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Daclizumab was approved by the FDA and the EMA in 2016 for the treatment of

relapsing forms of multiple sclerosis (MS). Cases of severe inflammatory brain disease

with fatal outcome led to the withdrawal of approval in Europe and the US on March

2, 2018. Approximately 8,000 patients worldwide received daclizumab, but little is

known about the further therapy management of these patients after the withdrawal

of daclizumab. The aim of this study is to further analyze therapy management in

MS patients after safety warnings and market withdrawal. Data from two registries in

Germany, the German MS Registry (GMSR) and REGIMS, were used for this analysis. In

total, 267 patients were included in this study. For almost 25% of patients (in the GMSR)

daclizumab was the initial treatment. Most common pre-treatments were fingolimod,

dimethyl fumarate, and natalizumab; various injectables summed up to 25.9%. The

most common follow-up therapies were ocrelizumab and fingolimod. In most patients,

follow-up therapies were administered shortly after discontinuation of daclizumab. The

wash-out time for subsequent therapies varied between 1.2 and 4.0 months. Warnings

and decisions by authorities led to a rapid decline and termination of therapies in both

cohorts, indicating that such warnings have an immediate impact on the treatment

landscape. Therapies that were started within a short time after the discontinuation of

daclizumab were subsequently replaced by other therapies and may be considered as

bridging therapies.

Keywords: multiple sclerosis, multiple sclerosis—drug therapy, daclizumab, side effects, registers

INTRODUCTION

Since the approval of interferon beta 25 years ago, the treatment options for multiple sclerosis
(MS) have increased significantly. The approved drugs vary in terms of efficacy, administration
type and side effect profiles. In 2016, daclizumab was granted approval by the Food and Drug
Administration (FDA) (1) and by the European Medicines Agency (EMA) (2) based on results
of randomized controlled clinical trials (RCTs) for relapsing forms of MS (3, 4). Daclizumab
targets CD25, which is identical to the α subunit of the high-affinity interleukin (IL)-2 receptor,

https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org/journals/neurology#editorial-board
https://www.frontiersin.org/journals/neurology#editorial-board
https://www.frontiersin.org/journals/neurology#editorial-board
https://www.frontiersin.org/journals/neurology#editorial-board
https://doi.org/10.3389/fneur.2020.00996
http://crossmark.crossref.org/dialog/?doi=10.3389/fneur.2020.00996&domain=pdf&date_stamp=2020-09-08
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles
https://creativecommons.org/licenses/by/4.0/
mailto:uwe.zettl@med.uni-rostock.de
https://doi.org/10.3389/fneur.2020.00996
https://www.frontiersin.org/articles/10.3389/fneur.2020.00996/full
http://loop.frontiersin.org/people/217022/overview
http://loop.frontiersin.org/people/951522/overview
http://loop.frontiersin.org/people/1039323/overview
http://loop.frontiersin.org/people/1067059/overview
http://loop.frontiersin.org/people/996919/overview
http://loop.frontiersin.org/people/528924/overview


Rommer et al. Daclizumab in MS Patients

composed of the α, β, and γ subunits. Consequently, IL-2 cannot
bind to the receptor, resulting in decreased T-cell activation
and inflammation. The concentration of soluble IL-2 increases
and binds to the non-high affinity IL-2 receptor consisting of
the β and γ subunits. This results in an expansion of natural
killer (NK) cells (5) and assumed enhanced regulatory effects
(6). This unique mode of action promised a new therapeutic
option forMS patients without the risks known from other highly
effective treatment options, such as infections and progressive
multifocal leukoencephalopathy. Common side effects, e.g.,
rash, hypersensitivity reactions, anaphylaxis, and elevated liver
enzymes, as well as autoimmune hepatitis, liver failure, psoriasis,
ischemic colitis and inflammatory bowel disease, have been
reported in the clinical trials and in previous literature reports
(3, 4, 7).

