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Abstract
Objectives: Interventions aimed at increasing TNF-a inhibitor serum drug levels (SDLs) may improve treatment response; however, previous
studies suggesting SDL cut-offs have not accounted for treatment adherence. The aim of this study was to establish the relationship between
adalimumab/certolizumab SDLs and EULAR good vs non-/moderate response and to define SDL cut-offs associated with good response in fully
adherent patients.

Methods: In a prospective observational study, 475 patients with RA were treated with certolizumab (n¼192) or adalimumab (n¼283). At
baseline and 3, 6 and 12months, patients had 28-joint DAS, self-reported treatment adherence and SDLs measured. Fully adherent patients
were analysed as a subgroup. Follow-up data at 3, 6 and 12months were analysed separately. Median SDLs were compared in good vs
non-/moderate response patients and receiver operating characteristics (ROC) curves were used to establish cut-off SDLs.

Results: Fully adherent good responders had significantly higher median adalimumab/certolizumab SDLs compared with non-/moderate
responders (P¼0.04 and P¼0.0005, respectively). ROC analysis reported 3month non-trough adalimumab SDLs discriminated good vs non-/
moderate response with an area under the curve (AUC) of 0.63 (95% CI 0.52, 0.75), with a cut-off of 7.5mg/l being 39.1% specific and 80.9%
sensitive. Similarly, 3month non-trough certolizumab SDLs discriminated good vs non-/moderate response with an AUC of 0.65 (95% CI 0.51,
0.78), with a cut-off of 26.0mg/l being 43.9% specific and 77.8% sensitive.

Conclusion: In fully adherent patients, higher SDLs are detected in good responders, suggesting that interventions to improve SDLs, such as
encouraging adherence, could improve treatment response. The 3month non-trough SDL cut-offs of 7.5mg/l for adalimumab and 26.0mg/l for
certolizumab may be useful in clinical practice.
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Introduction

RA is a systemic inflammatory disease that is often treated
with biologic DMARDs (bDMARDs), including TNF-a

inhibitors (TNFis) such as certolizumab and adalimumab [1].
These medications are effective in a large proportion of

Rheumatology key messages

• Adherence is an important confounder when studying serum drug levels in rheumatoid arthritis.

• Non-trough serum drug levels at 3months are informative of treatment response in adherent patients.

• Interventions aimed at improving serum drug levels, like addressing adherence, may improve treatment response.

Received: 28 April 2022. Accepted: 17 September 2022

VC The Author(s) 2022. Published by Oxford University Press on behalf of the British Society for Rheumatology.

This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (https://creativecommons.org/licenses/

by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited. For commercial

re-use, please contact journals.permissions@oup.com

Rheumatology, 2022, 00, 1–8
https://doi.org/10.1093/rheumatology/keac564

Advance access publication 3 October 2022

Original article
Rheumatology

D
ow

nloaded from
 https://academ

ic.oup.com
/rheum

atology/advance-article/doi/10.1093/rheum
atology/keac564/6747167 by U

niversity of Leeds user on 07 N
ovem

ber 2022

https://orcid.org/0000-0003-0801-6974
https://orcid.org/0000-0001-9829-792X
https://orcid.org/0000-0002-1487-277X
https://orcid.org/0000-0003-1109-624X
https://orcid.org/0000-0001-8242-9262
https://orcid.org/0000-0003-1395-9344
https://orcid.org/0000-0003-3316-2527


patients; however, a significant minority (�30%) experience
poor treatment response, as defined by the EULAR response
criteria, based on changes in the 28-joint DAS (DAS28) [2–4].
Poor response may subsequently lead to drug cycling, where
bDMARDs targeting different biological pathways are tri-
alled serially, with drug selection based on cost and local poli-
cies rather than a mechanistic understanding of why
treatments are ineffective [5, 6].

Several studies of Adalimumab and certolizumab have
shown that low serum drug levels (SDLs) are associated with
a reduction in the proportion of patients achieving a ‘good’
EULAR response, including our previous work [7–10].
Factors previously reported to be associated with decreased
SDLs include poor adherence to bDMARDs, increased BMI,
increased anti-drug antibody formation and lack of co-
administration of MTX [7, 9–12]. Many of these factors are
modifiable, providing opportunities for intervention to poten-
tially increase SDLs and improve therapeutic response. For
example, BMI could be reduced through lifestyle modifica-
tions; MTX co-administration and dose could be increased
with patient education and clinician training; and adherence
could be improved with motivational interviewing, patient ed-
ucation and clinician training [9–11, 13, 14]. Furthermore,
bDMARD dose adjustment, which is an ongoing area of re-
search interest, may be possible in the future to titrate dosing
according to SDLs [15].

Improving treatment adherence appears to be an especially
important aim in clinical practice, as non-adherence has been
consistently reported to correlate with poorer patient out-
comes and low TNFi SDLs [9]. Several studies have reported
that a significant proportion (9–28%) of RA patients are non-
adherent to DMARDs, depending on the measures of adher-
ence used [3, 16–20].

