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Abstract Rheumatoid arthritis (RA) is a systemic auto-
immune disease characterized by inflammation and joint
destruction that causes significant morbidity and mortality.
However, the combined use of methotrexate (MTX), a
synthetic disease-modifying anti-rheumatic drug (sDM-
ARD) and biological DMARDs (bDMARDs) has revolu-
tionized treatment of RA and clinical remission or low
disease activity (LDA) are now realistic targets, achieved
by a large proportion of RA patients. We are now in a
position to evaluate if it is possible to maintain remission or
LDA while at the same time reducing the burden of
treatment on the patient and healthcare system. Data are
emerging from large, well-conducted studies designed to
answer this question, shedding light on which patient
populations and treatment algorithms can survive treatment
discontinuation or tapering with low risk of disease flare.
For early RA, approximately half of early RA patients
could discontinue TNF-targeted bDMARDs without clini-
cal flare and functional impairment after obtaining clinical
remission by bDMARDs with MTX. In contrast, for
established RA, fewer patients sustained remission or LDA
after the discontinuation of bDMARDSs and “deep remis-
sion” at the discontinuation was a key factor to maintain
the treatment holiday of bDMARDs. Thus, this article
provides a brief outline on withdrawing or tapering
bDMARDSs once patients have achieved remission or LDA
in RA.
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Key Points

The discontinuation of biological disease-modifying
anti-rheumatic drugs (bDMARDs) is possible
without clinical flare and functional impairment for
early rheumatoid arthritis (RA) patients with low
disease activity or remission.

For patients with established RA, “deep remission”
at the time of discontinuation is required to maintain
the treatment holiday from bDMARD:s.

“Treatment holiday” from bDMARDS following
early intensive treatment may be beneficial for
reduction of drug-induced adverse effects and costs.

1 Introduction

Rheumatoid arthritis (RA) is a chronic inflammatory dis-
ease, leading to synovial hypertrophy and adjacent bone
and cartilage destruction. However, the combined use of
methotrexate (MTX), a standard synthetic disease-modi-
fying anti-rheumatic drug (sDMARD) and a biological
DMARD (bDMARD) has revolutionized treatment of RA
and clinical remission or low disease activity (LDA) are
now realistic targets, achieved by a large proportion of RA
patients. Currently, discontinuation of a bDMARD without
disease flare is our next goal and desirable from the
standpoint of risk reduction and cost effectiveness, espe-
cially for patients with clinical remission or LDA. Data are
emerging from large, well-conducted studies designed to
answer this question, shedding light on which patient
populations and treatment strategies can survive treatment
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discontinuation or tapering with low risk of disease flare
[1-5]. The goal of the present Leading article is to deter-
mine if discontinuation of a bDMARD is possible in RA
patients, after obtaining LDA or clinical remission by the
use of bDMARDs. The content is based on results of a
systematic literature review as well as new information.

2 Systematic Literature Search Regarding
Discontinuation of Biological DMARDs (bDMARDs)

First of all, a search of PubMed using a search strategy that
combined terms for “rheumatoid arthritis”, “biological
agent” and “discontinuation, discontinuing or cessation”
was performed as below:

#1. rheumatoid arthritis

#2. discontinuation OR discontinuing OR stop OR stop-
ping OR cessation OR withdrawal

#3. Dbiological dmards OR biological drugs OR anti-tnf
OR tnf inhibitor OR infliximab OR remicade OR
etanercept OR enbrel OR adalimumab OR humira
OR tocilizumab OR actemra OR roactemra OR
abatacept OR orencia OR golimumab OR simponi
OR certolizumab OR cimzia OR rituximab OR
rituxan

#4. remission OR low disease activity

#5. English[Language]

#6. arthritis, juvenile rheumatoid[MeSH]

#7. review[Filter]

#8. #1 AND #2 AND #3 AND #4 AND #5 NOT #6 NOT
#7

During screening the titles and abstracts of the citations
and retrieved relevant articles, the following selection cri-
teria were used; (a) clinical trials of bDMARDSs in patients
with RA, followed by discontinuation of a bDMARD due
to preferable effectiveness but not to adverse events nor to
insufficient efficacy, (b) patients with RA >18 years old,
(c) data available on one or more of following pre-specified
outcomes: proportion of remission or low disease activity
after at least 12 weeks of discontinuation and/or proportion
of re-administration of a bDMARDs (d) published after
1998 that the first bDMARD to be available.

By performing a PubMed search on July 5th, 2014, 86
original research articles were found. Then systematic lit-
erature review revealed that 19 articles were as candidate
studies, and 67 articles were excluded. The reasons for
exclusion were categorized into three groups; (1) No
description of discontinuing biologics, (2) Reasons for
discontinuing biologics are not specified, (3) No descrip-
tion of discontinuing biologics due to preferable effec-
tiveness. We also added the abstracts search on the
American College of Rheumatology (ACR) 2011, 2012,
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2013, the European League against Rheumatism (EULAR)
2012, 2013, 2014, and finally identified 26 reports as the
candidate studies, summarized in Table 1.

3 Stopping a bDMARD in Established RA

There is little information about characteristics of patients
in which a bDMARD is successfully discontinued without
functional and radiographic damage progression in patients
with long-term established RA encountered during routine
clinical practice.

