pooled core and extension studies and Teri-PRO, and 29.2% to 37.7% in TAURUS-MS I; serious AE 
incidences were ⩽21.3% in all studies. In pooled phase III and Teri-PRO studies, lymphocyte count decreases over 1 year after initiating 
teriflunomide, and proportions of patients developing lymphopenia, were small across age groups.

Conclusions: Teriflunomide efficacy was demonstrated regardless of age. Safety was generally consistent across age groups.
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consideration in older people with MS (pwMS), who often 
present with various comorbidities.

Teriflunomide, a once-daily oral immunomodulator, is 
approved in more than 80 countries for the treatment of relaps-
ing forms of MS (RMS), including clinically isolated syndrome 
(CIS), relapsing-remitting MS (RRMS), and in some jurisdic-
tions, active secondary progressive MS.9,10 The efficacy and 
safety of teriflunomide 14 mg have been established in patients 
with RMS or RRMS in the phase II and phase III TEMSO, 
TOWER, and TENERE clinical trials, and in those patients 
with CIS in the TOPIC study.11-16 Long-term efficacy and 
safety of teriflunomide 14 mg was demonstrated in extension 
studies of the phase II and III trials through 9 years.11,17 In the 
real-world Teri-PRO and TAURUS-MS I studies, terifluno-
mide 14 mg—treated patients reported high levels of treat-
ment satisfaction, with a stable safety and tolerability profile 
over 48 weeks and over 2 years, respectively.18,19

In this study, our objective was to evaluate whether age had 
an effect on the efficacy and safety of teriflunomide using 
pooled data from the phase II and III clinical trials and from 2 
real-world studies of teriflunomide. In the safety analysis, we 
specifically evaluated the association of lymphocyte counts and 
risk of infection across age groups, as this is a safety concern of 
interest in aging pwMS.

Methods
Patients and study design

In this post hoc analysis, data were obtained from the pooled 
phase II and phase III TEMSO, TOWER, TENERE, and 
TOPIC clinical trials and their extension studies, the phase IV 
Teri-PRO study, and the TAURUS-MS I study. Patients who 
were treated with teriflunomide 14 mg were stratified by age at 
core study entry. Individuals who only started teriflunomide 14 
mg during the extension studies were stratified by age at time 
of starting the extension study. Age stratification subgroups 
were as follows: ⩽25, >25 to ⩽35, >35 to ⩽45, and >45 
years. Additional cohorts of patients aged >55 years were 
included from the Teri-PRO and TAURUS-MS I studies 
since these studies included a significant proportion of older 
patients (>55 years).

Complete study designs for the phase II and phase III 
TEMSO, TOWER, TENERE, and TOPIC studies have been 
published previously11-17 and are briefly summarized here.

The phase II study and phase III TEMSO and TOWER 
studies (for RMS patients) and the TOPIC study (for patients 
with CIS diagnosis; McDonald 2005 criteria20) were double-
blind, placebo-controlled studies in which patients were ran-
domized 1:1:1 to receive placebo, teriflunomide 7 mg, or 
teriflunomide 14 mg. Age ranges for eligible patients were 
>18 to 65 years for the phase II core study and its extension, 
>18 to 55 years for TEMSO, TOWER, and TOPIC studies, 
and ⩾18 years for TENERE. Patients were treated for 36 
weeks in the phase II trial, ⩾48 weeks in TOWER, and 108 

weeks in TEMSO; a 108-week treatment duration was 
planned for TOPIC, but the study ended approximately 1.7 
years earlier than planned due to the 2010 revisions of the 
MS diagnostic McDonald criteria.21,22 TENERE was a phase 
III, rater-blinded study in which patients with RMS were 
randomized 1:1:1 to receive teriflunomide 7 mg, terifluno-
mide 14 mg, or subcutaneous interferon beta-1a (IFN β-1a) 
44 μg thrice weekly, and completed 48 weeks after the last 
patient was randomized. In the extension studies of the phase 
II and III trials, patients received teriflunomide 14 mg regard-
less of their original dose (TOWER, TENERE) or continued 
their original core study dose of teriflunomide (phase II, 
TEMSO, TOPIC). Patients who initially received placebo or 
IFN β-1a received teriflunomide 14 mg (TOWER, 
TENERE) or were reassigned 1:1 to teriflunomide 7 or 14 
mg (phase II, TEMSO, TOPIC).

