
Letter
Personal non-commercial use only. The Journal of Rheumatology Copyright © 2013. All rights reserved.

The Journal of Rheumatology 2013; 40:5

Decreased Expression of Nicotinamide
Phosphoribosyltransferase in Patients with Juvenile
Idiopathic Arthritis Receiving Methotrexate
To the Editor:

Nicotinamide phosphoribosyltransferase (NAMPT), also known as pre-B
cell colony-enhancing factor or visfatin, is an adipocytokine that has been
identified as a proinflammatory mediator in cardiovascular disease,
pulmonary inflammation, and sepsis1. Several roles have been ascribed to
NAMPT including possible insulin mimetic properties, a part in the nico-
tinamide adenine dinucleotide (NAD) salvage pathway, and cytokine
induction2,3,4,5. Recently, its effects have been studied in rheumatoid
arthritis (RA), systemic lupus erythematosus, and systemic sclerosis6,7.
NAMPT has been shown to be produced by synovial tissue, subintima,
lymphocytes, and vascular endothelial cells7. In RA, it has been shown to
activate human leukocytes, induce proinflammatory cytokines including
interleukin 1β (IL-1β), IL-6, and tumor necrosis factor-α (TNF-α), and
protect fibroblasts and neutrophils from apoptosis, perpetuating inflam-
mation and resulting in joint destruction7,8,9. NAMPT concentrations have
also been shown to correlate with C-reactive protein levels and clinical
disease activity in patients with RA8.

APO866 is a molecule in development that inhibits the enzymatic
function of NAMPT, leading to significantly lower levels of intracellular
NAD, IL-1β, IL-6, and TNF-α in mice with collagen-induced arthritis10.
This has garnered attention in studies of adults with rheumatic diseases but
little research has been conducted in the pediatric population, particularly
children with juvenile idiopathic arthritis (JIA). To determine if NAMPT
inhibitors have the potential to affect pediatric disease, we tested the
hypotheses that NAMPT concentrations are (1) increased in subjects with
active arthritis, (2) decreased in patients treated with methotrexate (MTX),
and (3) decreased by anti-TNF-α therapy in a cross-sectional cohort of
patients with JIA.

In a single-center cross-sectional study, plasma samples from 115
patients with JIA receiving stable doses of MTX and 80 patients not
receiving MTX were combined and analyzed for NAMPT concentrations.
Clinical data were collected by chart review and included age, diagnosis,
presence of active arthritis, number of active joints, body mass index
(BMI), erythrocyte sedimentation rate (ESR), MTX use, MTX dose in
mg/kg, anti-TNF-α use, and alternative disease-modifying antirheumatic
drug (DMARD) and/or corticosteroid use. Plasma concentrations of
NAMPT were measured using a human NAMPT-specific carboxy-terminal
enzyme immunoassay kit. Two single-nucleotide polymorphisms (SNP) in
the NAMPT promoter region (–1001T>G and –1535C>T) were genotyped
using a 5’-nuclease-based assay. NAMPT concentrations were log-trans-
formed and univariate statistical analyses were performed using chi-square
tests, t tests, and ANOVA as appropriate. Log-transformed values were
back-transformed to geometric mean values. Variables found to be signif-
icant in univariate analyses (p < 0.05) and variables deemed to be clinically
relevant were entered into a multivariate linear regression model.

A total of 195 patients with JIA were included in the study. Median
(interquartile range) age of the population was 133 months (78, 169) and
the median NAMPT concentration was 19.7 ng/ml (15.3, 25.8).
Characteristics of patients are summarized in Table 1. In univariate
analyses of the entire cohort, NAMPT concentrations were increased in
subjects demonstrating active arthritis (mean 20.5 ± 1.4 vs 18.6 ± 1.4 ng/ml;
p = 0.05). Patients receiving MTX had lower concentrations of NAMPT
than those not receiving the drug (18.6 ± 1.4 vs 21.4 ± 1.4 ng/ml; p = 0.02),
but anti-TNF-α therapy had no effect (19.9 ± 1.5 vs 19.6 ± 1.4 ng/ml; p =
0.8). There were no associations between NAMPT concentrations and age,
JIA subtype (including specifically systemic JIA), number of active joints,
MTX dose, BMI, or ESR. There were also no differences in NAMPT
concentrations compared with the presence of NAMPT promoter region
SNP. In a multivariate linear regression model controlling for MTX use,
anti-TNF-α use, active arthritis, and number of active joints, the use of

MTX [coefficient B = –0.02 ± 0.01 (95% CI –0.05, –0.003), p = 0.03] and
presence of active arthritis [coefficient B = 0.03 ± 0.01 (95% CI 0.002,
0.050), p = 0.04] remained significant predictors of NAMPT concentrations.