Defining SDL cut-offs for TNFi treatments on a population
level could be useful in clinical practice, by providing an indi-
cation to clinicians that patients with non-/moderate EULAR
response and with subtherapeutic SDLs may benefit from
interventions aimed at increasing SDLs (see Fig. 1). However,
while cut-offs have been suggested by previous studies, their
use in clinical practice has not been formally defined [7–10,
21]. Furthermore, previous studies have found that reduced
adherence was associated with low SDLs [9]. Therefore, ad-
herence represents a key confounder when studying SDLs,
given that poor adherence will lead to erratic changes in SDLs

that lead to variable effects on treatment response [9, 12, 15].
However, previous studies that have suggested SDL cut-offs
have not accounted for adherence by excluding or adjusting
based on poor self-reported adherence.

The aims of this study were to establish the relationship be-
tween adalimumab and certolizumab non-trough SDLs and
EULAR response and to establish therapeutic adalimumab
and certolizumab SDL thresholds associated with ‘good’
EULAR response in a large cohort of fully adherent patients
with RA.

Methods
Study population

Patients were recruited to participate in a prospective observa-
tional cohort study called Biologics in Rheumatoid Arthritis
Genetics and Genomics Study Syndicate (BRAGGSS) prior to
initiation of a bDMARD. Patients from 60 centres across the
UK were recruited starting in November 2008, with recruit-
ment ongoing.

Patients are recruited to BRAGGSS according to the follow-
ing inclusion criteria: RA according to the revised 1987 ACR
criteria [22], active disease indicated by a DAS28 �5.1 despite
previous treatment with two or more DMARDs including
MTX and self-identified ethnicity as being of white European
descent. For this analysis, patients from BRAGGSS who were
about to commence adalimumab (40 mg every 2 weeks) or
certolizumab (400 mg monthly) and who had a baseline visit
recorded with one or more follow-up visit where serum sam-
ples, clinical data and self-reported adherence data were avail-
able at each corresponding time point were included,
representing an unselected, representative subgroup of the
whole cohort.

At baseline and following initiation of therapy, patients
were assessed at �3, 6 and 12 months. Clinical and patient
questionnaires including patient self-reported adherence were
collected at each visit. Serum samples were collected and sent
to the Centre for Musculoskeletal Research at the University
of Manchester for central processing, storage and analysis.
Contributing patients provided written informed consent and
the study received ethics approval (COREC04/Q1403/37).

Measurement of adalimumab and certolizumab

SDLs

A total of 1144 serum samples from 475 patients taken at
baseline and 3, 6 and 12 months were tested for non-trough
SDLs (see Supplementary Table S1, available at
Rheumatology online). Adalimumab SDLs were measured in
serial samples using sandwich ELISAs (Progenika Biopharma,
Derio, Spain), which had an upper limit of 12 mg/l, in 716
samples from 283 patients [23]. Certolizumab SDLs were
measured using sandwich ELISAs with no upper limit
(Sanquin, Amsterdam, The Netherlands) in 428 samples from
192 patients [24].

Measurement of adherence

Self-reported adherence questionnaires containing five ques-
tions about bDMARD compliance were completed by
patients at follow-up visits (see Supplementary Table S2,
available at Rheumatology online). Five possible answers
from never to always were available for each question. At

Figure 1. Schematic illustrating a potential clinical paradigm involving the

use of SDLs and therapeutic thresholds based on fully adherent patients

achieving a good treatment response
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each follow-up visit, patients were considered fully adherent if
they answered ‘never’ in relation to all five questions.

Measurement of clinical response

Treatment response was measured using EULAR response cri-
teria, which is derived from the change in DAS28 with CRP
(DAS28-CRP) from baseline at each visit (DDAS28, defined
as baseline DAS28-CRP�DAS28-CRP at follow-up visits at
3, 6 or 12 months) [25, 26].

Study power

For adalimumab, a sample size of 80 was calculated as having
80% power to detect a difference of 3 g/ml between non-/
moderate and good responders (NMRs and GRs, respec-
tively). For certolizumab, a sample size of 60 was calculated
as having 80% power to detect a difference of 5 g/ml between
NMRs and GRs.

Assessing the relationship between adalimumab and
certolizumab non-trough SDLs and EULAR response

Median SDLs were compared between GR vs NMRs.
Comparisons of SDLs measured at 3, 6 and 12 months were
analysed separately. Comparisons of SDLs in patients who
were fully adherent were analysed separately as a subgroup.

Statistical analysis

Between-group comparisons were assessed using descriptive
statistics, as appropriate, with a threshold for significance set
at P< 0.05. Statistical analyses were performed in R version
4.1.0 (R Foundation for Statistical Computing, Vienna,
Austria) and RStudio version 1.4.1106 (RStudio, Boston,
MA, USA) (see Supplementary Table S3, available at
Rheumatology online).

ROC analysis

ROC analysis was used to determine a cut-off value for SDLs
between GRs vs NMRs as described previously [21]. ROC
curves using SDLs measured at 3, 6 and 12 months were cre-
ated for all patients and separately in fully adherent patients
only.