Details of the Teri-PRO study design have been published 
previously.18 Briefly, this phase IV trial conducted in 14 coun-
tries (Austria, Belgium, Canada, Chile, Finland, France, 
Germany, Greece, Italy, Norway, Spain, Sweden, the United 
Kingdom, and the United States) was a prospective, single-
arm, open-label study that assessed treatment satisfaction, dis-
ease outcomes, and safety in patients with RMS receiving 
teriflunomide per local prescribing guidelines. Patients received 
teriflunomide (7 or 14 mg once daily in the United States, teri-
flunomide 14 mg in the other countries) and were followed up 
for 48 weeks.

TAURUS-MS I was a noninterventional, prospective, lon-
gitudinal study in Germany.19 Patients were eligible for enroll-
ment if they were ⩾18 years old, had diagnoses of RRMS, were 
capable of completing questionnaires, and had no existing con-
traindications. To avoid selecting a nonrepresentative study 
population, no explicit exclusion criteria were specified. 
Documentation started approximately 4 weeks after treatment 
initiation with teriflunomide, and follow-up visits were sched-
uled after 3, 6, 12, 18, and 24 months.

Study endpoints

Although there were differences across the studies, the follow-
ing common endpoints were assessed across all studies: annual-
ized relapse rate (ARR), Expanded Disability Status Scale 
(EDSS) scores, and occurrence of AEs. Lymphocyte counts in 
the pooled core and extension studies and Teri-PRO studies 
were obtained using standard clinical laboratory assessments at 
baseline and Year 1 (Day 336-Day 378). Analyses could not be 
completed for lymphocyte counts in the TAURUS-MS I 
population.

Statistical analysis

All available data through the duration of each study were ana-
lyzed without imputation in patients who received terifluno-
mide 14 mg separately for each age group. In the TENERE 
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core and extension studies, only patients who received teriflu-
nomide 14 mg were analyzed, including patients switching 
from IFN β-1a 44 μg.

For the clinical trials, efficacy analyses (ARR and EDSS) 
were based on the combined intent to treat population, includ-
ing all patients who were randomized and who received at least 
1 dose of study drug from the phase II and phase III TEMSO, 
TOWER, and TENERE core and extension studies (maxi-
mum study durations: phase II extension, 12.8 years; TEMSO, 
10.8 years; TOWER, 6.3 years; TENERE, 5.7 years). Data 
were included up to the last time point at which there were 
⩾10 participants in each age category. Safety analyses were 
based on all patients grouped according to the dose of treat-
ment they received, rather than the group to which they were 
randomized, and included data from TOPIC.

In the pooled core studies, adjusted ARRs were derived 
using a Poisson model with the total number of confirmed 
relapses onset between randomization date and last dose date 
as the response variable; poolcode (study), treatment, region, 
and EDSS strata at baseline as covariates; and log-transformed 
standardized study duration as an offset variable. Relapse rates 
were calculated for teriflunomide 14 mg versus placebo accord-
ing to the age subgroups. In the pooled core and extension 
studies, Teri-PRO, and TAURUS-MS I, the unadjusted ARR 
and confidence intervals were calculated using the normal 
approximation for Poisson confidence interval; data in the core 
and extension studies were included up to the last time point at 
which there were ⩾10 patients in each group. EDSS scores 
were analyzed using year-wise descriptive statistics.

AEs were reported as incidences defined as the percent-
age of patients with at least 1 event. In the pooled core stud-
ies and Teri-PRO, mean lymphocyte levels were quantified 
using 1.0 cells/L × 109 cells/L as the lower limit of normal 
(LLN). Lymphopenia grades, categorized on a scale of 1 to 4 
(Grade 1: 9 cells/L; Grade 2: <0.8 to ⩾0.5 × 109 cells/L; 
Grade 3: <0.5 to ⩾0.2 × 109 cells/L; Grade 4: <0.2 × 109 
cells/L), were derived from 2 consecutive visits for the pooled 
phase III core studies (TEMSO, TOWER, TOPIC, and 
TENERE), and from the baseline and Year 1 visits for the 
Teri-PRO study.

Standard protocol approvals, registrations, and 
patient consents

All studies were conducted in accordance with the International 
Conference on Harmonisation Guidelines for Good Clinical 
Practice and the Declaration of Helsinki. All patients provided 
written informed consent before participating in the trials. All 
procedures were approved by local institutional ethics review 
boards of participating sites (names of the Institutional Review 
Boards and Independent Ethics Committees that approved the 
procedures at each participating site for all studies are listed in 
the Supplemental Appendix).

