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Tyrosine kinase inhibitor (TKI) discontinuation in chronic myeloid leukemia (CML) has become part of routine care for patients with
a sustained deep molecular response (DMR). Approximately 50% experience a molecular relapse upon TKI cessation. Most of them
quickly regain DMR upon TKI resumption. Whether these patients can achieve a second treatment-free remission (TFR) remains
unclear. DAstop2 (ClinicalTrials.gov ID: NCT03573596) is a prospective study including patients with a failed first TFR attempt re-
treated with any TKI for = one year. Upon entering the study, patients received the TKI dasatinib for additional two years. Patients
with sustained DMR for >1 year qualified for a second TKI stop. Ninety-four patients were included between Oct 2017-Dec 2021. At
the time of data analysis, 62 patients had attempted a 2" stop. After a median follow-up of 27 months from 2" stop, TFR rates
were 61, 56 and 46% at 6, 12 and 24 months respectively. No progression to advanced stage disease was seen and 87% had re-
achieved MR* within a median of 3 months from TKI re-initiation. In summary, we show that a 2"¢ TFR attempt after dasatinib
treatment is safe, feasible and TFR rates seem in the range of those reported in trials of a first TKI stop.
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INTRODUCTION quantitative polymerase chain reaction (RT-qPCR) could discon-

Chronic myeloid leukemia (CML) is characterized by the constitu-
tively active tyrosine kinase BCR:ABL1, and standard therapy is
treatment with tyrosine kinase inhibitors (TKI). Not only do
patients with an optimal response to TKI treatment today have
a life expectancy close to that of an age-matched general
population, but a proportion of patients can also successfully
discontinue treatment without relapse [1-3]. The feasibility of TKI
discontinuation was first demonstrated in a small pilot study
followed by the multi-center STIM study where approximately

tinue imatinib treatment without molecular relapse [4-6]. Later,
the study A-STIM established loss of major molecular response
(MMR, or MR®) as a safe and feasible criterion to re-initiate TKI
therapy [7]. Subsequently, many discontinuation trials have
demonstrated that discontinuation after first- and second-line
2" generation TKI is equally safe, and standardized criteria for TKI
discontinuation have recently been adopted by guidelines for
routine clinical care [7-16]. The highly interdependent variables
duration of TKI treatment and duration of deep molecular

40% of patients with stable (more than two years) undetectable
BCR:ABL1 transcripts measured by reverse transcriptase

response (DMR) prior to discontinuation have repeatedly been
associated with TFR, including in EURO-SKI, the largest TKI
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Study outline. Patients with a previous failed discontinuation attempt within EURO-SKI or according to EURO-SKI criteria were eligible

for inclusion. After inclusion, patients were switched to dasatinib for a minimum of two years. Patients with >3 years of TKI treatment and
stable MR* or better for =1 year were eligible for a second discontinuation attempt.

discontinuation study to date [17, 18]. Another consistent finding
in all discontinuation studies was that the majority of relapses
occurred within the first 6 months upon TKI discontinuation
[4, 11-13, 17]. In general, attempting a TFR has been considered
safe since large discontinuation trials reported no cases of
progression to advanced stage disease. However, very rare cases
of progression to blast crisis have been reported [19]. Patients with
a molecular relapse after TKI discontinuation generally regain their
previously achieved DMR upon TKI re-introduction, presenting a
rationale for a second TKI discontinuation attempt. A few
retrospective studies such as the French RE-STIM study have
already evaluated a second TFR attempt. In this largest study 64%
of patients experienced loss of MMR after a median 38 months of
follow-up upon the second TKI discontinuation attemdpt [20, 211.

There is yet no direct comparison between 1°* and 2" generation
TKI with regards to the proportion of patients achieving continuous
TFR. However, 2™ generation TKis like dasatinib as up-front
treatment of CML have stronger in-vitro kinase inhibitory activity
and are efficacious in patients with previous treatment failure on
imatinib with a larger proportion of patients achieving DMR [22-25].
We therefore hypothesized that the use of dasatinib could increase
the probability of a successful second TKI stop attempt in patients
who failed a previous first TFR attempt. A smaller prospective study
in 22 CML patients attempting a second TKI discontinuation after re-
challenge with 2" generation TKI nilotinib was recently published,
showing that 55% lost MMR after a median 8 months of follow up
[26]. The DAstop2 study, an ongoing collaborative study, was
designed to evaluate TFR rates after discontinuation of dasatinib in
patients with a previous failed TFR attempt. Interim results of this
study are presented here.

