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Abstract
The treatment of newly diagnosed chronic phase chronic myeloid leukemia (CML) with nilotinib has resulted in a higher rate 
of major molecular (MMR) and complete cytogenetic response (CCyR) at 12 months compared to imatinib but at a higher 
cumulative cost and increased risk of serious adverse events. To maintain long-term efficacy and minimize both toxicity 
and costs, we aimed at evaluating in a prospective single-center trial the efficacy and safety of a response-directed switch 
from nilotinib to imatinib after 12 months in patients newly diagnosed with chronic phase CML. Thirteen adult patients 
were enrolled. Twelve patients started on nilotinib 300 mg twice daily. Eleven patients completed one year of nilotinib and 
were switched to imatinib 400 mg daily as per protocol. At 3 months, all patients achieved a complete hematologic response, 
with 7 (58%) patients had early molecular response. At 12 months, all patients achieved CCyR, of whom 5 (42%) and 4 
(33%) patients achieved MMR and MR4.5, respectively. Three (27%) patients switched back to nilotinib after 18, 24, and 
51 months respectively: 1 patient because of loss of CCyR after 18 months, and 2 patients because of imatinib intolerance. 
At last follow-up, all patients (n = 12) were alive and in MMR, 6 (50%) of them in continuous MR4.5. These findings suggest 
that response directed switch from nilotinib to imatinib at 12 months is capable of maintaining long-term response, with 
manageable side effects. This approach warrants further exploration with larger prospective trials. Clinical trial registration: 
Clinicaltrials.gov identifier: NCT01316250, https:// clini caltr ials. gov/ ct2/ resul ts? cond= & term= NCT01 31625 0& cntry= & 
state= & city= & dist=. 
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1 Introduction

The therapeutic landscape of chronic myeloid leukemia 
(CML) had dramatically changed after the introduction 
of tyrosine kinase inhibitors (TKIs). Currently, patients 
with CML in chronic phase (CML-CP) have a normal life 
expectancy compared to age-matched healthy individuals, 

especially if complete cytogenetic response (CCyR) or 
deeper is achieved within one year of treatment [1]. More 
recently, the ultimate goal of CML treatment is increasingly 
focused on minimizing long-term toxicities, and maximiz-
ing deeper remissions in order to achieve treatment-free 
remissions [2]. There are multiple factors that can influence 
the selection of frontline treatment in CML-CP including 
disease-related risks, TKIs safety profile, preexisting comor-
bidities, and treatment goals [3]. Second generation TKIs 
such as nilotinib demonstrated a higher efficacy compared 
to imatinib in terms of achieving early molecular responses 
(EMR), defined as BCR-ABL1 ≤ 10% at 3 months with a 
rate of 91% versus 67% with imatinib, and 5-year MR4.5 
rates (55% versus 35%) [4, 5]. Achieving EMR at 3 and 
6 months are associated with better long-term outcomes 
[6]. However, long-term toxicities related to nilotinib is of 
significant concern, particularly cardiovascular events that 
occurred in about 20% of patients over a 10-year period 
compared with 5% with imatinib [7]. Another factor that 
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may affect the choice of frontline TKI treatment especially 
in developing countries is the cumulative TKI costs rep-
resenting a substantial economic burden. To date, generic 
imatinib is considered the most cost-effective drug among 
other TKIs with incorporation of treatment discontinuation 
strategies [8]. In order to have a balance between efficacy 
and safety/limiting costs, starting patients on imatinib with 
an early switch to second generation TKI in case of subopti-
mal response may seem to be beneficial [9–11]. However, in 
this prospective phase 2 trial, patients with newly diagnosed 
CML-CP were initially treated with nilotinib for 12 months 
duration to achieve early deeper responses, then electively 
switched to imatinib. The purpose of the study was to evalu-
ate the effectiveness and safety of such strategy.