3.1 RRR Study

We first reported a RRR study aimed at the possibility of
biologic-free remission in RA patients whose mean disease
duration was 5.9 years [6]. This study included a total of
114 patients, from 26 centers, with RA who reached and
maintained LDA (disease activity score 28; DAS28 <3.2)
for more than 24 weeks with infliximab treatment. Among
the 102 evaluable patients who completed the study, 56 and
44 maintained LDA and remission (DAS28 <2.6),
respectively, after 1 year and showed no changes in
radiological damage measured by yearly progression of
modified total Sharp score (mTSS) and functional distur-
bance measured by health assessment questionnaire-dis-
ability index (HAQ-DI) score. By logistic regression and a
receiver-operating characteristic curve (ROC) analysis, the
cut-off point for achieving RRR at the time of patient
enrollment was a DAS28 of 2.22, and a ‘deep’ remission
was necessary at the time of the discontinuation. The study
demonstrated that 71.4 % patients with deep remission
(DAS28 <2.22) were able to continue LDA for 1 year,
whereas only 32.6 % patients with a DAS28 score of
between 2.22 and 3.2 were able to continue LDA, sug-
gesting that established RA patients in deep remission have
a possibility to achieve biologic-free remission.

3.2 HONOR Study

We also carried HONOR study to investigate the possi-
bility of discontinuing adalimumab for 1 year without
flaring measured by DAS28-ESR >3.2 in RA patients [7,
8]. Prior to the study, 197 RA patients with inadequate
response to MTX were treated with MTX and adalimumab
and 75 patients met the adalimumab-free criteria (steroid-
free and sustained DAS28-ESR remission for more than
6 months). The mean disease duration and DAS28-ESR
score in 75 patients was 7.5 years and 5.1 at baseline,
respectively. Of the 75 patients, 52 (69 %) agreed to ada-
limumab discontinuation and 23 patients continued to use
adalimumab for 1 year. The remission rate (83 %) and the



2131

Treatment Holiday from Biological DMARD in Rheumatoid Arthritis

[cel
XAI JO uonessao SPUBISYISN
91> sva (uerpowr) ow ¢g 18 XA Qa13-3nIp 1000301d ow 9< (uerpour) suLe Joe sid urpnjoug 15°d
6# 998 (% ¥L) €S/6€ paMeIsar (% 9%) ST1/€S (% €T) 80S/STT Apms soye £ ¢ 9'1> svd M €T Apmys 1509 AIAVING s8] eequate[d]
Qao13 SnIp /1
uoIssTwoI Aderoyjouowr
1oy 6/p XLIN A9 pamojioj .
(a1qe[teAr 1
6 pue p 19 O8d/XdAl + XIN N
paIp 1) XAl Sumunuoosip “XAT JO UOnessao (ueow) 0CANL
PaquOsp 10N payads 10N POIIE) (% 9S) 6/S  PONUNUOISID (] sye A g 10§ BLRILD ON ow ¢'g XL qeunxiyyuy ourrefog
£ (9]
18 paren[eAd 701
ueder
XAl 4
UoNENUNUOISIP panunuoosIp panuUNUodSIp SIM YT < (upour) 49y
18 CTTT> 8TSVA poyads 10N poIte) (% S¥) T01/9% 144! XAI Joye £ | 7'€> ASA-8TSvVA XY XIN qQewIXIguy ejeue],
dnoi3
XAl pakejop [zl
1T
ur (L9/61) % 6T
SpuBLIOYION
dnoi3 _
XAT [enrut up uopenul OW9<" (uerpouwr) 15°d
6# 998 pay1oads 10N poyoads 10N (L11/99) % 9S XT Joue £ ¢ vTSSVa  SImg XL qeurxigu (1003 19p ueA
71 NLA
ow 7 urpim 9> 8TsVd ¢ vay Bur g< Tsd I [zc]
9'C> 8ISvd wioly pofrej 10 SAIVSN
pasdmyoe  ow g 18 (0T/ST) % SL ¢ Xdl oYM ot 9 1583 (uvow) qeunuEpY ooue
6# 99S (ST/€1) % L8 ‘fow 9 1€ (0T/11) % SS (YOE/10) % 69 owr Z1 Je 10} 9°C > 8CSVA £¢11 A@AVINA qewuIxIguy booxg
payroads )
(1sa8u0]) ow g7 j0U UOISN[OXH Y
(ueowr) ow 74| SyMpg < uedep
Ieapoun 97 > ¥sda (ueow) (saros 3se0)
PaqLOSAP 10N paytoads 10N St pa[Iey/paLIEISay @L1/6) % S poywads N -8ZSV( [UOISNDU  ow £'§T XL qewnrxigug elEMEN
aul 01 loz]
XL uerpouw
SPUBLISYION
uonessad Iaye ‘ot 66 _
(uerpowr) ow /"¢ 18 XAI uerpaw 1000301d o 9< (uerpour) Sw ¢z 15°d
6# 998 poyads JoN  pawmIsal (£9/01) % S1 ‘(0T1/L9) % 9§ Apms Jo sreak g +75 sva SIm €7 o1 dn X 1IN qeunxiyuy 1fig Jop ueA
*Kderoyouowr X LN
< : [L1]
q pamo[[oJ ‘A |
X1 Suddors (K z@oy xar 1 O8d/Xdl + XIN A0
1e £ 1 1e (ueow) XAI Sumunuoosip “XAT JO Uonessao (ueour) 0CANL
PaqLOSap 10N poyads 0N S0°T = 8TSVA ‘% 0§ PONUNUOISIp O] e A | 10§ BLLILD ON owr g XL quuaxiyyug uumn)
uoneNUNUOISIP uoneNUNUOISIP £nuno)
[nyssaoons paIe)/IRISaI qim syuoned uoneNUNUOISIP uoneInp SQAVING $nip Sumunuoosip sweu Apms
JO SI0301PAI MIEISOT JO 109JFH 0] oW Pue Jo onEy jopmaquny  pomad dn mofog 1oy euoir)  woydwAs JUBIIWOOU0D) paesey, loyiny