METHODS

Study design and study population

Patients were included at 17 university or regional hospitals in Sweden,
Denmark, Norway, Finland, the Netherlands, Germany, and France. Patients
were eligible if they 1) relapsed in the EURO-SKI trial, or 2) discontinued TKI
treatment outside of EURO-SKI and discontinued according to EURO-SKI
criteria. Post-relapse, all patients were retreated with any TKI for minimally
one year before study inclusion. All patients gave written informed
consent. Patients with a hematological relapse after the first TKI stop or
who had restarted TKI therapy prematurely without loss of MMR where not
eligible for inclusion. Full inclusion and exclusion criteria are presented in a
supplementary table (Supplementary Table S3). Upon inclusion, patients
were switched to dasatinib 100 mg daily, or 70 mg at the discretion of the
investigator, and subsequently treated for two years. For patients already
on dasatinib at inclusion, but with a lower dose adjusted due to
intolerance (i.e. 20-50 mg), this lower dose was continued. If MR* was
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re-achieved and maintained for at least one year, at month 24 patients
were eligible for a second discontinuation attempt (Fig. 1). After treatment
discontinuation, RT-qPCR was performed monthly between month 1-6,
every 1.5 months between month 7-12, and every 3 months thereafter.
The primary endpoint was the proportion of patients remaining treatment-
free by maintaining MMR after 6 and 12 months respectively. Upon
molecular relapse, dasatinib therapy was restarted in the previously
tolerated dose unless judged inappropriate by the investigator. In these
cases, other TKls were also allowed. Upon molecular relapse, patients were
monitored every three months by RT-qPCR. Adverse events were recorded
from dasatinib treatment initiation until a minimum of 100 days after the
last dose of dasatinib. The study was approved by the ethical review
authorities in the participating countries, and was conducted according to
the Declaration of Helsinki. This interim analysis was added to the study
protocol after study initiation. Reason for adding this interim analysis was
that the inclusion of the last patients in the study was delayed due to the
COVID19 pandemic leading to substantial deferral of inclusion of the last
subject thus also delaying the last visit.

Definition of molecular responses and molecular relapse

Molecular responses were assessed using RT-gPCR quantification of
BCR:ABLT mRNA as percentage of control gene expression and expressed
as % on the international scale (IS) using a conversion factor in EUTOS
certified laboratories. MR levels were defined in accordance with European
LeukemiaNet recommendations [15]. In short, in cases of undetectable
BCR::ABL1 levels, 210,000 ABL or =24,000 GUS, =32,000 ABL or >77,000 GUS
and >=100,000 ABL or >240,000 GUS transcripts, were used as minimal
criteria for the definition of MR?, MR*> and MR® respectively. Molecular
relapse was defined as BCR::ABL1 1S% of >0.1% detected by a single test.

Statistics

Descriptive statistics are presented as proportions with mean or median
values and range as a measure of variability. Proportion of patients
maintaining MMR without restart of TKI (i.e. in TFR) was calculated using
the Kaplan-Meier method with binomial 95% confidence intervals. Patients
still in TFR were censored at the date of last follow-up. Statistical comparison
between groups were done for exploratory purposes. Based on a previous
small study [27] the proportion of patients remaining in MMR after a second
TKI discontinuation was postulated to be 30% after 12 months. A 95%
confidence interval around this proportion of 20 percentage points was
chosen as the desired level of precision, requiring a sample size of 110
patients to be analyzed. However, due to the deferral of inclusion, a smaller
sample size and consequently a wider confidence interval was accepted.

RESULTS

Patient’s characteristics

Between Oct 2017 and Dec 2021, 103 patients who failed a first
TKI discontinuation attempt were screened for participation in the
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Fig. 2 Consort diagram of study progress. Out of 94 included
patients, 64 patients had reached 24 months, and 62 were eligible
for TKI discontinuation.

study. Nine patients were deemed ineligible, and 94 patients were
included in the study (Fig. 2).

CML history and baseline characteristics for all included patients
are described in Table 1. In short, first treatment after CML diagnosis
was imatinib, nilotinib and dasatinib in 82% (n = 77), 9% (n = 8) and
7% (n = 7) respectively and treatment information was missing in 2
patients. The median time from diagnosis to the first TKI
discontinuation was 74 months (range: 33-228), and median time
in MR* prior to the first TKI discontinuation was 41 months (range:
10-156). Sixty percent had performed their prior discontinuation
attempt within EURO-SKI, and the median time to relapse after the
first stop was 4.5 months (range 1-65). In case of relapse, re-
treatment was initiated with either imatinib, nilotinib and dasatinib
in 59% (n=55), 13% (n=12) and 27% (n=25) respectively.
Information on the type of TKI therapy for molecular relapse was
missing in 2 patients. For the patients attempting a second TKI
discontinuation (n=62, Table 2), treatment before the first
discontinuation attempt was imatinib in 61% (n = 38), nilotinib in
15% (n =9), dasatinib in 23% (n = 14) and unknown in 2% (n = 1).