The phase II and III clinical trials and the real-world  
Teri-PRO study are registered with www.clinicaltrials.gov 
(ClinicalTrials.gov identifiers: phase II core: NCT01487096; 
phase II extension: NCT00228163; TEMSO core: NCT 
00134563; TEMSO extension: NCT00803049; TOWER: 
NCT00751881; TENERE: NCT00883337; TOPIC: NCT 
00622700; Teri-PRO: NCT01895335). The TAURUS-MS I 
study is registered in the Bundesinstitut für Arzneimittel und 
Medizinprodukte public database under number 2075.

Results
Patients

In the phase II, TEMSO, TOPIC, TOWER, and TENERE 
core and extension studies, data were pooled from 1978 patients 
treated with teriflunomide 14 mg: 209 (11%) aged ⩽25 years, 
593 (30%) aged >25 to ⩽35 years, 719 (36%) aged >35 to 
⩽45 years, and 457 (23%) aged >45 years. Mean ever exposed 
teriflunomide 14 mg treatment time during the pooled core 
and extension studies was 3.3 years (median 2.9 years; range 
0.002-12.8 years).

At baseline, time since first symptom or MS diagnosis and 
mean EDSS score was higher with increasing age, whereas 
mean number of relapses in the 2 years preceding enrollment 
was lower with increasing age (Table 1). Baseline demograph-
ics and disease characteristics were similar by age group for 
patients on placebo and teriflunomide 14 mg (mean treatment 
time, 1.5 years) from the pooled core studies (Supplemental 
Table S1).

In the Teri-PRO study, data were obtained from 928 
patients treated with teriflunomide 14 mg: 23 (2%) aged ⩽25 
years, 125 (13%) aged >25 to ⩽35 years, 280 (30%) aged >35 
to ⩽45 years, 288 (31%) aged >45 to ⩽55 years, and 212 
(23%) aged >55 years (percentages do not add up to 100% 
due to rounding). In TAURUS-MS I, data were obtained 
from 1126 patients treated with teriflunomide 14 mg: 43 
(4%) aged ⩽25 years, 168 (15%) aged >25 to ⩽35 years, 357 
(32%) aged >35 to ⩽45 years, 408 (36%) aged >45 to ⩽55 
years, and 150 (13%) aged >55 years. As with the pooled core 
and extension studies, the duration since first symptom or MS 
diagnosis and the mean EDSS score at baseline was higher 
with increasing age in both the Teri-PRO and TAURUS-MS 
I studies (Table 1).

Clinical eff icacy by age group

In the pooled phase II, TEMSO, TOWER, and TENERE 
core studies, teriflunomide 14 mg significantly reduced ARR 
compared with placebo across all age groups (relative risks of 
0.445, 0.732, 0.641, and 0.642 in patients aged ⩽25 years, >25 
to ⩽35 years, >35 to ⩽45 years, and >45 years, respectively; 
Figure 1A). Through the pooled core and extension studies, 
the unadjusted ARRs over 13 years were lower in patients 
aged >35 years (0.18-0.20) than in those aged ⩽35 years 
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(0.27-0.30; Figure 1B). In the Teri-PRO study, the unadjusted 
ARRs were generally lower in the older age groups over 48 
weeks (ARRs ranged from 0.35 in patients >25 to ⩽35 years 
old to 0.11 in patients >55 years old [Figure 1C]); however, 
the unadjusted ARR for the ⩽25 years age group was 0.10. In 
the TAURUS-MS I study, the unadjusted ARR was likewise 
lower over 2 years in older patients (ARRs were between 0.35 
in patients >25 to ⩽35 years old to 0.14 in patients >55 years 
old, and was 0.29 in patients aged ⩽25 years, Figure 1D).

In the pooled phase II, TEMSO, TOWER, and TENERE 
core and extension studies, EDSS scores were stable over 7 

years, with mean EDSS score changes observed at Year 7 versus 
baseline as follows: patients aged ⩽25 years: +0.59, aged >25 
to ⩽35 years: +0.46, aged >35 to ⩽45 years: +0.35, and aged 
>45 years: +0.81 (Figure 2). Data from 8 to 13 years in the 
extensions were not included in the analyses due to low 
patient numbers (<10 participants in each age category). In 
the real-world Teri-PRO and TAURUS-MS I studies, mean 
EDSS scores were stable across all age groups, with mean 
score changes from baseline ranging from −0.18 to +0.13 at 
Week 48 and from −0.07 to +0.33 at Year 2, respectively 
(Table 2).

Table 1.  Baseline characteristics of patients treated with teriflunomide 14 mg in the pooled phase II, TEMSO, TOWER, TOPIC, and TENERE core 
and extension studies, Teri-PRO study, and TAURUS-MS I study by age group.