2  Design and Methods

2.1  Study Design and Participants

This is a single arm interventional phase 2 clinical trial 
evaluating the efficacy and safety of elective switch from 
nilotinib to imatinib in newly diagnosed CML-CP. Adult 
patients (≥ 18  years of age) with previously untreated 
Philadelphia chromosome-positive CML-CP, with a good 
Eastern Cooperative Oncology Group (ECOG) performance 
status (PS: 0–2), adequate hepatic and renal functions were 
eligible for the trial. Chronic phase CML was defined by 
the presence of less than 15% blasts in peripheral blood 
(PB) and bone marrow (BM), less than 30% blasts plus 
promyelocytes in PB and BM, less than 20% basophils 
in PB, and without extramedullary involvement, with the 
exception of hepatosplenomegaly. Patients were excluded 
if they had histopathologically confirmed central nervous 
system (CNS) disease, had history of cardiac dysfunction 
or arrhythmias, had a myocardial infarction or an unstable 
angina within 12 months prior to study entry, or any other 
clinically significant heart disease such as congestive heart 
failure, or uncontrolled hypertension. Exclusion criteria 
also included the use of therapeutic coumarin derivatives, 
concurrent severe and/or uncontrolled medical conditions, 
known HIV infection, patients with active malignancy that 
needs intervention, patients who are pregnant or breast 
feeding, or adults of childbearing potential not using an 
effective method of birth control.

All patients were enrolled consecutively and gave written 
informed consent. The study was performed in accordance 
with the Declaration of Helsinki. The trial design was 
reviewed and approved by the Institutional Review Board 
and was registered at ClinicalTrials.gov.

2.2  Treatment Plan

Patients were treated with nilotinib at the standard dose of 
300 mg orally twice daily for 12 months, and who achieved 
complete cytogenetic response (CCyR) or partial cytoge-
netic response (PCyR) were shifted to imatinib at a dose of 
400 mg orally once daily, with regular follow ups at 3, 6, 
12 months, then every 6 months thereafter.

2.3  Clinical Endpoints

The primary endpoint was to evaluate the efficacy of 
imatinib in maintaining cytogenetic and molecular responses 
achieved at 12 months after nilotinib treatment. We antici-
pate that imatinib would be able to maintain cytogenetic 
response in 85% of patients. The assumption is based on 
the IRIS trial where 15.9% of patients who had a confirmed 
complete cytogenetic response at any time on imatinib treat-
ment no longer had that response during longer follow-up 
[12]. Secondary end-points were to assess the safety of such 
strategy.

2.4  Definition of Response and Response 
Monitoring

Response assessment were performed at 3, 6, 9, and 
12 months then every 6 months thereafter for all patients 
as per standard practice using standard karyotype for 
cytogenetic analysis, and BCR-ABL1 polymerase chain 
reaction (PCR) to assess molecular response. Complete 
hematologic response (CHR) was defined by normalization 
of blood counts with a white cell count < 10,000/mm3, 
a platelet count < 450,000/mm3, < 5% myelocytes plus 
metamyelocytes, < 20% basophils and the absence of blasts 
and promyelocytes in PB, and the absence of extramedullary 
involvement. Cytogenetic responses were classified by 
standard criteria with CCyR defined as absence of Ph‐
positive metaphases. A major molecular response (MMR) 
was defined as BCR‐ABL1/ABL1 transcript ratio ≤ 0.1% on 
international scale (IS), and MR4.5 as a ratio of ≤ 0.0032% 
IS.

3  Results

3.1  Patients’ Characteristics

Thirteen adult patients with previously untreated CML-CP 
were enrolled. One patient withdrew consent before 
treatment initiation, thus the remaining 12 patients were 
evaluable for response with a median follow-up period 
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of 54  months (range 21–87). Baseline characteristics 
are summarized in Table 1. The median age at diagnosis 
was 51 years (range 31–85), and 58% of patients had an 
intermediate or high sokal score. All patients started on 
nilotinib 300 mg twice daily after a median of 9 days (range 
2–32) from diagnosis. Eleven patients completed one year of 
nilotinib and were switched to imatinib 400 mg daily as per 
protocol. One patient discontinued nilotinib after 4 months 
of therapy and switched to dasatinib 100 mg daily due to 
recurrent pancreatitis.