Due to liver failures and a case of fulminant liver disease
(8) after approval, the EMA restricted the use of the drug
to patients who did not sufficiently respond to at least two
previous disease-modifying treatments (DMTs) or for whom
other medications were not suitable. In addition, another review
on the risks and benefits was conducted in 2017 (2). Reports
of severe inflammatory brain disorders with fatal outcomes (9)
were reported and surprising. Meanwhile, Luessi et al. (10)
described a case of glial fibrillary acidic protein (GFAP) α

immunoglobulin G (IgG)-encephalitis in a MS patient treated
with daclizumab. Histopathological findings in sevenMS patients
with encephalitis treated with daclizumab showed infiltration
of lymphocytes, eosinophils, plasma cells, and infiltrated vessels
treatment (8).

Following the initial reports, the marketing authorization
was withdrawn in Europe (2) and in the United States
(1) upon the request of the marketing authorization holder
(MAH) early March 2018 (11). The EMA recommended the
immediate suspension and recall of daclizumab, and that
no new patients should start treatment with daclizumab.
Further, the EMA recommended treatment with daclizumab
should be discontinued in patients and alternative treatments
should be considered. Follow-up for at least 6 months was
mandatory (12).

Daclizumab was available for use in Germany from July
2016 to April 2018. Worldwide, ∼8,000 patients (13) had
been treated with daclizumab. In Germany more than 2,800
patients were treated with daclizumab (14). Little is known
about treatment changes in these patients after the withdrawal of
the drug.

The aim of this study was to analyze treatment
switches of daclizumab-treated MS patients after the drug
was withdrawn with a focus on the treatment epochs
directly before and after daclizumab medication in two
independent registries.

SUBJECTS AND METHODS

Data Sources
The German MS Registry (GMSR) was established by the
German MS Society in 2001 to provide comprehensive insights
into the status of people with MS (PwMS) in Germany (15,

16). It underwent a major technical and data item revision
between 2014 and 2016. It includes detailed information on
past and current DMTs (17, 18). Since 2014, 30,239 patients
were documented in the MS registry, 26,498 of whom had at
least one follow-up documentation since 2016. A subgroup of
10,392 patients had complete DMT documentation with specific
treatment intervals.

REGIMS is an immunotherapy registry for the improvement
of drug safety in MS therapy within the disease-oriented
Competence Network Multiple Sclerosis (Kompetenznetz
Multiple Sklerose, KKNMS). Its aim is to monitor and analyze
the long-term safety and effectiveness of specific immune
therapies in patients with MS and to evaluate therapy utilization,
including predictors of therapy switches. Since 2014, more than
1,500 patients have been recruited and followed over time for
adverse events by standardized physician documentation and
annual patient self-reports.

In 2017, both registries started to cooperate closely.
In both registries, disease details and sociodemographic
characteristics are documented in the same standardized
way. Medication histories as well as current treatment and
their changes are recorded at the regular follow-up visits.
Nevertheless, since its initiation in 2014, REGIMS focuses
mainly on safety aspects, while the GMSR pays particular
attention to treatment aspects and sociodemographic data.
The GMSR has been registered at the German Clinical Trials
Register (DRKS, Deutsches Register Klinischer Studien, No.
DRKS00011257). The REGIMS registry has been registered at
the German Clinical Trials Register (DRKS, Deutsches Register
Klinischer Studien, No. DRKS00007190 and No. DRKS 00007127
[Tysabri part]).

Methods
Inclusion criteria for our study were the approval criteria for
daclizumab. Only patients with definite relapsing course of
MS were included for analysis. Severity of MS was defined
as mild if the score on the Expanded Disability Status Scale
(EDSS) at the start of daclizumab treatment was <3, moderate
if the EDSS score was ≥3 and <6, and severe if the EDSS
score was ≥6. All patients treated with daclizumab with at
least one dose were included in the analysis. A total of
245 treated patients in the GMSR and 22 in REGIMS were
identified and are included in this analysis (see Figure 1).
Some patients are documented in both cohorts but are
described under the REGIMS cohort for this study. Data
was extracted in December 2019. The treatment duration of
each drug was calculated based on the specific start and stop
dates, and periods of absence of DMT required confirmation
by assessment in clinical visits. The history of administered
DMTs varied considerably between patients and the main
focus was the identification of drugs used immediately before
and after daclizumab, visualized by alluvial style graphs.
Annualized relapse rates (ARR) were calculated in subgroups
of patients when the exposure times were at least 10 person-
years (GMSR only). Analyses and figures were performed
with R v3.6.2.
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FIGURE 1 | Flowchart of patient selection in the GMSR (left) and from REGIMS (right). 21 patients from the GMSR and one patient from the REGIMS registry suffered