A trade-off between sensitivity and specificity is needed to
determine an optimal SDL threshold. A lower SDL threshold
would have high sensitivity but low specificity, meaning many
patients would be misclassified as likely to respond, but with
an SDL below the therapeutic level. Conversely, a higher SDL
threshold would have high specificity but low sensitivity and
would risk overestimating non-responders even though SDL
is at the therapeutic level. Depending on the clinical question,
a higher sensitivity or specificity will be favoured. If sensitivity
is favoured when defining an SDL threshold, there will be
fewer false negatives, meaning that we can be confident that
patients with SDLs above the threshold should have a good
response if fully adherent. For this reason, sensitivity is pre-
ferred over specificity, with an AUC >0.6 considered ade-
quate performance, as described previously [21].

Results
Baseline characteristics

The baseline characteristics of the 475 patients who met the
inclusion criteria are shown in Table 1. Baseline characteris-
tics between the patients receiving adalimumab and certolizu-
mab were comparable, with patients being predominantly

female, ages in the 50s, with severe, established disease despite
treatment with DMARDs (such as MTX). The only statisti-
cally significant difference between cohorts was the DAS28
score at baseline, which was slightly higher in the certolizu-
mab cohort fDAS28 median 5.81 [interquartile range (IQR)
5.28–6.36]g compared with the adalimumab cohort [DAS28
median 5.61 (IQR 5.18–6.14)] (P¼0.042).

Relationship between SDLs and EULAR response

irrespective of adherence

The number of patients with adalimumab or certolizumab
SDLs and EULAR response available at each time point is
shown in Supplementary Table S4, available at
Rheumatology online. Box and whisker plots showing SDLs
in GRs vs NMRs at each time point are shown in
Supplementary Fig. S1, available at Rheumatology online.

The median SDLs were significantly higher in GRs vs
NMRs taking adalimumab at 3 and 6 months (n¼ 257,
P< 0.0001 and n¼203, P<0.001, respectively) and in GRs
vs NMRs taking certolizumab at 12 months (n¼ 75,
P¼ 0.02). There was no significant difference between the me-
dian SDLs in GRs vs NMRs taking adalimumab at 12 months
nor in those taking certolizumab at 3 or 6 months (see
Supplementary Fig. S1, available at Rheumatology online).

Relationship between SDLs and EULAR response in

fully adherent patients

The number of patients with adalimumab or certolizumab
SDLs, EULAR response, self-reported adherence data and

Table 1. Patient characteristics at baseline

Characteristics Adalimumab Certolizumab P-valuea

(n¼283) (n¼192)

Age, mean (S.D.), years 57 (12) 58 (12) 0.5
Female, n (%) 206 (73) 139 (72) >0.9
BMI, mean (S.D.) 28.8 (11.8) 28.6 (6.5) 0.6
Smoking status, n (%) 0.8

Current smoker 57 (38) 48 (41)
Ex-smoker 32 (21) 22 (19)
Non-smoker 62 (41) 46 (40)
Unknown smoking
status

132 76

Disease duration,
median (IQR), years

7 (3–16) 6 (3–15) 0.7

On concurrent
DMARD(s), n (%)

0.8

No 34 (12) 22 (11)
Yes 248 (88) 170 (89)
Unknown 1 0

Baseline DAS28-ESR
score, mean (S.D.)

5.65 (0.85) 5.77 (0.84) 0.042

Baseline tender joint
count, mean (S.D.)

15 (7) 15 (7) 0.2

Baseline swollen joint
count, mean (S.D.)

9 (5) 9 (5) 0.2

Baseline CRP, median
(IQR)

10 (3–24) 8 (3–22) 0.8

Baseline Patient Global
Score, mean (S.D.)

71 (19) 73 (18) 0.4

On MTX, n (%) 0.6
No 44 (18) 27 (16)
Yes 201 (82) 141 (84)
Unknown 38 24

a Unpaired t-test, Wilcoxon rank sum test or Pearson’s chi-squared test.
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classified as being fully adherent at each time point is shown
in Supplementary Table S5, available at Rheumatology on-
line. The median SDLs were significantly higher in fully ad-
herent GRs vs NMRs taking adalimumab and in those taking
certolizumab (see Fig. 2). When SDLs at 3, 6 and 12 months
were analysed separately, the median SDLs were significantly
higher in fully adherent GRs vs NMRs taking adalimumab at
3 months and in those taking certolizumab at 3, 6 and
12 months (see Supplementary Fig. S2, available at
Rheumatology online). There was no significant difference be-
tween median SDLs in fully adherent GRs vs NMRs taking
adalimumab at 6 and 12 months (see Supplementary Fig. S2,
available at Rheumatology online).