SIILIY)IE PIOjewnayl ul sOIS0[0Iq JO UONENUNUOISIP Juen[eAd sAIpnis 2Jeprpued ay) jo Arewwng | d[qeL,

A\ Adis



Y. Tanaka, S. Hirata

2132

NFI-8¢SvVd
woyy pafrey (% 9L)
L1/€1 ‘WAI-TVAS
woyy pafrey (% 9L)

ler]

LUET “VATIVAD SAQIVING + dzD)  (uerpow) adomng
woly payrey (% 6S) potrad gp ur 47 L¢e
LT/0T ‘WHI-TVAD dzd (A1 ®01°C6—pz  pue 7 M 12 (91-9) (ueour) SAAVING NIV.LYHD
paquasap 10N poyroods 10N wouy poIey (% 8L) 81/pl  PINUNUOISIP Q] M) S 8T VAWVATIVaD A¢p  [eUONULAUOY  [050d qEUINZI[OMOD) woows 9]
vav [c1]
panunuodSIp SYM vsn ‘odomg
8L—CS Sm SuLnp ¢ > 8TSvd 8L 18101 (920
T'e> §TSVA s afquis ur 1) porsad 9z pue 7g (weau) VINLLO
PoqLIdsap JON paymads JoN  woxy pa[rey (5L/927) % S¢  (99¥/L0T) % +¥ qp Ioyje Sym 76 M Je 7re> 8TSvdA o 6°¢ XIN uorowg  ¢f
7 M 191e ouow
UoHENUIUOISIP XLIA 9nunuod [szl
vay siye o) (XLIN/4 VAV fuewen
SYM T 1B 97> 8TSVA T 1o 0gd) sdnois
woly payrey Yoom e YAV (M paziwopuey 7 (urIpow) JY¥VH LIH
PaqLIOSaP 10N poyads 10N (% 6'Lb/% S'S) % S'11  PONUNUODSID £8 8P [¥10) SYM 7 Jo sid [y “BHAILD ON ow g 98 Bw G| XIN woRa bl
SVQ'T wouy pajrey NI 21l
dnoi3 ponunuossip ponunuossIp [euonBUIN]
NILA ut (% +°LS) 007 ‘Sw ¢ NLH + XLA g
00¢/911 ‘dnoi3 3w ¢z 01 NILA (s3m 83 9¢ Am 1® SV (weowr)  ym/3w Gz—¢[ HA¥ISHAd
PaqLIdSap JON paywads J0N  N.LA Uf (% 6'02) 10T/ch padnpal 70og [e101) SYM TG - 8CSVQ paureisng s1eak 6°9 XIN usowrs €[
Gw iy .
9A9/2S0P
reurSuo jo 9, g ow (uerpour) SPUBLIOUION
poynuap! 10N payoads 1oN poyroads 1oN %91  wnn-umop) A | 9< Ioj T'e> 8TSVA £z SAIVING SEEJy Jop ueA  Z[
[e€]
vsn
Sy uoneZIWOpUEI pozrwopuex
21 IR 9 G'E9 I)e Sm o1om (ueowr) (m/8w 1<) MOTIV
‘POQUOSOP JON O MEISAIIE 95 OF 1 Je PadIOy a1om 08/6L (% 99) OTI/08 SIM T pozmopuey £99 XIN oures] (1
y=u g
uonenuURUOoSIp payoads jou uoneIng (011
[nJssaoons vai vav ueder
10 oquinu wouy parrey (% 78) TT/8 Jo uonEnsIUITpE
[[ews 003 0} vav Jse[ Ay} Ise| (ueour) (Adexoyyouowr LHOIEY
anp pauodar JoN payoads JoN paweIsar (% 9¢) TT/8 (% 8%) 9v/TT SYM TG e LT> d¥D-8TSVA  steak g0 VAV) 2UoN resuey (O
XdI
ponuUnUodSIp
odojido dnoi3 [zl
poreys ‘o XTI [enrg SpUEpOYION
81< uoneip - 0cT1/LL ‘dnoig (uerpour)
usUNean v'¢>Ssva (ueIpow) ow XAI pakerop uoneNuUNUOISIP oW 9 (uerpowr) suLre 15°d
XdI “Sunjowrs % $8 LI 18 XAI POMEISAI 9 8 w 601/LT e £ 7L ¥ > sva SIM €7 Apms 150g yo01g USp wEA G
uonENURUOISIP uonENUIUOISIP
[nJssa00ns paIe)/RISaL Y siuened uoneNUNUOISIP uoneInp SQAVING $nip Sumunuoosip £nuno)aweu
JO SI0)OIpalg 1I8)SAI JO 10915 0} oW pue Jo oney Jo/rquny  poudd dn mof[og 10§ euoir)  woldwAsg JUBIIWOOUOD) Apmisioyiny