Pooled phase II and III core and 
extensiona

Age group, years

⩽25 >25 to ⩽35 >35 to ⩽45 >45

n = 209 n = 593 n = 719 n = 457

Age, years 22.8 (2.0) 30.7 (2.8) 40.3 (2.8) 50.3 (3.3)  

Female, % 70.3 65.9 73.6 74.8  

Time since MS diagnosis, yearsb 2.6 (2.4)c 4.4 (3.7)d 6.3 (5.6)e 7.7 (7.1)f  

Time since first symptoms of MS, yearsb 4.0 (3.0)c 6.7 (4.4)d 9.4 (6.6)e 12.3 (8.5)f  

EDSS score 1.9 (1.1)g 2.2 (1.3) 2.5 (1.4) 3.0 (1.5)  

Number of relapses in the prior 2 yearsh 1.7 (1.4)i 1.5 (1.3)j 1.4 (1.3)k 1.2 (1.2)l  

Received previous MS DMT, %h 41.7i 47.7m 45.2k 48.7n  

Teri-PRO Age group, years

⩽25 >25 to ⩽35 >35 to ⩽45 >45 to ⩽55 >55

n = 23 n = 125 n = 280 n = 288 n = 212

Age, years 22.0 (2.4) 31.3 (2.8) 41.1 (2.7) 50.4 (2.9) 61.2 (4.1)

Female, % 73.9 73.6 76.1 75.3 72.6

Time since first symptoms of MS, years 4.7 (4.7) 6.6 (4.7) 11.0 (7.0) 14.2 (9.3) 19.0 (11.0)

EDSS score 1.5 (1.5) 1.9 (1.6) 2.5 (1.8)o 3.2 (1.8)p 4.1 (1.9)

Number of relapses in the prior 2 years 1.4 (1.4) 1.4 (1.3) 1.4 (1.6) 1.1 (1.4) 1.0 (1.5)q

Received previous MS DMT in past 2 
years, %

69.6 73.6 72.5 71.9 68.9

TAURUS-MS Ir n = 43 n = 168 n = 357 n = 408 n = 150

Age, years 22.7 (2.1) 31.3 (2.7) 41.2 (2.9) 50.1 (2.8) 60.7 (4.2)

Female, % 39.5 58.3 68.3 71.3 72.7

Time since first symptoms of MS, years 2.0 (2.2)s 5.6 (4.6)t 9.9 (6.9)u 13.2 (8.6)v 13.9 (9.2)w

EDSS score 1.1 (0.9)s 1.6 (1.2)x 2.1 (1.3)y 2.7 (1.6)z 2.9 (1.6)*

Number of relapses in the prior 2 years 1.3 (0.7) 1.2 (1.5)† 0.9 (1.0)‡ 0.9 (1.0)≠ 0.8 (1.2)�

Abbreviations: DMT, disease-modifying therapy; EDSS, Expanded Disability Status Scale; MS, multiple sclerosis; SD, standard deviation.
Values are mean (SD) unless indicated otherwise.
aPatients initiated teriflunomide 14 mg at either core study baseline or extension baseline; bExcluding patients from the TOPIC study; cn = 146; dn = 485; en = 629;  
fn = 435; gn = 208; hExcluding patients in the phase II study and TOPIC study; in = 144; jn = 462; kn = 593; ln = 412; mn = 463; nn = 413; on = 279; pn = 285; qn = 211; 
rPer protocol set; sn = 39; tn = 163; un = 336; vn = 384; wn = 142; xn = 138; yn = 294; zn = 344; *n = 131; †n = 167; ‡n = 350; ≠n = 406; �n = 149.
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Safety by age group

In the pooled phase II, TEMSO, TOPIC, TOWER, and 
TENERE core and extension studies, the safety profile of teri-
flunomide over 13 years was generally similar across age groups. 
The frequencies of any AE were 87.0% to 90.7%, frequencies 
of any serious AEs were 14.2% to 21.3%, and frequencies of 
AEs leading to permanent treatment discontinuation were 
12.0% to 15.0% (Table 3). In the core studies, frequencies 
of AEs were numerically equal or higher in teriflunomide 
14 mg—treated patients versus placebo across all age groups; 
this trend was also observed for frequencies of serious AEs and 
AEs leading to permanent discontinuation across age groups, 
except in patients aged >45 years (Supplemental Table S2). In 
the core and extension studies, the most frequently reported 
AEs were nasopharyngitis, headache, increased alanine ami-
notransferase, hair thinning, and diarrhea, observed by ⩾10% 
of patients across all age groups (Supplemental Table S3). Of 
these AEs, hair thinning occurred more frequently in the >25 
to ⩽35 years and >35 to ⩽45 years age groups than it did 
among patients aged ⩽25 and >45 years. Diarrhea, back pain, 
and hypertension were generally more common in the older 
age groups. Rates of malignancy were low in all age groups, 
with no malignancies reported in patients ⩽25 years old. Of 
the 10 deaths that occurred across age groups, 7 were deemed 
not related to treatment, while 3 (1 in the ⩽25 years old group 