from progressive forms of MS and were excluded from analysis.

RESULTS

The patients treated with daclizumab in the GMSR and the
REGIMS registry were similar in terms of age at onset, time to
diagnosis, duration of treatment and mean EDSS score. Among
245 patients in the GMSR with detailed pre- and post-medication
data, 59 patients had no previous DMT and daclizumab was
started as first-line treatment. This first-line patient group was
younger, had a shorter disease duration and a lower EDSS score
than the second-or-later-line patient group on daclizumab. The
average treatment durations with daclizumab were 9.8 months,
see Table 1.

During the period of daclizumab market authorization,
adverse event (AE) reporting was available in REGIMS. AE
reporting launched in the GMSR at the end of 2018. In 9
of the 22 patients (40.9%) treated with daclizumab, at least
one AE was reported, see Supplemental Table 1. The most
frequently reported AEs were infections and infestations (27.3%),
musculoskeletal and connective tissue disorders (22.7%) and skin
and subcutaneous tissue disorders (18.2%).

Start and Discontinuation of Daclizumab
Treatment During Study Period
Figure 2A shows the start and end dates of daclizumab treatment
in all patients from both registries. Most treatments were started
between July 2016 and June 2017. After the restriction by

the EMA in 2017 (2) only a few patients started treatment.
Many patients stopped treatment in late summer and fall of
2017. The largest drop occurred between January and April
2018, after the voluntarily withdraw by the MAH (11) and
the recommendation by the EMA to immediately suspend and
recall daclizumab on 6 March 2018 (12). In Figure 2B, the
time interval (or “wash-out period”) between termination of
daclizumab treatment and start of a subsequent MS medication
is shown, stratified by date of discontinuation. The shortest
“switch time” (median 3 months) was observed in patients
who stopped daclizumab only after the official withdraw by
the MAH.

Change of Treatment
Figure 3 shows treatment strategies before and after daclizumab
medication, stratified by registry. In the GMSR (Figure 3A)
the treatment-naive (24.1%) group was the largest among all
single prior treatment groups. Second most frequent prior
treatments were fingolimod (14.7%), followed by dimethyl
fumarate (13.9%) and natalizumab (12.7%). After withdrawal
of daclizumab, the most frequent follow-up treatment was
ocrelizumab (15.1%), followed by fingolimod (13.1%) and
dimethyl fumarate, teriflunomide, and cladribine (each 8.2%).
However, in 27.3% of the daclizumab patients, no subsequent
treatment was prescribed until the end of the follow-up period
(median 4.7 months).
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TABLE 1 | Demographic data of all patients that are part of the German MS registry or of the REGIMS registry and have received daclizumab including 95% confidence

intervals for the mean, resp. Clopper-Pearson variants for proportions.

First line

daclizumab

GMSR

Second line

daclizumab

GMSR

Third line

daclizumab

GMSR

Fourth line and later

daclizumab

GMSR

GMSR REGIMS

N 59 67 54 65 245 22

Age in 2018, mean 41.8

[38.6–45.0]

41.8

[39.1–44.4]

44.0

[40.8–47.1]

43.7

[41.3–46.0]

42.8

[41.4–44.2]

40.9

[36.8–45.0]

Age onset, mean 31.3

[28.5–34.2]

31.4

[28.9–34.0]

30.3

[27.6–33.1]