3.2  Rate of Hematologic, Cytogenetic 
and Molecular Responses

At 3 months, all (100%) patients achieved CHR, seven 
(58%) had EMR, of them three (25%) patients had MMR. 
At 6 months, ten (83%) patients achieved CCyR, of whom 4 
(33%) patients had MMR and 2 (17%) patients had MR4.5.

At 12 months, all (100%) patients achieved CCyR, of 
whom 5 (42%) patients had MMR and 4 (33%) patients 
achieved MR4.5. At 12  months, eleven patients were 
switched to imatinib maintenance, of them 3 (27%) patients 
were switched back to nilotinib 300 mg twice daily after 18, 
24, 51 months respectively: one patient because of loss of 
CCyR (BCR-ABL: 0.11% IS) on imatinib after 18 months, 
and two patients because of imatinib intolerance (grade 3 
myalgias). At 18 months, 11 (92%) patients were in CCyR, 

nine (75%) patients were in MMR, of them 6 (50%) patients 
were in MR4.5, only one patient lost CCyR. At last follow 
up, 12 patients (100%) were alive and in CCyR and MMR, 
6 (50%) of them in continuous MR4.5, none of the patients 
attempted treatment discontinuation or developed long-term 

grade 3–4 adverse events, such as cardiovascular or meta-
bolic complications. There was no progression to accelerated 
or blast phase CML. After a median follow up of 54 months 
(range 21–87), eight patients remained on imatinib with-
out evidence of progression. The three patients who were 
switched back to nilotinib remained on nilotinib 300 mg 
twice daily without signs of progression. The patient who 
lost CCyR after 6 months of switching to imatinib, regained 
a MMR after 6 months of resuming nilotinib, and continued 
in MMR at last follow-up (Fig. 1).

The median time to CHR, MMR, MR 4.5, and CCyR were 
3 months (range 1–3), 6 months (range 3–24), 12 months 
(range 6–24), and 4.5 months (range 3–12) respectively.

3.3  Safety

One patient had to switch to dasatinib after 4 months of 
treatment with nilotinib because of symptomatic recurrent 
pancreatitis. Two patients on imatinib switched back to nilo-
tinib because of imatinib related grade 3 severe myalgias.

4  Discussion

A major revolution in the treatment of CML was the advent 
of TKIs that transformed CML from a disease with limited 
therapeutic options to a chronic disease. While in the past 
the primary goal of the treatment was to achieve response 
and prolong survival, currently, the overall survival of 
CML patients approaches the age and sex-matched general 
population life expectancy, and the need for ongoing TKI 
therapy is now controversial, knowing the cumulative cost 
and long-term toxicity. Nilotinib is a second generation TKI 
that is 30-fold more potent than imatinib [13]. In the 5- and 
10-years update of the randomized ENESTnd trial, nilotinib 
continued to show superior efficacy over imatinib [5, 7]. 
However, the cumulative incidence of cardiovascular events 
continued to increase with longer follow-up. At 5-years fol-
low-up, 13% of patients experienced cardiovascular events 
in the arm of nilotinib 300 mg twice daily, compared to 
3% in the imatinib control population [5]. Moreover, nilo-
tinib is capable of achieving higher rates of early molecular 
response and BCR-ABL IS ≤ 1% at 3 and 6 months com-
pared to imatinib. [5] Three- month BCR-ABL IS levels of 
less than 10% are predictive of long-term outcomes in CML 
including higher rates of MMR and MR 4.5, and a rapid 
initial decline in BCR-ABL IS levels also correlate with 
subsequent achievement of treatment free remission [4, 14].