and 2 in the >45 years old group) were deemed to be poten-
tially related to treatment; however, medical evaluations have 
not established a formal causative role of teriflunomide as a risk 
factor explaining these fatal outcomes (Table 3).

In the Teri-PRO study, frequencies of any AE were similar 
across age groups (78.4%-85.0%), while frequencies of serious 
AEs and AEs leading to death (none of which were deemed 
related to treatment) were higher with age (Table 3). 
Frequencies of AEs leading to permanent discontinuation in 
patient groups >25 years old were similar (8.8%-11.8%). The 
most commonly reported AE was hair thinning, which had 
lower incidence with increasing age (Supplemental Table S3). 
In patients ⩽25 years old, incidences of fatigue and headache 
were higher, and incidence of diarrhea was lower versus the 
other age groups. Patients >55 years old reported the lowest 
incidences of fatigue and headache. None of the 4 deaths 
reported in the study (all occurred in patients aged >35 years) 
were deemed related to teriflunomide treatment (Table 3).

In the TAURUS-MS I study, frequencies of any AE were 
similar across age groups (29.2%-37.7%), and were lower than 
those observed in the pooled studies and the Teri-PRO study 
(Table 3). Frequencies of serious AEs and AEs leading to per-
manent discontinuation were similar across age groups, 
although AEs leading to permanent discontinuation were 
approximately twice as high in the ⩽25 years old group than 
in the older age groups. One death was observed in a patient 

Table 2.  EDSS scores stratified by age in patients treated with teriflunomide 14 mg in the Teri-PRO and TAURUS-MS I studies.

Age group, years

⩽25 >25 to ⩽35 >35 to ⩽45 >45 to ⩽55 >55

Teri-PRO

  Baseline 1.52 (1.46) 1.89 (1.55) 2.51 (1.73) 3.24 (1.84) 4.12 (1.88)

n = 22 n = 125 n = 276 n = 283 n = 203

  Week 48 1.34 (1.69) 1.81 (1.50) 2.57 (1.81) 3.37 (1.87) 4.00 (1.95)

n = 22 n = 110 n = 253 n = 264 n = 183

 � Mean change 
from baseline 
(95% CI)

−0.18 (−0.55 to 0.18) 0.03 (−0.13 to 0.19) 0.05 (−0.08 to 0.18) 0.13 (0.04 to 0.23) −0.05 (−0.17 to 0.07)

n = 22 n = 110 n = 252 n = 261 n = 183

TAURUS-MS I

  Baseline 1.13 (0.85) 1.64 (1.22) 2.10 (1.34) 2.67 (1.56) 2.92 (1.55)

n = 39 n = 138 n = 294 n = 344 n = 131

  Year 2 0.81 (0.65) 1.43 (1.36) 2.16 (1.48) 2.68 (1.56) 2.95 (1.45)

n = 8 n = 52 n = 129 n = 154 n = 59

 � Mean change 
from baseline 
(95% CI)

−0.07 (−0.63 to 0.49) −0.07 (−0.32 to 0.18) 0.14 (−0.03 to 0.30) 0.08 (−0.06 to 0.22) 0.33 (0.01 to 0.64)

n = 7 n = 45 n = 106 n = 135 n = 52

Abbreviations: CI, confidence interval; EDSS, Expanded Disability Status Scale; SD, standard deviation.
Values are mean (SD) unless indicated otherwise.
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>55 years old and was deemed potentially related to treat-
ment. Patients ⩽25 years old reported a higher incidence of 
MS relapse compared with patients in the other age groups 
(Supplemental Table S3).