28.0

[26.1–29.9]

30.2

[29.0–31.5]

30.4

[26.6–34.2]

Time to diagnosis (years),

mean

2.0

[0.5–3.5]

1.1

[0.4–1.7]

3.2

[1.8–4.7]

1.3

[0.4–2.2]

1.9

[1.3–2.5]

1.9

[0.6–3.2]

Disease duration, mean 8.6

[6.1–11.1]

9.3

[7.5–11.0]

12.4

[10.4–14.4]

14.5

[12.6–16.3]

11.3

[10.2–12.3]

8.6

[5.6–11.6]

Treatment dur. (years), mean 0.85

[0.75–0.95]

0.80

[0.70–0.89]

0.79

[0.70–0.88]

0.84

[0.75–0.94]

0.82

[0.77–0.87]

0.89

[0.72–1.06]

Female (%) 67.8%

[54.4–79.4]

71.6%

[59.3–82.0]

77.8%

[11.0–12.0]

80.0%

[68.2–88.9]

74.2%

[68.3–79.6]

68.2%

[45.1,86.1]

Severity

Mild

[EDSS 0.0–2.5]

60.3%

[46.6–73.0]

54.8%

[41.7–67.5]

44.0%

[30.0–58.7]

43.3%

[30.6–56.8]

50.9%

[44.2–57.5]

61.9%

[38.4–81.9]

Moderate

[EDSS 3.0–5.5]

22.4%

[12.5–35.3]

41.9%

[29.5–55.2]

50.0%

[35.5–64.5]

41.7%

[29.1–55.1]

38.7%

[32.4–45.3]

28.6%

[11.3–52.2]

Severe

[EDSS 6.0–9.5]

17.2%

[8.6–29.4]

3.2%

[0.4–11.2]

6.0%

[1.3–16.5]

15.0%

[7.1–26.6]

10.4%

[6.8–15.1]

9.5%

[1.2–30.4]

EDSS, mean 2.56

[1.97–3.15]

2.58

[2.14–3.02]

2.88

[2.46–3.30]

3.26

[2.79–3.74]

2.82

[2.57–3.06]

2.97

[2.29–3.65]

These findings are similar for daclizumab patients in the
REGIMS registry: After the withdrawal of daclizumab, most
patients switched to a second-line treatment, with ocrelizumab
(27.3%), fingolimod (27.3%), and natalizumab (18.2%) as the
most frequent follow-up treatments. For 9.1% of the daclizumab
patients from the REGIMS registry, no subsequent treatment
until the end of follow-up was documented (Figure 3B).

Regarding the sequence of therapies, only a few patients were
switched back to the treatment given prior to daclizumab. Of
those patients, 13.3% received natalizumab, 12.5% fingolimod,
and 11.1% glatiramer acetate. In contrast, the majority of patients
received a new, previously not used therapy (Table 2).

Table 2 shows that the wash-out periods after daclizumab
treatment and the percentage of switches to a previously unused
drug, differed for the various subsequent drugs. The wash-out
period was longest for ocrelizumab (4.0 months on average),
followed by cladribine with 3.9 months, and was shorter for
natalizumab (1.2 months) and dimethyl fumarate with 2.4
months. After daclizumab was withdrawn, most patients received
a drug not previously prescribed. Those patients had a shorter
wash-out period.

In the GMSR, 38 relapses under daclizumab therapy were
reported [annualized relapse rate (ARR): 0.20]. In the last year
before treatment with daclizumab, the mean ARR was 0.37.
The ARR varied depending on the previous DMT (between
0.13 and 0.73). In the last year prior to treatment with
daclizumab, untreated patients had an ARR of 0.35. Patients
with a previously terminated DMT, and no treatment in the year

prior to daclizumab, also had an ARR of 0.39. In the year after
discontinuing daclizumab therapy, the ARR was 0.30.