The cohort was further stratified based upon MTX drug use. Of the 115
subjects receiving MTX, 54 (47%) received nonsteroidal antiinflammatory
drugs (NSAID), 10 (9%) received oral prednisone at doses ≤ 15 mg/day,
and 36 (31%) received anti-TNF-α agents. None of the subjects in this
group received alternative DMARD agents. The 80 subjects not receiving
MTX had no statistically significant differences in NSAID use (51%), oral
steroid use (6%), or anti-TNF-α use (25%). There was a significant
difference in the frequency of alternative DMARD use (6% vs 0%; p =
0.01). The cohorts were then further analyzed excluding all subjects that
received anti-TNF-α agents, corticosteroids, and alternative DMARD to
compare subjects on (n = 73) and off (n = 53) MTX (with the inclusion of
NSAID only). When the above univariate analyses were repeated in this
select cohort of patients, the difference in NAMPT concentrations,
although lower, was no longer statistically significant in subjects receiving
MTX (19.3 ± 0.13 vs 21.2 ± 0.14 ng/ml; p = 0.1). However, the difference
in NAMPT concentrations in patients who had active arthritis remained
significantly higher (21.4 ± 0.13 vs 18.7 ± 0.14 ng/ml; p = 0.01). Again,
there were no associations between NAMPT concentrations and age, JIA
subtype (specifically including patients with systemic JIA), number of
active joints, MTX dose, BMI, ESR, or the presence of NAMPT SNP. In
the multivariate linear regression model controlling for MTX use, active
arthritis, and number of active joints, only the presence of active arthritis
[coefficient B = 0.03 ± 0.01 (95% CI 0.006, 0.06), p = 0.02] remained a
significant predictor of NAMPT concentrations in this select cohort.
Interestingly, when the group of remaining subjects receiving anti-TNF-α
agents, corticosteroids, and/or alternative DMARD were compared, those
subjects receiving MTX in addition to these other agents had significantly
lower NAMPT concentrations compared to those who did not (20.8 ± 0.17
vs 24.8 ± 0.15 ng/ml; p = 0.04), and subjects receiving anti-TNF-α agents
had lower concentrations of NAMPT, but not significantly so (21.4 ± 0.16
vs 26.6 ± 0.17 ng/ml; p = 0.06), suggesting a potentially synergistic effect
between MTX and anti-TNF-α agents in lowering plasma NAMPT
concentrations.

These preliminary findings in patients with JIA demonstrate that

Table 1. Demographics and clinical data of the cohort of patients with
juvenile idiopathic arthritis (JIA; n = 195).

Characteristic

Age, mo, median (interquartile range) 133 (78, 169)
JIA subtype, n (%)

Systemic 22 (11.3)
Oligoarticular 33 (16.9)
Oligoarticular extended 21 (10.8)
RF-negative polyarticular 71 (36.4)
RF-positive polyarticular 10 (5.1)
Enthesitis-related arthritis 29 (14.9)
Psoriatic arthritis 9 (4.6)

NAMPT concentration, median ng/ml
(interquartile range) 19.7 (15.3, 25.8)

Body mass index, median % (interquartile range) 18.2 (15.7, 22.1)
ESR, median mm/h (interquartile range) 11.5 (8, 22)
Presence of active arthritis, n (%) 112 (57.4)

No. active joints 1 (0, 4)
Methotrexate use, n (%) 115 (59)
Anti-tumor necrosis factor-α use, n (%) 56 (28.7)

NAMPT: Nicotinamide phosphoribosyltransferase; RF: rheumatoid factor;
ESR: erythrocyte sedimentation rate.
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NAMPT is elevated in patients with active arthritis compared to those
without, and decreases in response to treatment with MTX, potentially
enhanced by the use of anti-TNF-α agents. Of note, subjects receiving
MTX had significantly lower levels of NAMPT, even after controlling for
active arthritis and anti-TNF-α use, and anti-TNF-α use did not appear to
decrease NAMPT concentrations significantly when investigated by itself.
The explanation for lower concentrations of NAMPT in subjects treated
with MTX is not immediately apparent, because the complex signaling
pathways between NAMPT and inflammatory cytokines are not fully
elucidated. MTX is known to inhibit aminoimidazole carboxamide ribo-
nucleotide (AICAR) transformylase, which results in accumulation of
AICAR that further sensitizes AMP-activated protein kinase (AMPK)11.
AMPK has been shown to induce NAMPT transcription in
glucose-restricted skeletal myoblasts, which may appear to contradict our
findings here; however, AICAR (through activation of AMPK) has also
been shown to inhibit nuclear factor-κB (NF-κB)12,13. NF-κB has been
shown to induce NAMPT activity, thus inhibition of this important pro-
inflammatory transcription factor in MTX-treated patients may contribute
to lower NAMPT concentrations in these patients. Further research is
needed to unravel these complex interactions14. The apparently synergistic
effect of MTX and anti-TNF-α agents in lowering NAMPT concentrations
may also explain the improved efficacy of combination drug therapy seen
clinically.

As we strive for safe and effective therapy for childhood arthritis, we
are limited by factors including incomplete understanding of the etiology
of JIA, few validated outcomes measures for disease activity, and a paucity
of novel therapeutic targets. Our exploratory cross-sectional study had
several limitations including a sample size insufficiently powered to
analyze NAMPT concentrations stratified by JIA subtype and uncontrolled
medication use, which allows for the potential of confounding by
indication. Nevertheless, these data represent “real world” clinical patients,
applicable and possibly generalizable to a large population of patients; and
identify NAMPT and other adipocytokines as potential biomarkers and
therapeutic targets in JIA, subject to replication and validation.
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