As an AE of special interest, we investigated the association 
of lymphocyte counts and risk of infection across age groups. 
In the pooled TEMSO, TOWER, TOPIC, and TENERE 
core studies and the Teri-PRO study, mean baseline lympho-
cyte counts in patients who received teriflunomide 14 mg were 
1.9 to 2.2 × 109 cells/L across age groups, and were lowered to 
1.6 to 2.0 × 109 cells/L after 1 year of teriflunomide 14 mg 
treatment (Figure 3). All mean values pre- and posttreatment 
were above the LLN. The proportion of patients free from 
lymphopenia through Year 1 was similar across age groups in 

Table 3.  AEs in patients treated with teriflunomide 14 mg in the pooled phase II, TEMSO, TOWER, TOPIC, and TENERE core and extension 
studies, Teri-PRO study, and TAURUS-MS I study by age group.

Number (%) Age group, years

⩽25 >25 to ⩽35 >35 to ⩽45 >45

Pooled phase II and III core 
and extensiona

n = 209 n = 593 n = 719 n = 457

Any AE 184 (88.0) 516 (87.0) 652 (90.7) 408 (89.3)  

Any serious AE 41 (19.6) 84 (14.2) 153 (21.3) 87 (19.0)  

Any AE leading to deathb 3 (1.4) 0 4 (0.6) 3 (0.7)  

Any AE leading to permanent 
treatment discontinuation

28 (13.4) 83 (14.0) 108 (15.0) 55 (12.0)  

Teri-PRO Age group, years

⩽25 >25 to ⩽35 >35 to ⩽45 >45 to ⩽55 >55

n = 23 n = 125 n = 280 n = 288 n = 212

Any AE 19 (82.6) 98 (78.4) 238 (85.0) 240 (83.3) 172 (81.1)

Any serious AE 1 (4.3) 11 (8.8) 32 (11.4) 40 (13.9) 33 (15.6)

Any AE leading to deathc 0 0 1 (0.4) 1 (0.3) 2 (0.9)

Any AE leading to permanent 
treatment discontinuation

1 (4.3) 11 (8.8) 31 (11.1) 34 (11.8) 19 (9.0)

TAURUS-MS I n = 43 n = 171 n = 358 n = 409 n = 151

Any AE 16 (37.2) 50 (29.2) 128 (35.8) 152 (37.2) 57 (37.7)

Any serious AE 6 (14.0) 13 (7.6) 46 (12.8) 61 (14.9) 19 (12.6)

Any AE leading to deathd 0 0 0 0 1 (0.7)

Any AE leading to permanent 
treatment discontinuation

5 (11.6) 7 (4.1) 18 (5.0) 18 (4.4) 9 (6.0)

Abbreviation: AE, adverse event.
aPatients initiated teriflunomide 14 mg at either core study baseline or extension baseline.
bThree deaths were deemed to be potentially related to treatment: 1 pulmonary tuberculosis (⩽25 years), and 1 tachycardia and 1 suicide (>45 years); however, medical 
evaluations have not established a formal causative role of teriflunomide as a risk factor explaining the fatal outcomes. The 7 deaths not deemed related to treatment 
were 1 bacterial sepsis and 1 suicide (⩽25 years); 1 gastrointestinal ulcer hemorrhage, 1 acute cardiac failure, 1 sepsis, and 1 hematemesis (>35-⩽45 years); and  
1 suicide (>45 years).
cNo deaths were deemed to be related to treatment, and were: 1 severe multiple sclerosis relapse (>35 to ⩽45 years), 1 pneumonia (>45 to ⩽55 years), 1 myocardial 
infarction and 1 non-small cell lung cancer (>55 years).
dThe death deemed potentially related to treatment was due to bronchopulmonary aspergillosis.

the pooled core studies (89.1%-96.3%; Supplemental Table 
S4). Most occurrences of lymphopenia were Grade 1 (2.9%-
9.3% across age groups) or Grade 2 (0%-1.6% across age 
groups), with no cases at Grade 3 or 4. In the Teri-PRO study, 
the proportion of patients free from lymphopenia through Year 
1 was likewise similar across age groups (92.6%-100%). There 
were 2 cases of lymphopenia that were Grade 3, and none that 
were Grade 4.