Twelve patients were taken out of the study in the first 24
months, and hence ineligible for a ond stop. Reasons were adverse
events (AE) in eight patients, death unrelated to CML in two
patients, unknown in one patient and one patient was lost to
follow-up. Data were extracted Oct 27 2022, and at that time, 64
patients had reached 24 months of whom 62 fulfilled discontinua-
tion criteria thus being eligible for a 2" TKI discontinuation
attempt. The median age when attempting the second TKI
discontinuation was 60 years (range; 28-88). The median time
from re-initiation of TKI therapy to the second discontinuation was
65 months (range; 36-97) and the time from re-achievement of
MR* after the first relapse and the second TKI discontinuation was
59 months (range; 29-91).

Study treatment

At study inclusion, the mean dose of dasatinib was 80 mg (range
20-100) daily for all included patients. For the group of patients
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Table 1. Patient characteristics for all included patients.

All patients included in study (n =94)
Age at diagnosis - years

Median 49
Range 10-77
Missing values — n (%) 1 (1%)
Age at first stop - years

Median 55
Range 13-82
Missing values - n (%) 1 (1%)
Sex — n (%)

Male 48 (51%)
Female 46 (49%)
Missing values - n (%) 0 (0%)
ELTS score - n (%)

Low 55 (59%)
Intermediate 15 (16%)
High 5 (5%)
Missing values - n (%) 19 (20%)
Time from diagnosis to first stop — months
Median 74
Range 33-228
Missing values — n (%) 1 (1%)
Time in MR4 before first stop - months
Median 41
Range 10-156
Missing values - n (%) 14 (15%)

Participated in EURO-SKI — n (%)

Yes 54 (60%)

No 36 (40%)

Missing values — n (%) 4 (4%)

Time from first stop to first loss of MMR - months
Median 4

Range 1-65

Missing values - n (%) 2 (2%)

Time from inclusion to last follow-up - months
Median 47

Range 1-60

Missing values - n (%) 0 (0%)

who had reached 24 months in the study the mean dasatinib dose
was 79 mg (range 20-100) at inclusion and 69 mg (range 20-100)
before discontinuation. One patient discontinued dasatinib due to
pancreatitis at month 3 and another due to pleural effusion at
month 15. Both patients switched treatment to imatinib with
maintained molecular response. Both patients were deemed
eligible for treatment discontinuation according to the protocol
and were kept on study.

Outcome after the second TKI discontinuation

After a median follow-up of 27 months (range, 1-36) from the
second TKI discontinuation, 50% (n=31) had re-initiated TKI
therapy. TFR was 61% (95% Cl; 51-76%), 56% (95% Cl; 44-70%),
and 46% (95% Cl; 36-62%) after 6, 12 and 24 months respectively
(Fig. 3). The median time to molecular relapse was 3.2 months
(range 1.1-29.1). In comparison the median time to molecular
relapse after the first discontinuation attempt had been
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Table 2. Patient characteristics for all patients with a second
discontinuation attempt.

All patients with second stop (n = 62)
Age at second stop - years

Median 60
Range 28-88
Missing values - n (%) 0 (0%)
Treatment time from first relapse to second stop - months
Median 65
Range 36-97
Missing values — n (%) 0 (0%)
Time from re-achievement of MR4 to second stop - months
Median 59
Range 29-91
Missing values - n (%) 3 (5%)
Time from second stop to last follow-up — months
Median 27
Range 1-36
Missing values — n (%) 0 (0%)
BCR-ABL level before second stop — n (%)
MR4 11 (18%)
MR4.5 19 (31%)
MR5 32 (52%)
Missing values - n (%) 0 (0%)
T 100
g
:z 0.75
£
]
g 0.50
é 0.25
2 o000
0 6 1‘2 18 274 30
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Number at risk 62 36 32 24 16 4

0 6 12 18 24 30

Fig. 3 Treatment-free remission (TFR) after second tyrosine
kinase inhibitor (TKI) discontinuation. TFR probability at 6, 12
and 24 months was 61, 56 and 46% respectively.