We therefore investigated the use of frontline nilotinib 
aiming at achieving early molecular response and higher 
rate of MMR at 12 months, then switching to imatinib after 
12 months of treatment with the goal of assessing its ability 

Table 1  Baseline characteristics

Variable N (%)—median (range)

No. evaluable patients 12
Male gender 8 (67)
ECOG performance status ≤ 2 1 (0–2)
Sokal risk score
 Low 5 (42)
 Intermediate 5 (42)
 High 2 (16)

Smoking status 5 (42)
Age—years 51 (31–85)
WBCs—/mm3 91,750 (19,500–464,000)
Platelets—/mm3 284,000 (152,000–794,000)
Median time from diagnosis to treat-

ment, days
9 (2–32)

Median follow-up in months 54 (21–87)
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to maintain molecular responses, with a relatively safer long-
term profile.

At 12 months, 75% of patients achieved MMR, of them 
44% attained MR4.5 on nilotinib treatment. After switching 
to imatinib, only one patient with an initial high sokal risk 
score lost response after 18 months of treatment. Long-term 
imatinib treatment after a median follow-up of 4.5 years was 
well tolerated with no reported major adverse events. Only 
two patients discontinued imatinib early on because of non-
hematologic non-cardiovascular toxicities.

The selection of frontline treatment in CML-CP should 
take in consideration multiple variables, including dis-
ease-related risks, patient comorbidities, costs, long-term 
side effects and treatment goals. The question was always 
addressing whether to start with a second generation TKIs 
with higher efficacy and higher likelihood of achieving 
treatment free remission, or to start with imatinib with a 
subsequent switch to second generation TKIs in case of 
suboptimal response [3]. An elective switch from a second 
generation TKIs to imatinib was retrospectively evaluated 
on 20 CML patients, and showed that imatinib can be safely 
and effectively administered following an optimal response 
at 3 months to second generation TKIs [15].

Despite the limited number of patients included in this 
study, we showed that a response-directed strategy can offer 

patients early deep remissions and high rate of 12-month 
CCyR that are maintained or even deepened with imatinib in 
90% of the cases. The long-term imatinib treatment is likely 
to be safer and cost effective, especially with the introduc-
tion of generic imatinib. [16] This study serves as a pilot 
study for a later research to be carried out investigating 
alternative approaches like a response—directed switch from 
nilotinib to imatinib. Those strategies need further explora-
tion by large randomized trials to find out the best balance 
between deep remission and long-term safety.
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Fig. 1  The swimmers plot illustrates the duration of treatment with 
each tyrosine kinase inhibitor (Upper Bar) for 12 CML patients and 
marks the response milestones (Lower Bar). The sokal score is indi-
cated at the end of the horizontal bar for each patient. Unfilled tri-

angle Nilotinib intolerance (Pancreatitis). Unfilled diamond Imatinib 
intolerance (Severe Myalgia). Unfilled star Loss of response on 
imatinib



34 Clinical Hematology International (2022) 4:30–34

1 3

Declarations 

Conflict of Interest I.A received honorarium from Novartis, Amgen 
and Abbvie and participated in advisory board for Novartis, and Mer-
ck. Other authors have no relevant conflict of interest. The authors de-
clare no conflict of interest.

Ethics Statements The study was done in accordance to the declara-
tion of Helsinki, and was approved by the institutional Review Board 
committee at the American university of Beirut.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, 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, visithttp:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Sasaki K, Strom SS, O’Brien S, Jabbour E, Ravandi F, Konopleva 
M, et al. Relative survival in patients with chronic-phase chronic 
myeloid leukaemia in the tyrosine-kinase inhibitor era: analysis 
of patient data from six prospective clinical trials. Lancet Haema-
tol. 2015;2(5):e186–93. https:// doi. org/ 10. 1016/ s2352- 3026(15) 
00048-4 (e-pub ahead of print 2015/12/22).

 2. Hochhaus A, Baccarani M, Silver RT, Schiffer C, Apperley 
JF, Cervantes F, et  al. European LeukemiaNet 2020 recom-
mendations for treating chronic myeloid leukemia. Leukemia. 
2020;34(4):966–84. https:// doi. org/ 10. 1038/ s41375- 020- 0776-2.