ROC curve analysis irrespective of adherence

ROC curves modelling adalimumab or certolizumab SDLs
with GRs vs NMRs in all patients irrespective of adherence
are shown in Supplementary Fig. S3, available at
Rheumatology online. Certolizumab SDLs at 12 months were
able to discriminate GRs vs NMRs with an AUC of 0.696
(95% CI 0.573, 0.820), with a lower threshold cut-off of
26.0 mg/l identified as being 58.6% specific and 76.1% sensi-
tive (n¼ 27). However, adalimumab SDLs at 3, 6 and
12 months and certolizumab SDLs at 3 and 6 months were
not able to reasonably discriminate GRs vs NMRs (AUCs
0.50–0.61).

ROC curve analysis in fully adherent patients

ROC curves modelling adalimumab or certolizumab SDLs
with fully adherent GRs vs NMRs are shown in Fig. 3.
Adalimumab SDLs at 3 months in fully adherent patients
were able to discriminate GRs vs NMRs with an AUC of
0.634 (95% CI 0.522, 0.746), with a lower threshold SDL
cut-off of 7.5 mg/l identified as being 39.1% specific and
80.9% sensitive (n¼ 93) (see Fig. 3A). Certolizumab SDLs at
3 months in fully adherent patients were able to discriminate
GRs vs NMRs with an AUC of 0.647 (95% CI 0.513, 0.781),
with a lower threshold SDL cut-off of 26.0 identified as being
43.9% specific and 77.8% sensitive (see Fig. 3B).

ROC curves based on SDLs at 6 and 12 months are shown
in Supplementary Figure S4, available at Rheumatology on-
line. Sensitivity and specificity for all potential lower thresh-
old SDL cut-offs for each ROC curve are shown in
Supplementary Table S6, available at Rheumatology online.

Discussion

This is the first study to assess the relationship between non-
trough SDLs incorporating self-reported adherence to their
bDMARD to inform potential therapeutic lower SDL cut-offs
based on analysis in fully adherent patients. Our results are con-
sistent with those of our previous work and other studies of
TNFis in RA, which have found that trough and non-trough

Figure 2. Box and whisker plots comparing SDLs of fully adherent RA patients with EULAR non-/moderate response (red) vs good response (blue) after

treatment with (A) adalimumab or (B) certolizumab
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SDLs are higher in treatment responders compared with non-
responders [7–10]. However, we found that when patient adher-
ence was not taken into account, the association between SDLs
and response was not significant at certain follow-up time points
(see Supplementary Fig. S1, available at Rheumatology online).
When analysing only fully adherent patients, the association be-
tween SDL and EULAR response was more consistent across
time points (see Fig. 2 and Supplementary Fig. S2, available at
Rheumatology online). This reinforces the impact that adherence
has on variations in SDLs, since non-trough SDLs in patients
with poor adherence are less informative of future treatment re-
sponse. Our study therefore supports previous studies that have
determined that encouraging adherence can improve SDLs and
subsequent treatment response. A previous study showed that
SDLs at 3 and 6 months were predictive of response by
12 months; however, our study is the first to suggest SDL cut-
offs that can discriminate GRs from NMRs [11].

Our study found that a non-trough adalimumab SDL cut-
off of 7.5 mg/l at 3 months was 39.1% specific and 80.9%
sensitive at discriminating GRs vs NMRs in fully adherent
patients with RA when sensitivity of the test was prioritized.
A similar study by Pouw et al. [21] using trough adalimumab
SDLs was able to discriminate GRs with an AUC of 0.70,
with a threshold of 5 mg/l identified as being 43% specific
and 91% sensitive at classifying GRs at 7 months [9]. A previ-
ous study using non-trough SDLs in PsA patients showed that
adalimumab concentrations of 4–8 lg/ml were associated
with an optimal treatment response at 6 months using concen-
tration–effect curves [27]. In clinical practice, where trough
levels are not always available, it is valuable to assess treat-
ment response early (typically within 3–6 months) in order to
rapidly control disease and to minimize long-term complica-
tions [1]. Our study suggests 3 month SDL cut-offs are partic-
ularly informative in patients who are adherent for
optimizing the likelihood of a good treatment response.

Our proposed cut-off of 7.5 mg/l is higher than the cut-off
of 5 mg/l proposed by Pouw et al. [21], but with comparable
classification performance, with our cut-off being slightly less
sensitive. This is expected given that our threshold was identi-
fied in fully adherent patients whose SDLs would be expected
to be higher, whereas the analysis performed by Pouw et al.
[21] included patients irrespective of adherence. The differen-
ces between the two studies suggest that by not excluding
non-adherent patients, we may underestimate therapeutic
thresholds.