DISCUSSION

Daclizumab raised high expectations after it had shown to be
efficacious in clinical trials and had demonstrated a unique
mode of action. Side effects, including deaths (judged not related
to daclizumab) (3, 4, 19), occurred during the clinical trials.
However, the number and severity of side effects that emerged
after market authorization were surprising and finally led to the
withdrawal of daclizumab from the market.

Daclizumab, as a new treatment option, was chosen as first-
line therapy in about one in four patients, reflecting quick
acceptance and/or successful marketing of the newMS therapy in
Germany. First-line use was more frequent in patients of younger
age, with lower MS severity and a shorter disease duration, thus,
offering this patients groups new emergent treatments (but with
lacking long-time experience).

The initiation of treatment with daclizumab decreased after a
case of fulminant liver failure was reported in the second half of
2017 (8), and treatment with daclizumab was stopped promptly
after the drug was withdrawn (12). Our analysis suggests
that treating physicians reacted very quickly to the published
safety concerns. Our study shows that physicians switched their
daclizumab-treated patients to a broad range of subsequent
therapies, but among daclizumab patients in the GMSR, there
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FIGURE 2 | (A) Start dates (blue) of all daclizumab treatments, with the percentage of the PwMS having started treatment given on the y-axis. Conversely, end dates

(red) with the percentage of the PwMS not having ended treatment given on the y-axis. (B) The time from discontinuation of daclizumab till the start of the next

treatment, by different time periods when the discontinuation took place. Censoring occurred at last follow-up visit. REGIMS patients (A & B; n = 21*) have been

marked by circles. One patient from the REGIMS daclizumab cohort (n = 22) was excluded from this analysis due to missing exact start and end date of daclizumab

treatment.

was also a considerable proportion with no subsequent drug use
in the follow-up time.

Our analysis showed that most subsequent medications had
not been used in individual patients prior to daclizumab. Many
of these patients switched to newly available drugs instead. The
majority of patients who stopped after the official withdrawal
were observed to have had follow-up therapy within 3 months.
However, at least 20% of patients did not start follow-up
treatment within 1 year, which does not indicate an urgency but
a general uncertainty instead.

Results from the GMSR data show that 41.4% of the
patients were switched to apparently more effective therapies,

so-called escalation treatments such as alemtuzumab, cladribine,
fingolimod, natalizumab, or ocrelizumab. More than 80% of
the daclizumab-treated patients in the REGIMS registry were
switched to escalation treatments, and only a small proportion of
the REGIMS patients did not receive subsequent treatment until
the end of follow-up.

It is noteworthy that only very few patients in the GMSR were
switched to baseline therapies like interferons and glatiramer
acetate, whereas a comparably high number of patients were
switched to therapies that had just entered the market after
daclizumab’s approval (ocrelizumab and cladribine). While in
the case of ocrelizumab physicians have prior experience from

Frontiers in Neurology | www.frontiersin.org 5 September 2020 | Volume 11 | Article 996

https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Rommer et al. Daclizumab in MS Patients

FIGURE 3 | Diagram (alluvial style representation) for daclizumab PwMS from (A) the GMSR, n = 245 and (B) REGIMS, n = 22. Only frequencies greater three are

displayed for the GMSR data and percentage values are added to the lower left side of the boxes.
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TABLE 2 | Descriptions of treatments following daclizumab (GMSR).

Drug given after

daclizumab

treatment

(GMSR)

“Wash out

period” in

months mean

(SD, median)

DMT had already

been given

previously to

daclizumab (%)

DMT aborted

within 6 months

following

daclizumab (%)

Teriflunomide 2.6 (5.1, 1.4) 5.0% 31.6%

Rituximab 3.0 (2.5, 3.4) 0.0% 40.0%

Ocrelizumab 4.0 (2.7, 3.8) 0.0% 2.9%

Natalizumab 1.2 (0.7, 1.1) 13.3% 0.0%

Glatiramer acetate 2.8 (3.1, 2.5) 11.1% 12.5%

Fingolimod 2.8 (2.9, 2.4) 12.5% 11.1%

Dimethyl fumarate 2.4 (1.0, 2.4) 10.0% 20.0%

Cladribine 3.9 (1.8, 3.0) 0% 11.8%

rituximab treatments as a fallback medication, it is surprising
to see that cladribine had been the choice in more than 8%
of the patients in GMSR. This indicates a strong confidence of
the treating physicians in the potential of newly approved MS
treatment options.