peanunuod | dqeL,

A\ Adis



2133

Treatment Holiday from Biological DMARD in Rheumatoid Arthritis

SAM 6¢
18 INHY-8¢Svd woy

XLIN
pue NLH yoq

porrey ponunuoosyp  PONUAUOSIP €9 [9z]
(#9 10 9§ XL + N14 XLIN sdorg
M 18 15009 DD ur (% 6'9L) panunuoo
‘7€< 8TSVd §9/0§ “PONUIUODSIP nq NLF (uvow) Sw 5701 dZ1ad
paqUOSOP ION  J1) Pay1oads IO -NLLA UI (% §'9€) €9/€C  PANUNUODSIP €9 SIM 6€ 97> 8TSVa ow ¢'9 XIN  w/3uw og 1deossueyg Apwg €7
pagroads jou fwgy ow pasodes 09 [¥€]
(DL dureseq 9017 so130701q ISd + sW STXIN SPUEISNON
10J pasnlpe ‘UOISSTWAX
‘L6'0-7'0) 9°0 oa1y-8nip (9015 S 01 Aqreuy AIAOEINI
D % S6 YO) paAaryoe ‘joooyo1d Surradey (uerpour) 190g
AaneSou 1y payroads 10N payroads 10N (€8/L) % 8 sieak ¢ asimdals) 9'1> SVA ouwr /[ XIN 9 -SIPAOM  TT
(paquosap
jou Joquinu
< [¢1]
pareIop) ¢ 1eak Apms SPUEIORN
UOTONPOIUIAI 7 Teak 210joq 701 ur uede sym g
701 srepy padsusLadxa panUNUOSSIp (g 1ok Apms SISIA 9ANNIISUOD (ueow) AVA-LOV
POqLIDSAP JON 0} [[om papuodsay (% ¥8) €1T/6LI ¢I¢  Suump) £ 1 03 dn T 97> 8ISVA £78  0dd 1o XIN eSuzmy ¢
joensqe
Y} UT PaqLIdSAp
jou oner
NOTIIO ay) Jo JPquInu
Jo Anuo oy oy} Ing ‘SYSIA [p1]
(8700 = d) SATINOASUOD L'T> d40-8Tsvd BLIOJLID Lav Jo Apms 111 uedeg
[9A] D pue TIe L'T< ddD woxy patey % Ty uorsnyout /I aseyd asauvdep
(9€0'0 = d) -87Sva ‘€7> ddD-8TSVA ay) pafryIy © Jo pus ay) (uvou) NOTO
IQ-OVH ~ J1 LaV Mesoy woxy pafrey % '8 (% 8L) 1SHE S ZS I €T> dMD-8TSVA K49 poywoads JoN onaYeL 0T
11)S91 I9)Je
o 9 urym vav (8]
97> 87SVa paumsal (% 81) 05/6 uedef
w905 WHM-IVAS Woxy pary vav DD 10 SATYSN
uonENUNUOdSIp ‘7€> 8TSVA % 1S ‘9> 8TSVA panunuoostp moyim owr (uvowr) JONOH
® 61> 8TSVA ur 9 06 woly P} % 9 (% 97) 961/1S A1 9< 103 97> 8ZSVA £gL XIN eyeueL, 6l
yutodpua [6]
. Jje pajen[eAa
(1< aseanour p ¢_ Sl (1000101d uapoms
10 9'7< 8TSVQ) ey vav Jo porrad
[ 1sB9[ Je paduoLadxo ponunuodsIp JoyMm Se sym ow ¢< 10 (uerpour) HAINAY
PaqLOsap 10N pay1oads JoN (% 08) S1/21 €E/91 TS [vuy) YM 8T 97> 8TSVA £ XLIN norsAuopIZIey)y - g1
(asearour
9'0< + €< $TSVA)
parre XIW + 3w OSNILH
«dnoi3 s own (VAT [11]
«anoio panuiuoosIp NLd /INT S1qEIS 2Insud) adomg
N.LH ur (% L8) €2/0C  penuUnuodsIp ¢ 7 + (9anoadsonar)
dnois paonpar Sw ¢z 0 11 10] (ueow) vadsod
PaqLIOSap JON pay1oads JoN NLE Ul (% 9S) LT/ST  NLH paonpai /g sSm gy 7e> (ISASTSVA £o¢r XLIN preessg L
uonenunuodsIp uonenunuodsIp
[nys$sa00ns pa[Ie)/eIsal s syuaned UOIENUNUOSIP uoneInp SQYVING Snip Sumunuoodsip Anuno)sweu
JO s10301paId 118)SAI JO 10013 0) own pue Jo oney jo/roquny  pouad dn mofjog 10 ey woldwAg JUBIWOJUOD) Apmsioyiny

peanunuod | dqeL,

A\ Adis



Y. Tanaka, S. Hirata

2134

Jeak £ Yoom ym ‘I0)qQIUUI-IN.L, Z4AL ‘Unod jurof 10pud) Hyff ‘Qewunziioo} Z) unod juiol udrjoms Hrs