The current study is the first to our knowledge to suggest a
certolizumab SDL threshold for patients with RA. Our study
found that a 3 month non-trough certolizumab SDL threshold
of 26.0 mg/l is 43.9% specific and 77.8% sensitive at discrimi-
nating GRs vs NMRs in fully adherent patients with RA (see
Fig. 3). Our previous work demonstrated a drug threshold of
24–29 lg/ml in certolizumab patients was associated with op-
timal response in RA; however, an exact cut-off was not de-
termined [7]. A study by Gehin et al. [8] found that higher
non-trough certolizumab levels at 3 months were associated
with improved outcomes across a cohort of 91 patients with
RA, 61 with PsA and 116 with axial SpA assessed using the
Ankylosing Spondylitis Disease Activity Score, clinically im-
portant improvement in SpA, EULAR response in RA and im-
provement in the DAS28 <0.6 in PsA. The authors proposed
a non-trough certolizumab cut-off of 20 mg/l at 3 months
based on concentration–effect curves but did not perform
ROC analysis or assess the sensitivity or specificity of this cut-
off. Another study of certolizumab in Crohn’s disease
reported that a cut-off 6 week non-trough certolizumab SDL
of 31.8 mg/l was associated with a Clinical Disease Activity
Index response with an AUC of 0.58, a sensitivity of 53.7%
and a specificity of 57.6% [28].

Fig. 1 illustrates a possible clinical paradigm in which our
findings could be implemented. In the clinic, if a patient at

Figure 3. ROC curve analysis. Fully adherent RA patients with EULAR good response vs non-/moderate response with SDLs at 3months after treatment

with (A) adalimumab or (B) certolizumab
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follow-up has a suboptimal treatment response to a TNFi,
SDLs could be measured. If the SDLs are below a therapeutic
threshold that would be expected to be effective in a fully ad-
herent patient, then instead of attributing treatment failure to
primary inefficacy, a clinician could intervene to improve the
SDLs prior to subsequent follow-up. This could be done by
addressing adherence. Interestingly, previous work has illus-
trated that adherence behaviour can be improved in clinical
practice through interventions aimed at addressing concerns
about medications, focusing on the benefits as well as poten-
tial side effects and consistent messages about treatment [14].
In patients with good adherence but who do not achieve a
good response at 3 months, subtherapeutic thresholds could
prompt addressing immunogenicity, through the introduction
of other DMARDs such as MTX, or in the future by increas-
ing the dosage or frequency of administration of the drug.
While the majority of patients in the current analysis were on
concomitant conventional synthetic DMARD therapy, ap-
proximately one-fifth were not (see Table 1) [15]. In theory,
this approach could improve drug survival and reduce long-
term complications and comorbidity associated with uncon-
trolled disease activity. Conversely, if the SDLs are above the
therapeutic threshold, this implies that there is ‘true’ inefficacy
to the treatment, which could be to an unidentified patho-
physiological mechanism by which the patient’s disease is not
responsive to that treatment modality.

The main strengths of the current study include a large sample
size, prospective serial sampling at multiple time points, a well-
characterized cohort of RA patients with similar phenotypes and
the availability of self-reported adherence. Although serum sam-
ples were obtained during routine follow-up appointments as op-
posed to trough serum samples, which would make levels
between samples more comparable, assessing the value of non-
trough SDLs is helpful, as non-trough levels are more easily appli-
cable in clinical practice, where it can be challenging to obtain
trough samples in outpatient settings [15]. In the future, point-of-
care testing to measure SDLs may be implemented, eliminating
these issues and making it easier to obtain trough levels in the clin-
ical setting [29, 30]. Furthermore, by analysing fully adherent
patients separately, we improve the reliability that the SDLs mea-
sured reflect the levels throughout treatment by excluding patients
with poor adherence who may have significant fluctuations in
SDLs due to suboptimal adherence to the treatment regime.

Several study limitations need to be recognized. First, we
only used one measure, self-reported adherence, to assess ad-
herence. Previous studies of adherence to bDMARDs in RA
have used various measures to report adherence, including
use of the medication possession ratio (MPR), which is a per-
centage of days during follow-up that a patient has had a sup-
ply of medication, with a cut-off MPR of 80% often being
used to classify full adherence [16–21]. The method of mea-
suring adherence represents an important variable that can in-
fluence analyses such as ours. Self-reported adherence has
limitations, given that it is possible patients may erroneously
report their adherence either unintentionally due to forgetful-
ness or purposefully for complex psychological reasons.
Previous work has shown that SDLs are not fully explained
by adherence, therefore further investigation into other fac-
tors affecting SDLs is required [9]. This includes understand-
ing the characteristics of non-adherent patients, in whom
treatment response may be influenced by factors other than
SDLs alone. For example, a study exploring the characteristics
of patients with non-adherence found that patient beliefs and

multimorbidity associate with non-adherence [13]. It is there-
fore possible that adherence is a predictor of multimorbidity
or patient scepticism towards pharmacological therapy,
which are the mediators/proxies for reduced treatment re-
sponse. However, SDLs may be modifiable and have been
shown to correlate with future response, so it is important to
define thresholds to identify suboptimal SDLs.

A second limitation is that there was limited power to ad-
dress SDLs at 12 months. Indeed, while adalimumab SDLs
were statistically different in GRs compared with NMRs at 3
and 6 months, no difference was detected at 12 months.
Possible explanations might be that patients who experience
poor treatment response despite 12 months of treatment are
less likely to be adherent to their medications, therefore their
SDLs are less likely to be inaccurate and thus not able to dis-
criminate response. Alternatively, patients who have non-/
moderate responses due to low SDLs may be more likely to
discontinue their medication before 12 months and therefore
12 month follow-up data are not available. A final limitation
is that routine drug level monitoring is not yet recommended
for clinical practice due to insufficient evidence of cost-
effectiveness, as few prospective studies to address this ques-
tion have been published to date [31]. However, such studies
are under way and the work presented in this article will in-
form future threshold recommendations if the use of SDL
measurements are found to be cost effective.