45 months (range 1.0-64.6). Seventy-one and 84% of the
molecular relapses occurred within the first 6 and 12 months,
respectively. Five patients had molecular relapse later than
12 months, and two patients had molecular relapse later than
24 months. Among the patients who failed the second stop, 87%
(n=27) re-achieved MR* or better, and 97% (n=30) MMR or
better after a median follow-up time from molecular relapse of
19 months (range, 1-32). Median time from restart of TKl to MR*
re-achievement was 3 months (range 3-9). One patient with
molecular relapse one month after discontinuation had BCR-ABL1
of 0.22% on resumed TKI treatment at the last follow-up six
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Fig. 4 Treatment-free remission (TFR) after second tyrosine
kinase inhibitor (TKI) discontinuation by first TFR duration.
Patients with a second discontinuation divided by whether the
time to molecular relapse after the first discontinuation attempt was
more or less than 6 months. The log rank test was used when
comparing groups.

months after molecular relapse. One patient died 10 months from
TKI discontinuation due to cholangiocarcinoma while still in MR>.

Based on the treatment prior to the first discontinuation
attempt the proportion of patients failing the 2" attempt was 18/
43 (42%) for imatinib and 12/18 (67%) for 2" generation TKI after
median follow-up of 18 and 17 months from the second
discontinuation and median treatment time from the first
molecular relapse to the second stop of 63 and 61 months
respectively. However, the difference in TFR between the groups
did not reach statistical significance (p=0.07, Supplementary
Fig. 2)

The probability of maintaining TFR was higher in patients with a
longer first TFR (more than six months) compared to those with a
short first TFR (less than six months). Twelve-month TFR success
rate was 35% in patients who had a short first TFR compared to
91% in patients with a longer first TFR (p =0.001; see Fig. 4).
However, failure rates beyond 12 months were higher in those
with a long first TFR. Median time to molecular relapse after the
second stop was 3.5 months (range 1.1-29.1) for those with short
first TFR versus 18.6 months (range 3.0-24.3) for those with a
longer first TFR (p =0.012 using the Man-Whitney U test). The
group with a longer first TFR consequently had a higher variance.
Among those with less than three months from first discontinua-
tion to first molecular relapse (n = 11), the TFR rate at six months
was only 13%.

Adverse events

Adverse events (AE) on study treatment were generally of grade
1-2 and revealed no previously unknown AEs attributable to
dasatinib. A summary of AEs is presented in the supplementary
material (See Supplementary Table S1). Interestingly, pleural
effusions were only seen in three patients (3%), out of which
only one was grade 3-4. Two of these patients were treated with
dasatinib, and one with imatinib before inclusion in the study. Ten
(16%) of the patients attempting a second TKI discontinuation
developed musculoskeletal pain after discontinuation, and one
(2%) patient had worsening of pre-existing musculoskeletal pain.
Serious adverse events reported to be at least possibly related to
dasatinib were one case each of pancreatitis, atrial fibrillation,
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pleural effusion and idiopathic intracranial hypertension. Three
patients died during the study, one from sudden cardiac arrest in
month six, one from COVID19 in month 21, and one from
cholangiocarcinoma in month 33, nine months after TKI dis-
continuation. All deaths were judged unrelated to dasatinib
treatment. Other AEs leading to exclusion of individuals from the
study during the first 24 months were pleural effusion (n=2),
benign intracranial hypertension (n = 1), fatigue (n = 1), back pain
(h=1), diarrhea (n=1), angina pectoris (n=1) and urosepsis
(n=1). In one patient, the reason for exclusion was not clearly
stated. In addition, one patient was lost to follow-up after
one month.

DISCUSSION

Interim results of this prospective study of CML patients
attempting a second TKI discontinuation after treatment with
dasatinib show that 61, 56 and 46% maintained TFR at 6, 12 and
24 months, respectively. Upon re-initiation of TKI therapy 87%
regained their previous molecular response and all but one
patient had re-achieved at least MMR at the data cut-off
time point.

