
Switching from Intravenous to Subcutaneous Formulation of
Abatacept: Different Results in a Series of 21 Patients
To the Editor: 
We read with interest the article by Reggia, et al1, a monocentric study
analyzing the efficacy and safety of switching from intravenous (IV) to
subcutaneous (SC) formulation of abatacept (ABA) in patients with
rheumatoid arthritis. The authors report a relatively high risk of disease
relapse (27%) occurring in a mean of 11 weeks after switching to SC admin-
istration. The study did not find any significant predictive factor for a switch
failure. The concern that patients with a higher body mass index could
receive lower cumulative doses compared to weight-tiered monthly
infusions, leading to a significant influence on treatment efficacy, was not
confirmed by this study, or by previous dose-finding trials and non-inferi-
ority randomized studies2,3,4. 

We describe our experience based on a case series of 21 consecutive
patients switching from ABA IV to SC administration at our center. The
switch was motivated by difficulties in obtaining peripheral venous access,
or to optimize compliance. General characteristics of the population are
presented in Table 1. Mean duration of previous ABA IV therapy was 14.4
± 8.4 months. Patients were followed up to 6 months thereafter. ABA repre-
sented the first-line biologic disease-modifying antirheumatic drug
(bDMARD) in 42.9% of cases. ABA was prescribed as a second (42.8%) or
further biologic treatment-line (14.3%), mainly following anti-tumor necrosis
factor agents or tocilizumab in a single case. All patients were treated with a
concomitant conventional synthetic DMARD (csDMARD), represented in
76.2% of cases by methotrexate. In our cohort, the levels of disease activity
achieved during IV treatment were maintained or improved throughout the
period of observation in the majority of patients (80.9%). Mean baseline
levels of 28-joint Disease Activity Score (DAS28; 3.32 ± 1.22) significantly
improved by the end of the followup (3.00 ± 0.89; p = 0.02). Two patients
(9.5%) returned to IV administration because of subjective preference. Two
patients experienced a worsening in disease activity, reaching DAS28

moderate disease activity ranges at a single timepoint during followup. A
significant proportion of patients (61.9%) were still in remission or low
disease activity. Of note, no patients were registered to be in a status of high
disease activity at the end of the followup (Figure 1).

We did not experience a significant loss of efficacy requiring a return to
IV monthly infusions, as reported by Reggia, et al. Possible explanations
could be found in the study group characteristics. Our population was
characterized by a relatively shorter period of IV treatment preceding the
switch to SC ABA, a slightly shorter disease duration with a lower
percentage of patients being treated with previous bDMARD, and a higher
rate of combination therapy with csDMARD. Similarly, no safety concerns
emerged from our study. The low number of patients in both Reggia’s and
our case series may also explain the different outcome of patients in real
life. The ACTION Real World study5 excluded significant differences in
retention and efficacy between monotherapy and combination therapy.
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Figure 1. DAS28 status at baseline (at the time of ABA SC switch) and after 6 months of followup. REM:
remission; LDA: low disease activity; MDA: moderate DA; HDA: high DA; DAS28: 28-joint Disease
Activity Score; ABA: abatacept; SC: subcutaneous.

Table 1. General characteristics of the study population. Data are mean ±
SD unless otherwise indicated.

Variable Data

F:M 18:3
Mean age, yrs 60.9 ± 12.3
Mean disease duration, yrs 9.1 ± 6.8
Previous prescriptions of bDMARD, % 57.14 
ABA IV as first line bDMARD, % of cases 42.86 
Previous ABA IV therapy duration, mos  14.4 ± 8.4
Concomitant csDMARD, % 100
DAS28 baseline 3.32 ± 1.22
DAS28 6 mos 3.00 ± 0.89

bDMARD: biologic disease-modifying antirheumatic drug; ABA: abatacept;
IV: intravenous; csDMARD: conventional synthetic DMARD; DAS28:
28-joint Disease Activity Score.
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Our data, which need to be confirmed on larger cohorts, are in line with
previous studies6, confirming the maintained efficacy and safety of ABA
when switching between means of administration. 

SARA MONTI, MD; SILVIA BREDA, MD; VITTORIO GROSSO, MD;
MONICA TODOERTI, MD; CARLOMAURIZIO MONTECUCCO, MD,
Professor; ROBERTO CAPORALI, MD, Professor; Division of
Rheumatology, University of Pavia, IRCCS Policlinico S. Matteo
Foundation, Piazzale Golgi 2, 27100 Pavia, Italy. Address correspondence
to Dr. S. Monti; E-mail: sara.saramonti@gmail.com

REFERENCES
   1.    Reggia R, Franceschini F, Tincani A, Cavazzana I. Switching from

intravenous to subcutaneous formulation of abatacept: a 
single-center Italian experience on efficacy and safety. J Rheumatol
2015;42:193-5. 

   2.    Genovese MC, Tena CP, Covarrubias A, Leon G, Mysler E,
Keiserman M, et al. Subcutaneous abatacept for the treatment of
rheumatoid arthritis: longterm data from the ACQUIRE trial. 
J Rheumatol 2014;41:629-39. 

   3.    Iwahashi M, Inoue H, Matsubara T, Tanaka T, Amano K, Kanamono
T, et al. Efficacy, safety, pharmacokinetics and immunogenicity of

abatacept administered subcutaneously or intravenously in Japanese
patients with rheumatoid arthritis and inadequate response to
methotrexate: a Phase II/III, randomized study. Mod Rheumatol Jpn
Rheum Assoc 2014;24:885-91. 

   4.    Schiff M, Weinblatt ME, Valente R, van der Heijde D, Citera G,
Elegbe A, et al. Head-to-head comparison of subcutaneous
abatacept versus adalimumab for rheumatoid arthritis: two-year
efficacy and safety findings from AMPLE trial. Ann Rheum Dis
2014;73:86-94. 

   5.    Nüßlein HG, Alten R, Galeazzi M, Lorenz H-M, Boumpas D,
Nurmohamed MT, et al. Real-world effectiveness of abatacept for
rheumatoid arthritis treatment in European and Canadian 
populations: a 6-month interim analysis of the 2-year, 
observational, prospective ACTION study. BMC Musculoskelet
Disord 2014;15:14. 

   6.    Keystone EC, Kremer JM, Russell A, Box J, Abud-Mendoza C,
Elizondo MG, et al. Abatacept in subjects who switch from 
intravenous to subcutaneous therapy: results from the phase IIIb
ATTUNE study. Ann Rheum Dis 2012;71:857-61. 

J Rheumatol 2015;42:10; doi:10.3899/jrheum.150230

1994 The Journal of Rheumatology 2015; 42:10

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2015. All rights reserved.

 www.jrheum.orgDownloaded on April 16, 2024 from 

http://www.jrheum.org/