“xapur KJIA1OR 9seasip payliduwis Jy s ‘snoaueinogns Js ‘uorssiwal pygy ‘siuaned sid ‘ouosiupaid 754 ‘0qaoeld 0gd ‘sSnIp Klojewnwegul-nue [ePIOISUOU SIS “OIBXN0yIdW X [ ‘uowt oul ‘¢g-aseurajordoyjeiow
XIeW £-JA ‘KNATIOR 9SBISIP AJBIPOW Y Ie)s ANANIOR 9SBISIP MO ST ‘KIIATIOR ASBISIP MO[ V(7 ‘OPIWounya[ /777 ‘QRWIXIGUL X.7] ‘Xopul A)[IQesIp 2areuuonsanb judwssasse YI[edy /7-OVH ‘Plodn1050on[3
00 “dodroue)d A 77 ‘Snup onewnayl-nue JuIKJIpow-aseasip Y VA ‘PUI[q-A[qnop gp ‘@)l UoNeIudWIpas AK0NAIL 9ZSVA YSA-SZSVA ‘Urold 2AndedI-) 87SVA Jd¥D-8ZSVA ‘Siutol g7 Ul 2109s ANIAIIOR 2SBISIP
9ZSV ‘108od qewnzIj011ad g7 ‘xopul AJIAOR 9SBASIP [BOIUI[D JY(7D ‘QUI[dseq 77§ ‘qeuinuiiepe Yy ‘uawaaoidwr 9, ¢/ ¢/y0V “uswesordwr o, ¢ ASojojewnayy jo a59[[0) ueouowy ocy)Vy ‘dooeieqe 1gy

ou 8T e J97T l62]
A39rens ‘IANL parede) 10 XLIN ynm souexL]
dougudUIBLL wre uonosfur our 9< 10§ uoneUIqUIOd
® pue oureseq Suroeds ur 97> 8TSVd pue (ueour) 10 qewnwiepy SSVULS
Je 3TSVQ Mo poy1ads 10N pasdefar (% 18) ¥9/2S (% ¥'€L) ¥9/LY our g ‘A 1< vav 1o NLFE £¢6 Aderoyrouoy 10 1deorouery weyd LT
(NTY 10 VAT
paAalyoe sjuage (yoensqe ur l9¢
: . : 9¢]
10130 Sursn uoneue[dxo
joensqe JudUIRANY) 701 (ueour) pafeIp OOXON
Ul paqrIdsap JoN ‘payroads JoN pasdejor 9, 9¢  penUNUOISIP Gf ow 71 97> 8TSvVd L1 ou) XLIN QEWINZI[DO],  OUBZOT-IE[MSY 9T
JUSUIIBAIII
3uer ZD1 30 Sm lo1]
[euLIOu UNYIIm Tl e 97> ¥sd Te> ¥sH uedep
€-dININ pue -8TSvda -87SVQ woxy ZOL (Apms ITVININVS)
(Tw/3d 6Z71>) paAaIyoR PRl (SYMZS) % 9°98 panunuoosIp (urIpow) Adesoyouow NvVHdd
9-T1 winIes moT (% G'88) LST/6€ET (SAMPT 18) % 679 L81 R CEAY T'¢> dSH-8TSvd £gL QuoON qewnzIoog, OJowIysIN 6T
((911 = u) suofe
(50D XL 10 (91T = u)
Surddoys SQIVING o0 Kderoyjououwr
1)ge ow 918 Te> duD XL XL ‘LaV Sw gz
-8CSVQ woiy pafrey pue 19V woq Surpnout sgnIp 14V (611 =) [sel
dnoi3 ouow XN PanuUNuodSIp e MBIpYIM T XL + Sw ¢z odomng
ur 9 76 ‘dnois ouowr Te>ddd ouw e 7°¢> ddd (pazrwopuex) Lav
19V ur 9 97,8 ‘dnois -8zSvd -8ZSvda Ju 71 ow (ueow) Adeoiouowr S 0] PaZIWOpUEI) LIHAV
PaqLIdsap JON poyads 0N XL + LAV Ul % T'68 g v ‘owr 9 SUIMO[[Od  Je T'¢> d¥D-8TSVA £960 10 XIN 1deoereqy Apwy 4
UOIBNUNUOISIP UONBNUNUOISIP
[nys$sa00ns pa[Ie)/eIsal s syuaned UOIENUNUOSIP uoneInp SQYVING Snip Sumunuoodsip Anuno)sweu
JO SI0)OIpalg 1I8)SAI JO 10915 0} oW pue Jo oney Jo/rquny  poudd dn mof[og 10§ euoir)  woldwAsg JUBIIWOOUOD) paresie], Apmisioyiny

peanunuod | dqeL,

A\ Adis



Treatment Holiday from Biological DMARD in Rheumatoid Arthritis

2135

rates of LDA (91 %) measured by DAS28-ESR in the
adalimumab continuation group were significantly higher
than those (48 and 62 %, respectively) in the adalimumab
discontinuation group 1 year after the continuation or dis-
continuation decision was made. Re-administration of
adalimumab to patients with flare was effective in returning
LDA within 6 months in 90 % and 9 months in 100 %
patients. In the analysis of predictive factors related to
sustaining remission for 1 year, only DAS28-ESR had a
marked correlation with sustained remission in multivariate
analyses. Subsequent ROC analysis for high estimation of
sustained remission indicated a cut-off value for the ada-
limumab-free remission of 1.98. In patients with DAS28-
ESR <1.98 at the discontinuation, their remission rates
were approximately 70 % at 1 year after the discontinua-
tion, indicating that “deep remission” would be a key for
successful discontinuation of adalimumab in established
patients with RA.