The feasibility and safety of a first TKI treatment discontinuation
in patients with CML has been firmly established in previous trials,
showing that roughly 50% of patients in sustained DMR will
experience a molecular relapse within 12 months after TKI
cessation. To what extent these relapsed patients will need to
continue TKI treatment for an indefinite time has been largely
unknown. TFR rates in our study are encouraging considering that
only patients with previous TFR failure were included. Kim et al.
reported on high relapse rates after dasatinib re-challenge and a
2" TKI discontinuation; 94% lost MR4 after a median 3.7 months
and were restarted on TKI [28, 29]. This is in sharp contrast to the
here presented data, which may at least in part be due to a longer
median time in MR* or better. Patients in the TRAD study were
treated with dasatinib immediately after molecular relapse, and
sustained MR* for one year was sufficient before a second TFR
attempt. Similar to data from the first TKI discontinuation, a longer
DMR duration prior to a second TKI discontinuation likely
translates into improved TFR rates. This data is supported by the
French retrospective study RE-STIM, which included patients
attempting a second TKI stop in clinical practice and which
showed TFR rates after a second stop of 48, 42 and 35% at 12, 24
and 36 months respectively [21]. The NILO post-STIM trial, very
similar to the DAstop2 study, evaluated a second TFR in 22
patients treated with the 2"* generation TKI Nilotinib for
24 months [26]. The authors reported TFR rates of 68, 59 and
54% after 12, 24 and 36 months respectively. Notably, in EURO-SKI,
the largest study to date investigating a first TKI discontinuation
attempt, 80% of molecular relapses occurred within the first
6 months [17]. In RE-STIM 64% of patients had a molecular relapse
at last follow-up, and 46% of those occurred later than one year
after TKI discontinuation. Similarly, in NILO post-STIM 55% had
molecular relapse, and 50% of those occurred after 12 months
[26]. This raises the question whether a prolonged period of more
intense monitoring might be warranted after a second stop. In our
current stop-study, TKI cessation criteria were similar to EURO-SKI
(three years of TKI therapy and at least one year of stable MR*). At
the time of data cut-off, 71 and 84% of molecular relapses had
occurred in the first six and 12 months respectively. Notably, two
patients had later molecular relapses after more than two years,
and it cannot be ruled out that with longer follow-up time the
proportion of late molecular relapses may further increase.

The cross-study comparison of TFR rates between different
discontinuation trials must be interpreted with some caution due
to different treatments, stopping and re-initiation criteria as well
as highly variable follow-up times. Previous studies testing a first
TKI stop upon initial dasatinib treatment (DASFREE, DADI and D-
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STOP) were previously reported [30-32]. While DASFREE and DADI
used MR*® as TKI-stop eligibility criterion, D-STOP used MR*. TFR
rates at 24 months were approximately 46, 55 and 63% in
DASFREE, DADI and D-STOP respectively compared with 47% in
DAstop2, indicating that a second discontinuation attempt is not
necessarily less likely to be successful. Studies with long-term
follow-up of TFR rates after a first discontinuation attempt include
STIM, A-STIM and ENESTfreedom presenting TFR rates of 38, 46
and 43% after 5, 7 and 5 years respectively [4, 33, 34]. Relapse
rates beyond 36 months after first TKI discontinuation have been
assessed in A-STIM and EURO-SKI, showing that approximately
10% of patients in TFR at 36 months experience late molecular
relapse [33, 35]. Long-term data is essential in order to draw
conclusions regarding the factors associated with molecular
relapse, and the incidence of late relapses after a second TKI
discontinuation.

We hypothesized that re-treatment with a second generation
TKI might be beneficial when entering a second TFR phase,
especially for those with a previous discontinuation after imatinib
treatment. Relapse rates in our analysis were 42 and 67% for
patients treated with imatinib versus 2"® generation TKI just
before the first discontinuation attempt. This suggests that
patients with a previously unsuccessful long-term TFR on imatinib
are more likely to achieve TFR upon 2" TKI stop when compared
tocPatients who failed their previous attempt after therapy with a
2" generation TKI. However, sample sizes in our study are too
small to draw any robust conclusions on this subject. We suggest
that with more patients attempting a second TKI stop, the impact
of TKI switch from imatinib to a second generation TKI between
the first and the second discontinuation attempt should be
defined in more detail.

Similar to findings in RE-STIM where patients with more than
three months to first relapse had significantly less relapses after
the second TKI discontinuation, patients experiencing their
molecular relapse later than six months upon the first TKI
cessation were less likely to relapse in DAstop2. Accordingly, the
median time to the second molecular relapse was significantly
longer in the patients with a late (>6 months) first molecular
relapse (18.6 versus 3.5 months). Nevertheless, after 12 months
the gap between the survival curves for patients with early versus
late (<versus > 6 months) first molecular relapse decreased due to
a higher number of late relapses in the latter group. Once again,
this highlights the need for prolonged monitoring within studies
or registries in order to determine whether duration of first TFR is
indeed a prognostic factor, or if it is merely a marker of different
BCR-ABL1 kinetics. In addition, other (i.e. immunologic, inflamma-
tory and genetic) biomarkers are needed that may help to better
predict the likelihood of a successful 2" TFR attempt.