Conclusions

In conclusion, we found that self-reported adherence associ-
ates with higher SDLs and subsequent treatment response,
supporting previous studies; however, this is the first study to
define a cohort of fully adherent patients when assessing the
association between non-trough adalimumab and certolizu-
mab SDLs and treatment response to TNFis in RA. We have
confirmed previously reported associations between non-
trough SDLs and treatment response to TNFis and further re-
port that this association is more consistent and significant
across follow-up time points in fully adherent patients. Based
on ROC analysis of SDLs in fully adherent patients, we sug-
gest target 3 month lower threshold SDLs of 26.0 mg/l for cer-
tolizumab and 7.5 mg/l for adalimumab may be useful in
clinical practice to optimize the likelihood of a good response
to treatment. However, replication using other commercially
available assays and using other validated measures of adher-
ence is necessary. Additional evaluation of the benefits and
cost-effectiveness of therapeutic drug monitoring and the ap-
plication of such thresholds is now warranted to inform the
potential for implementation in clinical practice.

Supplementary data

Supplementary data are available at Rheumatology online.

Data availability statement

Data will be shared upon reasonable requests to the corre-
sponding author.

Contribution statement

R.H. was responsible for conception/design of the study, writ-
ing the R scripts, analysis and interpretation of data and

6 Ryan M. Hum et al.

D
ow

nloaded from
 https://academ

ic.oup.com
/rheum

atology/advance-article/doi/10.1093/rheum
atology/keac564/6747167 by U

niversity of Leeds user on 07 N
ovem

ber 2022

https://academic.oup.com/rheumatology/article-lookup/doi/10.1093/rheumatology/keac564#supplementary-data


drafting the manuscript. M.J. was responsible for the acquisi-
tion and interpretation of data. N.N. was responsible for the
acquisition and interpretation of data and drafting the manu-
script. P.H., D.P. and A.B. were responsible for conception/
design of the study, analysis and interpretation of the data
and drafting the manuscript. M.J., K.L.H., A.M., J.I. and
A.G.W. were BRAGGSS co-investigators and contributed to
drafts of the manuscript. All authors read and approved the
final manuscript.

Funding

We thank Versus Arthritis (previously Arthritis Research UK)
for their support (grant 21754), the National Institute for
Health and Care Research (NIHR) Manchester Biomedical
Research Centre and the British Medical Association Doris
Hillier Award (grant 119868) for funding the drug level test-
ing. The views expressed are those of the authors and not nec-
essarily those of the National Health Service, NIHR or
Department of Health. The funding source had no involve-
ment in the study design; collection, analysis and interpreta-
tion of data; writing of the report; or the decision to submit
the paper for publication.

Disclosure statement: The authors have declared no compet-
ing interests.

Acknowledgements

A.B. is an NIHR Senior Investigator. M.J. is funded by an
NIHR Advanced Fellowship (NIHR301413). All patients
gave informed written consent for their samples to be ana-
lysed as part of this study. Ethical approval was received from
the Northwest 6 Central Manchester South Research Ethics
Committee (COREC 04/Q1403/37).

BRAGGSS Collaborators
H. Gaston, D. Mulherin, T. Price, T. Sheeran, V. Chalam, S.
Baskar, P. Emery, A. Morgan, M. Buch, S. Bingham, S.
O’Reilly, L. Badcock, M. Regan, T. Ding, C. Deighton, G.
Summers, N. Raj, R. Stevens, N. Williams, J. Isaacs, P. Platt,
D. Walker, L. Kay, B. Griffiths, W.-F. Ng, P. Peterson, A.
Lorenzi, H. Foster, M. Friswell, B. Thompson, M. Lee, I.
Griffiths, A. Hassell, P. Dawes, C. Dowson, S. Kamath, J.
Packham, M. Shadforth, A. Brownfield, R. Williams, C.
Mukhtyar, B. Harrison, N. Snowden, S. Naz, J. Ledingham,
R. Hull, F. McCrae, A. Thomas, S. Young Min, R. Shaban, E.
Wong, C. Kelly, C. Heycock, J. Hamilton, V. Saravanan, G.
Wilson, D. Bax, L. Dunkley, M. Akil, R. Tattersall, R.
Kilding, S. Till, J. Boulton, T. Tait, M. Bukhari, J. Halsey, L.
Ottewell, C. Buckley, D. Situnayake, D. Carruthers, K.
Grindulis, F. Khatack, S. Elamanchi, K. Raza, A. Filer, R.
Jubb, R. Abernathy, M. Plant, S. Pathare, F. Clarke, S. Tuck,
J. Fordham, A. Paul, M. Bridges, A. Hakim, D. O’Reilly, V.
Rajagopal, S. Bhagat, C. Edwards, P. Prouse, R. Moitra, D.
Shawe, A. Bamji, P. Klimiuk, A. Bowden, W. Mitchell, I.
Bruce, A. Barton, R. Gorodkin, P. Ho, K. Hyrich, W. Dixon,
A. Rai, G. Kitas, N. Erb, R. Klocke, K. Douglas, A. Pace, R.
Sandhu, A. Whallett, F. Birrell, M. Allen, K. Chaudhuri, C.
Chattopadhyay, J. McHale, A. Jones, A. Gupta, I. Pande, I.
Gaywood, P. Lanyon, P. Courtney, M. Doherty, H. Chinoy,
T. O’Neill, A. Herrick, A. Jones, R. Cooper, R. Bucknall, C.
Marguerie, S. Rigby, N. Dunn, S. Green, A. Al-Ansari, S.