More than one in four daclizumab-treated patients in the
GMSR did not receive a subsequent DMT in the follow-up
period. The reason for this might be 2-fold: first, the follow-up
period with a median of 5 months might have been too short,
and second, due to low disease activity or for safety reasons, no
subsequent treatment had yet been initiated.

Our study has a number of strengths and limitations. The
analyses are based on real-world patient data that were assessed
in a highly standardized way. Both registries were operated
independently of each other and yielded similar results; thus,
they replicated the findings, providing robust results. Among
the limitations is the fact that the number of daclizumab-treated
patients in REGIMS was rather small and the reasons for the
discontinuation of daclizumab were not continuously recorded
in the GMSR. However, it has been shown that both the initiation
and termination of daclizumab therapy were related in time to
the decisions of the authorities. This important observation from
the GMSR was confirmed in a second independent registry—
REGIMS—which considerably increases the significance of
our study. Furthermore, AE reporting during the period of
daclizumab market authorization was available for patients in
REGIMS. Although the number of these patients was rather small
(n = 22), at least one AE had been reported for a moderate
percentage (40.9%) of this patient group. All AE in this group
had been described in prior phase II or III trials, with infections
such as nasopharyngitis, upper respiratory tract infections,
and cutaneous events being the most frequently reported
AE (20, 21).

CONCLUSION

In conclusion, new emergent treatment options—such as
daclizumab, but also cladribine and ocrelizumab—are integrated
in the treatment options of MS directly as they become available
even though the data on long-term safety outcomesmay be scarce

due to the limited time of observation and strict inclusion criteria
for patient populations in RCTs.

Warnings and decisions by authorities have a rapid impact
on treatment prescriptions. Our results also underline the
importance of real-world data for the monitoring of patients
on newly approved drugs, which can extend observations
on prior RCTs. This is a reason why the GMSR started to
roll-out the systematic collection of AE data in late 2018,
following its involvement in the EMA workshop on the possible
use of MS registries, with the aim: to enable (more) timely
identification of safety signals. Real-world data from registries
such as the GMSR and REGIMS will rise in importance and
provide insights that cannot be provided in this form in
pivotal studies.
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Ministry of Research and Education (BMBF) within the German
Competence Net Multiple Sclerosis (KKNMS; FKZ: 01GI1602E,
01GI0907). Co-funding was provided by Biogen (for patients
receiving natalizumab [Tysabri]).

ACKNOWLEDGMENTS

We would like to thank all patients that have given their
informed consent to be included in either REGIMS or the GMSR.
Furthermore, this study would not have been possible without the
efforts of the centers participating in the registries. Our thanks go
out to all members of staff in all contributing centers for their
continued efforts. Centers that provided data from patients who
had Daclizumab treatment are listed below and those that have
contributed under REGIMS are labeled.