3.3 ADMIRE Study

In the ADMIRE study, 33 RA patients (median disease
duration 8 years) in stable DAS28 remission for more than
3 months with MTX plus adalimumab were randomized to
continue adalimumab or to discontinue it for 52 weeks [9].
At 28 weeks, 15 of 16 (94 %) and 5/15 (33 %) in an
adalimumab-continued group and in the discontinued
group, respectively, were in DAS28-remission. In long-
term extension of the BRIGHT study, 46 RA patients
(mean disease duration 10.3 years) whose DAS28-CRP
was less than 2.7 by MTX plus adalimumab were ran-
domized to a continued group or discontinued group. Only
4 of 22 adalimumab-discontinued patients (18.2 %) main-
tained LDA through week 52 [10].

3.4 DOSERA Study

In the DOSERA study, 73 RA patients (average of disease
duration 13.6 years) in stable LDA for more than
11 months with MTX plus etanercept were randomized to
MTX plus etanercept 50 mg/week, 25 mg/week or pla-
cebo. The percentage of non-failures at 48 weeks was
52 % for etanercept 50 mg, 44 % for etanercept 25 mg and
13 % for placebo groups [11]. In the PRESERVE study,
after patients with moderately active RA despite MTX
were treated with etanercept 50 mg/week and MTX for
26 weeks, 604 patients who achieved LDA were random-
ized to MTX plus etanercept 50 mg/week, 25 mg/week or
placebo [12]. At weeks 52 after the randomization, sus-
tained LDA was observed in 82.6 % of patients treated
with MTX plus etanercept 50 mg/week, 79.1 % of those
with MTX plus etanercept 25 mg/week and 42.6 % of
those with MTX alone.

3.5 ORION Study

In the ORION study, abatacept was discontinued in 34 RA
patients (mean disease duration 6.4 years) with a DAS28-
CRP remission on MTX plus abatacept. At 52 weeks after
the withdrawal, 58.8 % failed from DAS28-CRP remission
[14].

3.6 ACT-RAY Study

In the ACT-RAY study, 556 established RA patients (mean
disease duration 8.2 years) who inadequately responded to
MTX were randomized to either add TCZ 8 mg/kg to MTX
or to switch to TCZ 8 mg/kg with oral placebo [15]. About
50 % of patients entering into year 2 discontinued toc-
ilizumab after achieving DAS28 <2.6 at 2 consecutive
visits and 86 % of these patients experienced flare before
the end of year 2. In the DREAM study, 187 established
RA patients who showed LDA or remission by DAS28,
median disease duration was 7.8 years, preceding toc-
ilizamab monotherapy period was 4.0 years and DAS28
was 1.5, discontinued tocilizumab [16]. Only 13.4 % of
them kept LDA, but 9.1 % fulfilled drug-free remission at
52 weeks.

There results indicate that patients with established RA
in sustained remission or LDA after the discontinuation of
a bDMARD were controversial among studies or difficult
in many studies and the proportion of patients who could
successfully discontinue bDMARDs ranged from 9 to
48 % at 1 year. However, from HONOR study and RRR
study, deep remission is required to sustain remission after
the discontinuation of a bDMARD and DAS28-ESR cut-
off point at discontinuation was 1.98 achieving remission at
week 52 in the adalimumab discontinued group and 2.22
for achieving LDA at week 52 in the infliximab-free group
[6-8]. In fact in HONOR study, approximately 80 %
patients with deep remission (DAS28-ESR <1.98) were
able to sustain LDA for 1 year without adalimumab,
whereas, only 42 % patients with mild remission were able
to do so, although there was no statistically significant
difference between the two groups. Meanwhile, 60 %
patients with mild remission experienced flaring within a
year, suggesting that mild remission may be insufficient for
the discontinuation and that adalimumab should be con-
tinued in such patients even under DAS28 remission. Thus,
“treatment holiday”, successful discontinuation of a
bDMARD for a certain period, is now feasible in some
patients with long-standing RA encountered during routine
clinical practice, but “deep remission” at the discontinua-
tion is required to keep the treatment holiday of
bDMARD:s.

In our institution, among 619 patients including both
early and established RA who were treated with infliximab
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plus MTX, 102 patients reached bDMARD-free remission
(manuscript in preparation). The baseline factors affecting
infliximab-free remission were disease duration and rheu-
matoid factor (RF), indicating that patients with early RA
have more chance to discontinue bDMARDs after obtain-
ing remission.

4 Treatment Holiday from bDMARDs in Early RA

In early RA patients several studies including TNF20,
OPTIMA, HIT HARD, IDEA, PRIZE, EMPIRE and BeSt
have been undertaken to investigate whether remission can
be sustained after a bDMARD targeting TNF is discon-
tinued after following disease control.