Webber, N. Hopkinson, C. Dunne, B. Quilty, B. Szebenyi, M.
Green, M. Quinn, A. Isdale, A. Brown, B. Saleem, A.
Samanta, P. Sheldon, W. Hassan, J. Francis, A. Kinder, R.
Neame, A. Moorthy, W. Al-Allaf, A. Taggart, K. Fairburn, F.
McKenna, M. Green, A. Gough, C. Lawson, M. Piper, E.
Korendowych, T. Jenkinson, R. Sengupta, A. Bhalla, N.
McHugh, D. Bond, R. Luqmani, B. Bowness, P. Wordsworth,
J. David, W. Smith, D. Mewar, E. Tunn, K. Nelson, T.
Kennedy, J. Nixon, A. Woolf, M. Davis, D. Hutchinson, A.
Endean, D. Coady, D. Wright, C. Morley, G. Raftery, C.
Bracewell, L. Kidd, I. Abbas, C. Filer and G. Kallarackal.

References

1. National Collaborating Centre for Chronic Conditions.

Rheumatoid arthritis: national clinical guideline for management

and treatment in adults. London: Royal College of Physicians,

2009.
2. Mewar D, Wilson AG. Treatment of rheumatoid arthritis with tu-

mour necrosis factor inhibitors. Br J Pharmacol 2011;162:785–91.
3. Kristensen LE, Christensen R, Bliddal H et al. The number needed

to treat for adalimumab, etanercept, and infliximab based on

ACR50 response in three randomized controlled trials on estab-

lished rheumatoid arthritis: a systematic literature review. Scand J

Rheumatol 2007;36:411–7.
4. Smolen JS, Landewe R, Bijlsma J et al. EULAR recommendations

for the management of rheumatoid arthritis with synthetic and bio-

logical disease-modifying antirheumatic drugs: 2016 update. Ann

Rheum Dis 2017;76:960–77.
5. John KJ, Sanchez HN, Schoenbrunner N. Defining response to

TNF-inhibitors in rheumatoid arthritis: the negative impact of anti-

TNF cycling and the need for a personalized medicine approach to

identify primary non-responders. Clin Rheumatol 2019;38:

2967–76.
6. Meehan RT, Amigues IA, Knight V. Precision medicine for rheu-

matoid arthritis: the right drug for the right patient—companion

diagnostics. Diagnostics 2021;11:1362.
7. Jani M, Isaacs JD, Morgan AW et al. High frequency of antidrug

antibodies and association of random drug levels with efficacy in

certolizumab pegol-treated patients with rheumatoid arthritis:

results from the BRAGGSS cohort. Ann Rheum Dis 2017;76:

208–13.

8. Gehin JE, Goll GL, Warren DJ et al. Associations between certoli-

zumab pegol serum levels, anti-drug antibodies and treatment re-

sponse in patients with inflammatory joint diseases: data from the

NOR-DMARD study. Arthritis Res Ther 2019;21:256.
9. Jani M, Chinoy H, Warren RB et al. Clinical utility of random anti-

tumor necrosis factor drug-level testing and measurement of anti-

drug antibodies on the long-term treatment response in rheumatoid

arthritis. Arthritis Rheumatol 2015;67:2011–9.
10. Jani M, Isaacs JD, Morgan AW et al. Detection of anti-drug anti-

bodies using a bridging ELISA compared with radioimmunoassay

in adalimumab-treated rheumatoid arthritis patients with random

drug levels. Rheumatology 2016;55:2050–5.

11. Bluett J, Morgan C, Thurston L et al. Impact of inadequate adher-

ence on response to subcutaneously administered anti-tumour ne-

crosis factor drugs: results from the Biologics in Rheumatoid

Arthritis Genetics and Genomics Study Syndicate cohort.

Rheumatology 2015;54:494–9.

12. Ternant D, Bejan-Angoulvant TB, Passot C, Mulleman D,

Paintaud G. Clinical pharmacokinetics and pharmacodynamics of

monoclonal antibodies approved to treat rheumatoid arthritis. Clin

Pharmacokinet 2015;54:1107–23.
13. Hope HF, Hyrich KL, Anderson J et al. The predictors of and rea-

sons for non-adherence in an observational cohort of patients with

rheumatoid arthritis commencing methotrexate. Rheumatology

2020;59:213–23.