In summary, the interim results from our study testing a second
discontinuation attempt after re-treatment with dasatinib in CML-
CP show TFR rates comparable to previous studies testing a first
TFR attempt. Longer time to relapse after a first TKI discontinua-
tion appears to be correlated to a better chance of maintaining
TFR upon 2" TKI discontinuation, and variables associated with a
successful second TKI discontinuation will be further explored in
the final report of this study.

DATA AVAILABILITY
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REFERENCES

1. Bower H, Bjorkholm M, Dickman PW, Hoglund M, Lambert PC, Andersson TM. Life
Expectancy of Patients With Chronic Myeloid Leukemia Approaches the Life
Expectancy of the General Population. J Clin Oncol. 2016;34:2851-7.

SPRINGER NATURE

785



H. Flygt et al.

786

20.

21.

22.

23.

. Chen Y, Wang H, Kantarjian H, Cortes J. Trends in chronic myeloid leukemia

incidence and survival in the United States from 1975 to 2009. Leuk Lymphoma.
2013;54:1411-7.

. Mahon FX. Discontinuation of TKI therapy and ‘functional’ cure for CML. Best

Pract Res Clin Haematol. 2016;29:308-13.

. Etienne G, Guilhot J, Rea D, Rigal-Huguet F, Nicolini F, Charbonnier A, et al. Long-

Term Follow-Up of the French Stop Imatinib (STIM1) Study in Patients With
Chronic Myeloid Leukemia. J Clin Oncol. 2017;35:298-305.

. Mahon FX, Rea D, Guilhot J, Guilhot F, Huguet F, Nicolini F, et al. Discontinuation

of imatinib in patients with chronic myeloid leukaemia who have maintained
complete molecular remission for at least 2 years: the prospective, multicentre
Stop Imatinib (STIM) trial. The Lancet Oncology. 2010;11:1029-35.

. Rousselot P, Huguet F, Rea D, Legros L, Cayuela JM, Maarek O, et al. Imatinib mesylate

discontinuation in patients with chronic myelogenous leukemia in complete
molecular remission for more than 2 years. Blood. 2007;109:58-60.

. Rousselot P, Charbonnier A, Cony-Makhoul P, Agape P, Nicolini FE, Varet B, et al.

Loss of major molecular response as a trigger for restarting tyrosine kinase
inhibitor therapy in patients with chronic-phase chronic myelogenous leukemia
who have stopped imatinib after durable undetectable disease. J Clin Oncol.
2014;32:424-30.

. Ross DM, Branford S, Seymour JF, Schwarer AP, Arthur C, Yeung DT, et al.

Safety and efficacy of imatinib cessation for CML patients with stable unde-
tectable minimal residual disease: results from the TWISTER study. Blood.
2013;122:515-22.

. Takahashi N, Kyo T, Maeda Y, Sugihara T, Usuki K, Kawaguchi T, et al. Dis-

continuation of imatinib in Japanese patients with chronic myeloid leukemia.
Haematologica. 2012;97:903-6.

. Thielen N, van der Holt B, Cornelissen JJ, Verhoef GE, Gussinklo T, Biemond BJ,

et al. Imatinib discontinuation in chronic phase myeloid leukaemia patients in
sustained complete molecular response: a randomised trial of the Dutch-Belgian
Cooperative Trial for Haemato-Oncology (HOVON). Eur J Cancer. 2013;49:3242-6.

. Imagawa J, Tanaka H, Okada M, Nakamae H, Hino M, Murai K, et al. Dis-

continuation of dasatinib in patients with chronic myeloid leukaemia who have
maintained deep molecular response for longer than 1 year (DADI trial): a mul-
ticentre phase 2 trial. Lancet Haematol. 2015;2:e528-35.

. Rea D, Nicolini FE, Tulliez M, Guilhot F, Guilhot J, Guerci-Bresler A, et al. Dis-

continuation of dasatinib or nilotinib in chronic myeloid leukemia: interim ana-
lysis of the STOP 2G-TKI study. Blood. 2017;129:846-54.

. Hochhaus A, Masszi T, Giles FJ, Radich JP, Ross DM, Gomez Casares MT, et al.