4.1 TNF20 Study

The study regarding bDMARD-free treatment in RA
patients was first reported by a TNF20 study [17, 18].
Patients with early RA who had less than 12 months of
symptoms were treated with a combination of infliximab
and MTX. One year after stopping induction therapy,
response was sustained in 70 % of patients who received
infliximab and MTX. A significant reduction in magnetic
resonance imaging evidence of synovitis and erosions at
1 year was also observed.

4.2 BeSt Study

The Behandelstrategieén (BeSt) study was conducted to
compare 4 treatment strategies and to observe clinical
outcomes in patients with early RA (disease duration less
than 2 years after onset, mean disease duration 0.8 years)
[19-23]. In BeSt study 508 patients with high disease
activity were distributed to 4 groups and were evaluated
by DAS44 every three months. If DAS44 >2.4 (inter-
mediate or high disease activity), change or addition of
medications is required, if DAS44 <2.4 (remission or
LDA), current medication 1is continued, and if
DAS44 <2.4 continued over 6 months, decrease and/or
discontinue concomitant medications including infliximab.
In the fourth group who started by infliximab 90 patients
of 120 (75 %) achieved LDA and infliximab was with-
drawn in 77 cases because they maintained LDA for
6 months. The LDA was kept in 43/77 patients (56 %) for
at least 1 year. Furthermore, more than half of patients
who discontinued infliximab successfully maintained
LDA for more than 8 years, according to the 8-year fol-
low-up of infliximab-free survival in patients with early
RA.
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4.3 IDEA Study

In the IDEA study, patients with DMARD-naive early RA
were randomized to MTX plus infliximab and MTX plus
intravenous steroid therapy as remission induction [24]. In
the former group, 24.5 % (14/55) had stopped infliximab
due to sustained remission (DAS44 <1.6 for 6 months) and
78.6 % (11/14) of them maintained remission for half a
year.

4.4 OPTIMA Study

A multinational, double-blinded, randomized controlled
study was performed to determine the optimal protocol for
treatment initiation with adalimumab plus MTX in patients
with RA (OPTIMA) [12]. In this study, the withdrawal of
adalimumab in early RA patients (with a mean RA duration
of 3.9 months) was also assessed. Outcomes of withdrawal
or continuation of adalimumab were assessed in patients
who achieved a stable LDA target after 26 weeks of ini-
tially assigned treatment with adalimumab and MTX. Of
the 466 RA patients treated with adalimumab and MTX,
207 (44 %) achieved the stable LDA measured by DAS28-
CRP at weeks 22 and 26 and were re-randomized to pla-
cebo plus MTX or adalimumab plus MTX during the
second study period for 52 weeks. After 52 weeks, 91 and
86 % of patients who continued adalimumab treatment
maintained LDA and remission, respectively, compared
with 81 and 66 % of patients who withdrew from ada-
limumab treatment.

4.5 HIT HARD Study

In a HIT HARD study, the withdrawal of adalimumab in
patients with early RA (mean RA duration 1.7 months) was
also assessed whether an early induction therapy with
subsequent step down strategy leads to a long-term clinical
effect in early RA patients as compared to initial and
continued MTX [25]. During the first 24 weeks, 172
patients were treated with adalimumab or placebo with
MTX; after week 24, both groups were treated with MTX
alone for 24 weeks. During the induction phase, 47 % of
patients treated with MTX and adalimumab achieved
DAS28-remission; at week 48, 44 % of these patients were
still in remission by 24 weeks of adalimumab-free
treatment.

4.6 PRIZE Study

In the PRIZE study MTX-naive early RA patients with
moderately active disease activity were treated with eta-
nercept and MTX and DAS28 remission was achieved by
70 % of patients [26]. These patients were randomized to a
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double-blinded 39-week period of reduced-dose etanercept
(25 mg) plus MTX, MTX plus subcutaneous placebo, or
oral placebo and subcutaneous placebo. At week 39 the
sustained remission was observed in 63.5 % of patients
with etanercept plus MTX, 38.5 % with MTX, those who
discontinued etanercept, and 23.1 % with placebo, those
who discontinued etanercept and MTX. There was no
significant radiographic progression in any treatment

group.
4.7 EMPIRE Study

In EMPIRE study, 110 DMARD-naive patients with early
inflammatory arthritis and the minimum of one synovitis
joint were randomized to MTX plus etanercept or MTX
plus placebo for 52 weeks [27]. Injections were stopped in
all patients at week 52 or injections were stopped early in
those with no tender or swollen joints for more than
26 weeks. In the MTX + ETN group, 41.9 and 57.7 %
remained in remission and LDA according to DAS28,
respectively, from week 52 to week 78.

Taken together, these recent studies indicate that
30-79 % of early RA patients could discontinue bDM-
ARDs without clinical flare and functional impairment
after reduction of disease activity to LDA or remission by
bDMARDSs in combination with MTX. Although there are
limited studies, a treatment holiday of bDMARDSs is now
feasible in approximately half of patients with early RA.