Non-trough adalimumab and certolizumab drug levels associated with a therapeutic EULAR response 7

D
ow

nloaded from
 https://academ

ic.oup.com
/rheum

atology/advance-article/doi/10.1093/rheum
atology/keac564/6747167 by U

niversity of Leeds user on 07 N
ovem

ber 2022



14. Barton A, Jani M, Bundy C et al. Translating research into clinical
practice: quality improvement to halve non-adherence to metho-

trexate. Rheumatology 2021;60:125–31.
15. Strand V, Goncalves J, Isaacs JD. Immunogenicity of biologic

agents in rheumatology. Nat Rev Rheumatol 2021;17:81–97.
16. Borah BJ, Huang X, Zarotsky V, Globe D. Trends in RA patients’

adherence to subcutaneous anti-TNF therapies and costs. Curr

Med Res Opin 2009;25:1365–77.
17. Pengxiang L, Blum MA, Feldt JV, Hennessy S, Doshi JA. Adherence,

discontinuation, and switching of biologic therapies in

Medicaid enrollees with rheumatoid arthritis. Value Health 2010;13:
805–12.

18. Harley CR, Frytak JR, Tandon N. Treatment compliance and dos-
age administration among rheumatoid arthritis patients receiving
infliximab, etanercept, or methotrexate. Am J Manag Care 2009;9:

136–43.
19. Curkendall S, Patel V, Gleeson M et al. Compliance with biologic

therapies for rheumatoid arthritis: do patient out-of-pocket pay-
ments matter? Arthritis Rheum 2008;59:1519–26.

20. Marengo MF, Suarez-Almazor ME. Improving treatment adher-

ence in patients with rheumatoid arthritis: what are the options? Int
J Clin Rheumatol 2015;10:345–56.

21. Pouw MF, Krieckaert CL, Nurmohamed MT et al. Key findings to-
wards optimising adalimumab treatment: the concentration-effect
curve. Ann Rheum Dis 2015;74:513–8.

22. Arnett FC, Edworthy SM, Bloch DA et al. The American
Rheumatism Association 1987 revised criteria for the classification
of rheumatoid arthritis. Arthritis Rheum 1988;31:315–24.

23. Schouwenburg PAV, Bartelds GM, Hart MH, Aarden L et al. A
novel method for the detection of antibodies to adalimumab in the

presence of drug reveals “hidden” immunogenicity in rheumatoid
arthritis patients. J Immunol Methods 2010;362:82–8.

24. Rispens T, Vrieze HD, Groot ED et al. Antibodies to constant
domains of therapeutic monoclonal antibodies: anti-hinge antibod-

ies in immunogenicity testing. J Immunol Methods 2012;375:93–9.
25. Ranganath VK, Yoon J, Khanna D et al. Comparison of composite

measures of disease activity in an early seropositive rheumatoid ar-
thritis cohort. Ann Rheum Dis 2007;66:1633–40.

26. Gestel AMV, Prevoo ML, Hof MAV et al. Development and vali-

dation of the European League Against Rheumatism response crite-
ria for rheumatoid arthritis: comparison with the preliminary
American College of Rheumatology and the World Health

Organization/International League Against Rheumatism Criteria.
Arthritis Rheum 1996;39:34–40.

27. Jani M, Chinoy H, Barton A. Association of pharmacological bio-
markers with treatment response and longterm disability in patients
with psoriatic arthritis: results from OUTPASS. J Rheumatol 2020;

47:1204–8.
28. Casteele NV, Feagan BG, Vermeire S et al. Exposure-response rela-

tionship of certolizumab pegol induction and maintenance therapy
in patients with Crohn’s disease. Aliment Pharmacol Ther 2018;47:
229–37.

29. Zhong ZD, Clements-Egan A, Gorovits B et al. Drug target inter-
ference in immunogenicity assays: recommendations and mitiga-

tion strategies. AAPS J 2017;19:1564–75.
30. Freeman K, Taylor-Phillips ST, Cannock M et al. Test accuracy of

drug and antibody assays for predicting response to antitumour ne-

crosis factor treatment in Crohn’s disease: a systematic review and
meta-analysis. BMJ Open 2017;7:e014581.

31. National Institute for Health and Care Excellence. Therapeutic

monitoring of TNF-alpha inhibitors in rheumatoid arthritis.
DG36. London: National Institute for Health and Care Excellence,

2019. https://www.nice.org.uk/guidance/dg36 (1 April 2022, date
last accessed).

8 Ryan M. Hum et al.

D
ow

nloaded from
 https://academ

ic.oup.com
/rheum

atology/advance-article/doi/10.1093/rheum
atology/keac564/6747167 by U

niversity of Leeds user on 07 N
ovem

ber 2022

https://www.nice.org.uk/guidance/dg36

	tblfn1