In the pooled phase II, TEMSO, TOWER, TOPIC, and 
TENERE core studies, the incidence of infections was similar 
across age groups (39.5%-45.5%), and serious infections were 
less common in patients aged >35 years, versus those aged 
⩽35 years (Table 4). Infections led to permanent treatment 
discontinuation in <1% of patients in each of the age groups 
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⩽45 years and none in those >45 years, and no deaths result-
ing from infections occurred in any age group. In the Teri-
PRO study, infection incidences were lower in patients ⩽35 
years old (17.4%-24.8%) versus patients >35 years old (27.8%-
37.9%; Table 4). Incidences of serious infections were only 
observed in patients >35 years old and were similar across age 
groups >35 years. Infections led to death or permanent discon-
tinuation in 0.3% and 1.7% of patients >45 to ⩽55 years old, 
respectively. In the TAURUS-MS I study, incidences of infec-
tion were generally lower with age (18.6% in patients ⩽25 
years old, 13.1%-13.5% in patients >25 to ⩽55 years old, and 
10.6% in patients >55 years old; Table 4). There was 1 patient 
>55 years old who had an opportunistic infection that led to 
death.19

Discussion
PwMS diagnosed at an older age generally have a poorer 
prognosis than their younger counterparts, and diminishing 
effectiveness of DMTs with age, which could be due to lower 
ARRs in patients with older age, may contribute to this 
observation.5,7,23,24 In this post hoc analysis of the pooled piv-
otal teriflunomide clinical trials and their extensions and real-
world studies, efficacy of teriflunomide 14 mg on clinical 
outcomes was maintained regardless of age at study entry, with 
a safety profile that was generally consistent across age groups. 
In the pooled core studies, teriflunomide 14 mg showed greater 
efficacy on relapse rates compared with placebo over 2 years 
regardless of age at baseline, with a lower ARR observed in 
teriflunomide-treated patients >45 years old (0.31) than in 
younger patients (0.33-0.59). Through the extension studies, 
ARR was likewise lower in patients >45 years old (0.18) versus 
in patients ⩽45 years old (0.20-0.30). In the real-world studies, 
teriflunomide-treated patients ⩾55 years old also had lower 
ARR (Teri-PRO, 0.11; TAURUS-MS I, 0.14) compared with 
patients in younger age groups, in keeping with the natural his-
tory of MS. However, the observed stability of ARR in our 
study suggests that the effectiveness of teriflunomide persists 

even in older pwMS over extended treatment durations. 
Similarly, in the pooled core and extension studies conducted 
over 7 years, and in the real-world studies, there was relatively 
little disability progression in pwMS treated with terifluno-
mide over time irrespective of age (mean increase from baseline 
⩽0.81 EDSS points) despite the age-related differences in 
baseline disability levels. Since disability progression is typi-
cally accelerated in older pwMS,25,26 the stability observed in 
those >45 years old in the pooled studies (n = 457; mean age 
= 50) and in those >55 years old in the real-world studies (n = 
362, mean age = 61) is noteworthy, as few studies on MS treat-
ments have specifically investigated a large number of older 
pwMS from these age groups.

The safety of teriflunomide treatment was generally con-
sistent across age groups in both clinical trials and real-world 
studies. Incidence of AEs in the pooled core and extension 
studies and the real-world Teri-PRO study ranged from 78% 
to 91% and did not vary across age groups. Incidence of serious 
AEs and AEs that led to permanent discontinuation was like-
wise stable across age groups. PwMS in the real-world 
TAURUS-MS I study reported lower frequencies for AEs 
(29%-38%) and the safety outcomes did not vary across age 
groups. While it is unclear why the incidence of AEs was lower 
in TAURUS-MS, given that this was a study evaluating real-
world effectiveness and safety, these results are reassuring.

Teriflunomide exerts immunomodulatory effects by selec-
tively inhibiting mitochondrial dihydroorotate dehydrogenase, 
which results in inhibiting the proliferation of rapidly dividing 
cells such as lymphocytes.8,27,28 It is known that the immune 
system changes with age, and age-related immune deficits can 
include slowed cellular repopulation following teriflunomide-
induced lymphopenia, and reduced numbers and diversity of 
newly generated T lymphocytes, which may limit responses to 
infections and malignancies in older adults.29-31 In the pooled 
core studies and the real-world Teri-PRO study, teriflunomide 
treatment over 1 year did not result in significant reductions in 
lymphocyte levels or in an increase in lymphopenia across age 
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Figure 3.  Mean lymphocyte counts stratified by age in patients treated with teriflunomide 14 mg, and measured at baseline and year 1: (A) in the pooled 