DRK Kamillus Klinik, Neurologische Abteilung, Asbach
Praxis Dr. Hofmann, Aschaffenburg
HELIOS Klinikum Aue, Klinik für Neurologie, Aue
Universitätsklinikum Augsburg, Neurologische Klinik mit
klinischer Neurophysiologie, Augsburg
Dr. Schöll, Dr. Steidl & Kollegen, Bad Homburg
Agaplesion Ev. Bathildis Krankenhaus, Neurologische
Ambulanz, Bad Pyrmont
Segeberger Kliniken GmbH, Neurologisches Zentrum,
Bad Segeberg
Neurologisches Rehabilitationszentrum Quellenhof,
Bad Wildbad
Kallmann Neurologie - Multiple Sklerose Zentrum Bamberg
(MSZB), Dr. med. Boris-A. Kallmann, Bamberg
Klinik Hohe Warte Bayreuth, Neurologische Klinik, Bayreuth
Evangelisches Krankenhaus Bethel gGmbH, Klinik für
Neurologie, Bielefeld
Neurologische Praxis, Böblingen
Berufsgenossenschaftliches Universitätsklinikum
Bergmannsheil gGmbH, Neurologische Klinik und
Poliklinik, Bochum
St. Josef-Hospital, Klinikum der Ruhr-Universität Bochum,
Klinik für Neurologie, Bochum
Neurologische Facharztpraxis Dr. I. Nastos, Bochum
Gemeinschaftspraxis Kausch & Lippert, Bogen
Sana Klinikum Borna, Klinik für Neurologie,
Borna (REGIMS)
Asklepios Fachklinikum Brandenburg, Klinik für
Neurologie, Brandenburg
Neurologische Gemeinschaftspraxis Dillingen, Dillingen
Universitätsklinikum Carl Gustav Carus, Klinik und
Poliklinik für Neurologie, Dresden (REGIMS)
Heinrich-Heine-Universität Düsseldorf, Westdeutsches MS-
Zentrum Düsseldorf, Düsseldorf
Praxis Dr. Kirchhöfer, Erfurt

HELIOS Klinikum Erfurt GmbH, Klinik Für
Neurologie, Erfurt
Universitätsklinikum Erlangen, Klinik für Neurologie,
Erlangen
Universitätsklinikum Essen, Klinik für Neurologie, MS-
Ambulanz, Essen (REGIMS & GMSR)
Städtisches KrankenhausMartha-Maria Halle-Dölau gGmbH,
Klinik für Neurologie, Halle
Praxisgemeinschaft Neurologie - Psychiatrie, Elias / Elias-
Hamp und Hebell-Siewers, Hamburg
Klinik Hennigsdorf, Oberhavel Kliniken GmbH,
Neurologische Abteilung, Hennigsdorf
HELIOS Fachkliniken Hildburghausen, Klinik für
Neurologie, Hildburghausen
Klinikum Ibbenbüren, Klinik für Neurologie, Ibbenbüren
Neurozentrum am Klosterforst, Itzehoe
Universitätsklinikum Schleswig-Holstein, Ambulanz und
Tagesklinik für Neuroimmunologie und MS, Kiel
Heilig Geist-Krankenhaus, Klinik für Neurologie, Köln
NeuroMed Campus Nelles, Scharpegge, Haupt, Scharwat,
Fachärzte für Neurologie, Schmerztherapie, Köln
Universitätsklinikum Köln, Klinik und Poliklinik für
Neurologie, Köln
Gemeinschaftspraxis Dr. med. B. Wittmann & P.
Rieger, Landshut
Ärztehaus Stötteritz, Neurologische Praxis, Leipzig
St.-Marien-Hospital GmbH, Neurologische Klinik, Lünen
(REGIMS & GMSR)
MS-Spezialambulanz Stephanik, Universitätsklinikum
Magdeburg, Magdeburg
MEDIAN Klinik NRZ Magdeburg, Magdeburg
Ökumenisches Hainich Klinikum gGmbH, Klinik für
Neurologie, Mühlhausen (REGIMS & GMSR)
Neurologie am Ludgeriplatz, Münster
Herz-Jesu-Krankenhaus Hiltrup GmbH, Klinik für
Neurologie mit klinischer Neurophysiologie, Münster
Universitätsklinikum Münster, Klinik für Neurologie,
Münster (REGIMS)
Gemeinschaftspraxis Rickert / Enck / Jansen, Münster
Gemeinschaftspraxis Dres. Wiborg, Kramer, Brummer, Neu-
Ulm
Praxis Dr. Bergmann & Kollegen, Praxis für Neurologie und
Psychotherapie, Neuburg
Gemeinschaftspraxis Dr. Rieth, Saur, Dr. Pfister, Neusäß
Praxis Dr. med. Christoph Schenk, Osnabrück
St. Josefs-Krankenhaus Potsdam, Klinik für
Neurologie, Potsdam
Universitätsklinikum Regensburg, Klinik und Poliklinik für
Neurologie am Bezirksklinikum Regensburg, Regensburg
Universitätsmedizin Rostock, Klinik und Poliklinik für
Neurologie, Rostock
Diakonie-Klinikum Schwäbisch Hall gGmbH, Neurologische
Klinik, MS-Ambulanz, Schwäbisch Hall
Fachklinik für Neurologie Dietenbronn GmbH,
Akademisches Krankenhaus der Universität Ulm, Schwendi
Berufsausübungsgemeinschaft Prof. Wagner & Dr.
Kaltenmaier, Schwetzingen
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E/M/S/A, Zentrum für Neurologie / Psychiatrie /
Neuroradiologie, Singen
Neurozentrum Sophienstrasse, Dr. Herbst, Dr.
Wannenmacher, Dr. Hartmann, Stuttgart
Asklepios Fachklinikum Teupitz, Neurologische
Klinik, Teupitz
Krankenhaus der Barmherzigen Brüder, Abteilung für
Neurologie und Neurophysiologie, Trier
Universitätsklinikum Tübingen, Zentrum für Neurologie,
Tübingen (REGIMS & GMSR)