Treatment-free remission following frontline nilotinib in patients with chronic
myeloid leukemia in chronic phase: results from the ENESTfreedom study.
Leukemia. 2017;31:1525-31.

. Deininger MW, Shah NP, Altman JK, Berman E, Bhatia R, Bhatnagar B, et al.

Chronic Myeloid Leukemia, Version 2.2021, NCCN Clinical Practice Guidelines in
Oncology. J Natl Compr Canc Netw. 2020;18:1385-1415.

. Hochhaus A, Baccarani M, Silver RT, Schiffer C, Apperley JF, Cervantes F, et al.

European LeukemiaNet 2020 recommendations for treating chronic myeloid
leukemia. Leukemia. 2020;34:966-84.

. Flygt H, Sandin F, Dahlén T, Dremaine A, Liibking A, Markevarn B, et al. Successful

tyrosine kinase inhibitor discontinuation outside clinical trials - data from the
population-based Swedish chronic myeloid leukaemia registry. Br J Haematol.
2021;193:915-21.

. Saussele S, Richter J, Guilhot J, Gruber FX, Hjorth-Hansen H, Almeida A, et al.

Discontinuation of tyrosine kinase inhibitor therapy in chronic myeloid leukaemia
(EURO-SKI): a prespecified interim analysis of a prospective, multicentre, non-
randomised, trial. The Lancet Oncology. 2018;19:747-57.

. Kim J, Park J, Moon Y, Choi SJ, Lim JH, Lee MH, et al. Effect of study-level factors

on treatment-free remission rate in patients with chronic myeloid leukemia: a
systematic review and meta-analysis. Int J Hematol. 2019;110:683-9.

. Dulucq S, Hayette S, Cayuela JM, Bauduer F, Chabane K, Chevallier P, et al. Onset

of blast crisis in chronic myeloid leukemia patients in treatment-free remission.
Haematologica. 2022;107:2944-9.

Ureshino H, Kamachi K, Nishioka A, Okamoto S, Katsuya H, Yoshimura M, et al. Sub-
sequent attempt tyrosine kinase inhibitor discontinuation in patients with chronic
myeloid leukemia; a single institute experience. Hematol Oncol. 2021;39:549-57.
Legros L, Nicolini FE, Etienne G, Rousselot P, Rea D, Giraudier S, et al. Second
tyrosine kinase inhibitor discontinuation attempt in patients with chronic mye-
loid leukemia. Cancer. 2017;123:4403-10.

Cortes JE, Saglio G, Kantarjian HM, Baccarani M, Mayer J, Boque C, et al. Final
5-Year Study Results of DASISION: The Dasatinib Versus Imatinib Study in
Treatment-Naive Chronic Myeloid Leukemia Patients Trial. J Clin Oncol.
2016;34:2333-40.

Cortes JE, Gambacorti-Passerini C, Deininger MW, Mauro MJ, Chuah C, Kim DW,
et al. Bosutinib Versus Imatinib for Newly Diagnosed Chronic Myeloid Leukemia:
Results From the Randomized BFORE Trial. J Clin Oncol. 2018;36:231-7.

SPRINGER NATURE

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Hochhaus A, Saglio G, Hughes TP, Larson RA, Kim DW, Issaragrisil S, et al. Long-
term benefits and risks of frontline nilotinib vs imatinib for chronic myeloid
leukemia in chronic phase: 5-year update of the randomized ENESTnd trial.
Leukemia. 2016;30:1044-54.

Guilhot F, Apperley J, Kim DW, Bullorsky EO, Baccarani M, Roboz GJ, et al.
Dasatinib induces significant hematologic and cytogenetic responses in patients
with imatinib-resistant or -intolerant chronic myeloid leukemia in accelerated
phase. Blood. 2007;109:4143-50.

Dulucqg S, Rigal-Huguet F, Nicolini FE, Cony-Makhoul P, Escoffre-Barbe M, Gar-
dembas M, et al. Efficacy and safety of nilotinib in chronic myeloid leukaemia
patients who failed to achieve a treatment-free remission period after imatinib
discontinuation: Results of the French Nilo post-STIM study. Br J Haematol.
2023;201:1116-24.

Legros L, Rousselot P, Giraudier S, Tulliez M, Huguet F, Nicolini FE, et al. Second
attempt to discontinue imatinib in CP-CML patients with a second sustained
complete molecular response. Blood. 2012;120:1959-60.