TEMSO, TOWER, TOPIC, and TENERE core studies and (B) in the Teri-PRO study.
Abbreviations: LLN, lower limit of normal; No., number; SE, standard error.
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groups. None of the teriflunomide-treated patients >45 years 
old in the pooled phase II and III studies had Grade 3 or 4 
lymphopenia, and only 2 patients in Teri-PRO had Grade 3 
lymphopenia. During the same 1-year treatment duration, 
incidences of infections (39.5%-45.5%) and serious infections 
(1.0%-2.4%) in the pooled studies were similar across age 
groups, and no patients >45 years old had infections that led to 
death or permanent treatment discontinuation. In the Teri-
PRO study, patients >55 years old had fewer infections 
(27.8%) than patients >35 to ⩽45 years old (37.9%) or those 
>45 to ⩽55 years old (33.3%), and there were no infections 
that led to death or permanent treatment discontinuation in 
this oldest age group. However, there was 1 patient in the 45-55 
years age group in Teri-PRO who had a serious infection 
(pneumonia) leading to death.18 In addition, in TAURUS-MS 
I, there was a single patient >55 years old who had a fatal 
opportunistic infection (bronchopulmonary aspergillosis),19 
illustrating that serious AEs can occur, but only rarely. Overall, 
the observed low incidences of serious infection and lympho-
penia leading to treatment discontinuation in older pwMS 
suggest that teriflunomide is generally safe for use across age 

Table 4.  Infections in patients treated with teriflunomide 14 mg in the pooled phase II, TEMSO, TOWER, TOPIC, and TENERE core studies through 
48 weeks, Teri-PRO study, and TAURUS-MS I study by age group.

Pooled phase II and III core, % Age group, years

⩽25 >25 to ⩽35 >35 to ⩽45 >45  

n = 136 n = 336 n = 375 n = 208

Infections 39.7 45.5 39.5 43.3  

Serious infections 2.2 2.4 1.9 1.0  

Infections leading to death 0 0 0 0  

Infections leading to permanent 
treatment discontinuation

0.7 0.9 0.8 0  

Teri-PRO, % Age group, years

⩽25 >25 to ⩽35 >35 to ⩽45 >45 to ⩽55 >55

n = 23 n = 125 n = 280 n = 288 n = 212

Infections 17.4 24.8 37.9 33.3 27.8

Serious infections 0 0 2.5 3.5 3.8

Infections leading to death 0 0 0 0.3 0

Infections leading to permanent 
treatment discontinuation

0 0 0 1.7 0

TAURUS-MS I, % n = 43 n = 171 n = 358 n = 409 n = 151

Infections 18.6 13.5 13.1 13.4 10.6

Serious infections 2.3 3.5 4.5 3.9 4.6

Infections leading to death 0 0 0 0 0.7

Infections leading to permanent 
treatment discontinuation

7.0 0.6 0.6 0.7 0.7

groups. This is an important consideration in the modern MS 
clinical practice at which DMTs are being utilized in an 
increasingly immunosenescent population.32

This study has several limitations. First, it was conducted 
post hoc; thus, this analysis was not powered to compare across 
age groups for the treatment time, study duration, and total 
number of patients, and comparisons were descriptive. Another 
limitation of our study, in particular regarding the phase II and 
III extensions, is the potential of bias toward patients with 
favorable efficacy and tolerability outcomes, who are more 
likely to enroll in the extensions. Additionally, the pooled data 
from the phase II and III clinical trials only included 30 
patients > 55 years (corresponding to 7% of the >45 years 
subgroup), making the oldest subgroup in this analysis (>45 
years) not representative of the growing population of MS 
patients >55 years old.2,33,34 Moreover, analyses of lymphocyte 
counts in TAURUS-MS I patients could not be completed, 
excluding this population from our study of the association of 
lymphocyte counts and risk of infection across age groups. 
Finally, there were clearly observed baseline age-related differ-
ences in clinical characteristics, including higher EDSS scores 
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and disease durations in older groups, and more inflammatory 
disease in younger groups. These factors need to be considered 
when interpreting our findings.

The importance of analyses such as ours that evaluate out-
comes by age group is highlighted when considering recent 
real-world comparative studies that have found teriflunomide-
treated patients to be older than those receiving dimethyl 
fumarate.35-37 These studies have supported the effectiveness 
and safety of both teriflunomide and dimethyl fumarate in 
MS patients in the real-world setting.35-37 These 2 oral DMTs 
also had similar discontinuation rates38 and were associated 
with higher levels of persistence compared with injectable 
DMTs.39,40 With the inclusion of data from Teri-PRO and 
TAURUS-MS I, our study adds to this growing body of 
evidence for efficacy and safety of oral DMTs in real-world 
settings.

In conclusion, our findings suggest that the efficacy and 
safety of teriflunomide is similar across the age groups that 
were enrolled in the clinical trials reported. Furthermore, there 
was no increased incidence of infection and death in older 
patients. Collectively, these findings indicate teriflunomide 
treatment provides clinical benefit and an acceptable safety 
profile across a spectrum of ages in adults.
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