 3. Oehler VG. First-generation vs second-generation tyrosine kinase 
inhibitors: which is best at diagnosis of chronic phase chronic 
myeloid leukemia? Hematology. 2020;2020(1):228–36. https:// 
doi. org/ 10. 1182/ hemat ology. 20200 00108.

 4. Hughes TP, Saglio G, Kantarjian HM, Guilhot F, Niederwieser 
D, Rosti G, et al. Early molecular response predicts outcomes in 
patients with chronic myeloid leukemia in chronic phase treated 
with frontline nilotinib or imatinib. Blood. 2014;123(9):1353–60. 
https:// doi. org/ 10. 1182/ blood- 2013- 06- 510396 (e-pub ahead of 
print 2013/12/18).

 5. Hochhaus A, Saglio G, Hughes TP, Larson RA, Kim DW, Issar-
agrisil S, et al. Long-term benefits and risks of frontline nilo-
tinib vs imatinib for chronic myeloid leukemia in chronic phase: 
5-year update of the randomized ENESTnd trial. Leukemia. 
2016;30(5):1044–54. https:// doi. org/ 10. 1038/ leu. 2016.5 (e-pub 
ahead of print 2016/02/04).

 6. Jain P, Kantarjian H, Nazha A, O’Brien S, Jabbour E, 
Romo CG, et  al. Early responses predict better outcomes in 
patients with newly diagnosed chronic myeloid leukemia: 
results with four tyrosine kinase inhibitor modalities. Blood. 

2013;121(24):4867–74. https:// doi. org/ 10. 1182/ blood- 2013- 03- 
490128 (e-pub ahead of print 2013/04/27).

 7. Hughes TP, Saglio G, Larson RA, Kantarjian HM, Kim D-W, 
Issaragrisil S, et  al. Long-term outcomes in patients with 
chronic myeloid leukemia in chronic phase receiving front-
line nilotinib versus imatinib: enestnd 10-year analysis. Blood. 
2019;134(Supplement_1):2924–2924. https:// doi. org/ 10. 1182/ 
blood- 2019- 128761.

 8. Yamamoto C, Nakashima H, Ikeda T, Kawaguchi SI, Toda Y, Ito 
S, et al. Analysis of the cost-effectiveness of treatment strategies 
for CML with incorporation of treatment discontinuation. Blood 
Adv. 2019;3(21):3266–77. https:// doi. org/ 10. 1182/ blood advan ces. 
20190 00745 (e-pub ahead of print 2019/11/08).

 9. Cortes JE, De Souza CA, Ayala M, Lopez JL, Bullorsky E, Shah 
S, et al. Switching to nilotinib versus imatinib dose escalation 
in patients with chronic myeloid leukaemia in chronic phase 
with suboptimal response to imatinib (LASOR): a randomised, 
open-label trial. Lancet Haematol. 2016;3(12):e581–91. https:// 
doi. org/ 10. 1016/ s2352- 3026(16) 30167-3 (e-pub ahead of print 
2016/11/29).

 10. Cortes JE, Jiang Q, Wang J, Weng J, Zhu H, Liu X, et al. Dasatinib 
vs. imatinib in patients with chronic myeloid leukemia in chronic 
phase (CML-CP) who have not achieved an optimal response to 
3 months of imatinib therapy: the DASCERN randomized study. 
Leukemia. 2020;34(8):2064–73. https:// doi. org/ 10. 1038/ s41375- 
020- 0805-1 (e-pub ahead of print 2020/04/09).

 11. Yeung DT, Osborn MP, White DL, Branford S, Braley J, Herschtal 
A, et al. TIDEL-II: first-line use of imatinib in CML with early 
switch to nilotinib for failure to achieve time-dependent molecu-
lar targets. Blood. 2015;125(6):915–23. https:// doi. org/ 10. 1182/ 
blood- 2014- 07- 590315 (e-pub ahead of print 2014/12/19).