Kim DDH, Busque L, Forrest DL, Savoie L, Bence-Bruckler |, Couban S, et al. Second
Attempt of TKI Discontinuation with Dasatinib for Treatment-Free Remission after
Failing First Attempt with Imatinib: Treatment-Free Remission Accomplished By
Dasatinib (TRAD) Trial. Blood. 2018;132:787.

Perusini MA, Novitzky-Basso |, Atenafu EG, Forrest D, Bence-Bruckler |, Savoie L,
et al. Final report of TKI discontinuation trial with dasatinib for the second
attempt of treatment-free remission after failing the first attempt with imatinib:
Treatment-free Remission Accomplished by Dasatinib (TRAD) study. Br J Hae-
matol. 2023;203:781-91.

Shah NP, Garcia-Gutiérrez V, Jiménez-Velasco A, Larson SM, Saussele S, Rea D,
et al. Treatment-free remission after dasatinib in patients with chronic myeloid
leukaemia in chronic phase with deep molecular response: Final 5-year analysis
of DASFREE. Br J Haematol. 2023;202:942-52.

Kimura S, Imagawa J, Murai K, Hino M, Kitawaki T, Okada M, et al. Treatment-free
remission after first-line dasatinib discontinuation in patients with chronic mye-
loid leukaemia (first-line DADI trial): a single-arm, multicentre, phase 2 trial.
Lancet Haematol. 2020;7:e218-e225.

Kumagai T, Nakaseko C, Nishiwaki K, Yoshida C, Ohashi K, Takezako N, et al.
Dasatinib cessation after deep molecular response exceeding 2 years and
natural Kkiller cell transition during dasatinib consolidation. Cancer Sci.
2018;109:182-92.

Rousselot P, Loiseau C, Delord M, Cayuela JM, Spentchian M. Late molecular
recurrences in patients with chronic myeloid leukemia experiencing treatment-
free remission. Blood Adv. 2020;4:3034-40.

Radich JP, Hochhaus A, Masszi T, Hellmann A, Stentoft J, Casares MTG, et al.
Treatment-free remission following frontline nilotinib in patients with chronic
phase chronic myeloid leukemia: 5-year update of the ENESTfreedom trial. Leu-
kemia. 2021;35:1344-55.

Richter J, Libking A, Soderlund S, Lotfi K, Markevérn B, Sjalander A, et al.
Molecular status 36 months after TKI discontinuation in CML is highly pre-
dictive for subsequent loss of MMR-final report from AFTER-SKI. Leukemia.
2021;35:2416-8.

ACKNOWLEDGEMENTS
We thank all patients and clinical study personnel for their participation and work. We
also thank BMS for supporting the study.

AUTHOR CONTRIBUTIONS

HF was responsible for extracting and analyzing data, interpreting the results,
statistical analysis and writing the report. JR, UO-S and StS helped designing the
study, analyze data, interpret results and co-write the report. SS, PK LS, SM, AD, JS,
WM, LR, DW, AD, BTJ, TGD, EA, BM, HHH and JJ all contributed to designing the study,
interpreting results, enrolling study subjects and critically reviewing the report.

FUNDING
Open access funding provided by Uppsala University.

COMPETING INTERESTS

Study drug was provided by BMS. DW have received study support and honoraria
from BMS, Novartis, Pfizer, Austrian Orphan Pharma and Incyte. SS have received
honoraria from BMS, Novartis, Incyte, Roche and research support from Incyte and
Novartis. In addition, the Nordic CML Study group have other projects supported by
Incyte, Pfizer and Austrian Orphan Pharma.

Leukemia (2024) 38:781-787



ADDITIONAL INFORMATION

Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/s41375-024-02145-6.

Correspondence and requests for materials should be addressed to Hjalmar Flygt.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Leukemia (2024) 38:781-787

H. Flygt et al.
Open Access This article is licensed under a Creative Commons
BY Attribution 4.0 International License, which permits use, sharing,
adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons licence, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2024, corrected publication 2024

SPRINGER NATURE

787


https://doi.org/10.1038/s41375-024-02145-6
http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Treatment-free remission after a second TKI discontinuation attempt in patients with Chronic Myeloid Leukemia re-treated with dasatinib – interim results from the DAstop2�trial
	Introduction
	Methods
	Study design and study population
	Definition of molecular responses and molecular relapse
	Statistics

	Results
	Patient’s characteristics
	Study treatment
	Outcome after the second TKI discontinuation
	Adverse�events

	Discussion
	References
	Acknowledgements
	Author contributions
	Funding
	Competing interests
	ACKNOWLEDGMENTS
	ADDITIONAL INFORMATION