5 De-Escalation of bDMARDs in RA

On the other hand, de-escalation (dose reduction/interval
prolongation) of bDMARDs appears to attract attention
because complete discontinuation of bDMARD:s is rather
difficult for the established RA patients. A group in the
Netherland performed the first observational cohort study
regarding de-escalation of bDMARDs in RA patients with
stable LDA and reported that the down-titration of inflix-
imab was feasible for 45 % of patients, with a mean dose
reduction of 60 % after 1 year [28]. In the PRESERVE
study, patients with RA achieving remission after 1-year
treatment with etanercept were randomly assigned with
full-dose maintenance (50 mg weekly), dose reduction
(25 mg weekly) or discontinuation for 1 year [12]. How-
ever, dose reduction was associated with a non-significant
risk of relapse and structural damage progression at 1 year
as compared to full-dose maintenance. Recent interval
prolongation STRASS study, an 18-month randomized
controlled trial, was undertaken by a French group to
compare the impact of a DAS28-driven step-down strategy
to maintenance strategy [29]. Established RA patients, with
etanercept or adalimumab for longer than 1 year, DAS28

remission for more than 6 months, stable damage on
X-rays, were randomized to TNF-inhibitor injection spac-
ing arm (n = 64) and a maintenance strategy arm
(n = 73), then followed every 3 months for 18 months.
The inter-injection interval was increased every 3 months
up to full stop at 4th step. At 18 months, 47 (73.4 %)
patients of the spacing arm tapered TNF-blockers. Mean
DAS28, mean HAQ and structural damage progression
were not significantly different between arms. However,
relapse (ADAS28 > 0.6 + DAS28 > 2.6) occurred at least
once more frequently in the spacing arm than in the
maintenance arm (81 vs. 56 %, p = 0.0009).

However, in these studies it is not clear how to monitor
the disease activity and retreat or increase the dose in case
of disease worsening after dose reduction, which may
rather result in equally good care as just continuing treat-
ment. Furthermore, when considering de-escalation trials,
there are quite various factors underlying to de-escalate
bDMARD:s. For instance, (i) baseline characteristics; early
or established RA, with or without MTX and/or other
DMARDs, LDA or remission, remission criteria, duration
of disease control and so on, (ii) targeted medications;
bDMARDs or MTX, TNF-inhibitors or non-TNF-bDM-
ARD, dose reduction or interval prolongation, schedule of
the dose reduction, criteria for de-escalation, reduction of
all at once and many, (iii) disease flare after de-escalation;
definition of flare, how to treat flared cases, restart all or
step-up at flare and etc. Thus, there are too many factors
regarding the de-escalation, very careful consideration
regarding inclusion criteria, protocol, assessment, etc.
would be required to perform de-escalation trials in RA
patients. On the other hand, although titrating patients to
the lowest dose may save medication costs, it may also lead
to increased number of patient contacts and consequent
costs. So far, none of the previous controlled de-escalation
studies included a disease activity guided strategy or cost-
effectiveness analyses. Taken together, in this manuscript
we have shed light upon discontinuation of bDMARD
rather than de-escalation strategy.

6 Conclusion

The combination of MTX and bDMARDs targeting TNF,
IL-6 and T cells has revolutionized RA treatment, leading
to clinical, functional and structural remission. Since we
have obtained strong weapons to treat RA, a new strategy
rather than a new target should be required for the
advanced therapy of RA. For instance, how and when
bDMARDs are discontinued without disease flare is an
emerging theme to strategically treat RA. We are now in a
position to evaluate what is possible in terms of main-
taining remission or LDA while at the same time reducing
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the burden of treatment on the patient and healthcare sys-
tem. Data emerging from large, well-conducted studies
indicate that approximately half of early RA patients could
discontinue bDMARDs targeting TNF without clinical
flare and functional impairment after obtaining reduction of
disease activity to LDA or remission by bDMARDs in
combination with MTX. Saleem et al. [30] also reported
that a TNF-inhibitor-free sustained remission rate was
60 % after acquiring DAS28 remission in MTX-naive early
RA patients. Within the initial treatment group, the only
clinical predictor of the successful discontinuation was
shorter symptom duration prior to receiving therapy
(median 5.5 vs. 9.0 months, p = 0.008). No other clinical
features including activity measured by power doppler
were associated with the discontinuation of bDMARD.

However, fewer patients sustained remission or LDA
after the discontinuation of bDMARDs for patients with
established RA, compared to early RA. It is often difficult
to successfully discontinue bDMARDs and the results were
controversial among studies. The HONOR study and RRR
study indicated that “deep remission” is required to suc-
cessfully discontinue bDMARDs in established RA
patients; DAS28-ESR cut-off point at discontinuation was
1.98 achieving remission at week 52 in the adalimumab
withdrawal group and 2.22 for achieving LDA at week 52
in the infliximab-free group [6-8]. Thus, the mild remis-
sion is insufficient for the discontinuation and bDMARDs
should be continued in such patients even under DAS28
remission.

Thus, “treatment holiday” of bDMARDs is now feasi-
ble in some patients with RA with long-standing RA, but
“deep remission” at the discontinuation is a key factor to
keep the treatment holiday of bDMARDs. However, such
intensive treatment would have the potential of reducing
drug-induced adverse effects and reducing long-terms
medical costs, although the risks of worsening clinical,
structural and functional outcomes should be considered
with careful monitoring.
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