 12. Hochhaus A, Larson RA, Guilhot F, Radich JP, Branford S, 
Hughes TP, et al. Long-term outcomes of imatinib treatment for 
chronic myeloid leukemia. N Engl J Med. 2017;376(10):917–27. 
https:// doi. org/ 10. 1056/ NEJMo a1609 324 (e-pub ahead of print 
2017/03/09).

 13. Weisberg E, Manley PW, Breitenstein W, Brüggen J, Cowan-Jacob 
SW, Ray A, et al. Characterization of AMN107, a selective inhibi-
tor of native and mutant Bcr-Abl. Cancer Cell. 2005;7(2):129–41. 
https:// doi. org/ 10. 1016/j. ccr. 2005. 01. 007 (e-pub ahead of print 
2005/02/16).

 14. Shanmuganathan N, Pagani IS, Ross DM, Park S, Yong AS, Bra-
ley JA, et al. Early BCR-ABL1 kinetics are predictive of subse-
quent achievement of treatment-free remission in chronic myeloid 
leukemia. Blood. 2020. https:// doi. org/ 10. 1182/ blood. 20200 05514 
(e-pub ahead of print 2020/09/02).

 15. Kota VK, Kong JH, Arellano M, El Rassi F, Gaddh M, Heffner 
LT, et al. Outcomes of newly diagnosed chronic phase chronic 
myeloid leukemia following an elective switch from second-
generation tyrosine kinase inhibitor to imatinib. Clin Lymphoma 
Myeloma Leuk. 2017;17(12):e71–3. https:// doi. org/ 10. 1016/j. 
clml. 2017. 09. 004 (e-pub ahead of print 2017/10/17).

 16. Abou Dalle I, Kantarjian H, Burger J, Estrov Z, Ohanian M, 
Verstovsek S, et  al. Efficacy and safety of generic imatinib 
after switching from original imatinib in patients treated for 
chronic myeloid leukemia in the United States. Cancer Med. 
2019;8(15):6559–65. https:// doi. org/ 10. 1002/ cam4. 2545 (e-pub 
ahead of print 2019/09/11).

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/s2352-3026(15)00048-4
https://doi.org/10.1016/s2352-3026(15)00048-4
https://doi.org/10.1038/s41375-020-0776-2
https://doi.org/10.1182/hematology.2020000108
https://doi.org/10.1182/hematology.2020000108
https://doi.org/10.1182/blood-2013-06-510396
https://doi.org/10.1038/leu.2016.5
https://doi.org/10.1182/blood-2013-03-490128
https://doi.org/10.1182/blood-2013-03-490128
https://doi.org/10.1182/blood-2019-128761
https://doi.org/10.1182/blood-2019-128761
https://doi.org/10.1182/bloodadvances.2019000745
https://doi.org/10.1182/bloodadvances.2019000745
https://doi.org/10.1016/s2352-3026(16)30167-3
https://doi.org/10.1016/s2352-3026(16)30167-3
https://doi.org/10.1038/s41375-020-0805-1
https://doi.org/10.1038/s41375-020-0805-1
https://doi.org/10.1182/blood-2014-07-590315
https://doi.org/10.1182/blood-2014-07-590315
https://doi.org/10.1056/NEJMoa1609324
https://doi.org/10.1016/j.ccr.2005.01.007
https://doi.org/10.1182/blood.2020005514
https://doi.org/10.1016/j.clml.2017.09.004
https://doi.org/10.1016/j.clml.2017.09.004
https://doi.org/10.1002/cam4.2545

	Safety and Efficacy of Elective Switch from Nilotinib to Imatinib in Newly Diagnosed Chronic Phase Chronic Myeloid Leukemia
	Abstract
	1 Introduction
	2 Design and Methods
	2.1 Study Design and Participants
	2.2 Treatment Plan
	2.3 Clinical Endpoints
	2.4 Definition of Response and Response Monitoring

	3 Results
	3.1 Patients’ Characteristics
	3.2 Rate of Hematologic, Cytogenetic and Molecular Responses
	3.3 Safety

	4 Discussion
	Acknowledgements 
	References