Neuropraxis München Süd, Unterhaching
Gemeinschaftspraxis Dr. Springub / Schwarz, Westerstede
Ammerland Klinik GmbH, Klinik für Neurologie,
Westerstede (REGIMS).

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fneur.
2020.00996/full#supplementary-material

REFERENCES

1. Drugs.com. Zinbryta (daclizumab) FDA Approval History. Available online at:
https://www.drugs.com/history/zinbryta.html (accessed January 27, 2020).

2. European Medicines Agency. Zinbryta. Available online at: https://www.ema.
europa.eu/en/medicines/human/EPAR/zinbryta (accessed January 27, 2020).

3. Gold R, Giovannoni G, Selmaj K, Havrdova E, Montalban X, Radue E-
W, et al. Daclizumab high-yield process in relapsing-remitting multiple
sclerosis (SELECT): a randomised, double-blind, placebo-controlled trial.
Lancet. (2013) 381:2167–75. doi: 10.1016/S0140-6736(12)62190-4

4. Kappos L, Wiendl H, Selmaj K, Arnold DL, Havrdova E, Alexey B, et al.
Daclizumab HYP versus interferon beta-1a in relapsing multiple sclerosis. N
Engl J Med. (2015) 373:1418–28. doi: 10.1056/NEJMoa1501481

5. Yang H, Wang J, Du J, Zhong C, Zhang D, Guo H, et al. Structural basis of
immunosuppression by the therapeutic antibody daclizumab. Cell Res. (2010)
20:1361–71. doi: 10.1038/cr.2010.130

6. Wiendl H, Gross CC. Modulation of IL-2Rα with daclizumab
for treatment of multiple sclerosis. Nat Rev Neurol. (2013)
9:394–404. doi: 10.1038/nrneurol.2013.95

7. Rommer PS, Zettl UK. Managing the side effects of multiple sclerosis therapy:
pharmacotherapy options for patients. Expert Opin Pharmacother. (2018)
19:483–98. doi: 10.1080/14656566.2018.1446944

8. Stettner M, Gross CC, Mausberg AK, Pul R, Junker A, Baba
HA, et al. A fatal case of daclizumab-induced liver failure in a
patient with MS. Neurol Neuroimmunol Neuroinflamm. (2019)
6:e539. doi: 10.1212/NXI.0000000000000539

9. Stork L, Brück W, von Gottberg P, Pulkowski U, Kirsten F, Glatzel M, et al.
Severe meningo-/encephalitis after daclizumab therapy for multiple sclerosis.
Mult Scler. (2019) 25:1618–32. doi: 10.1177/1352458518819098

10. Luessi F, Engel S, Spreer A, Bittner S, Zipp F. GFAPα IgG-associated
encephalitis upon daclizumab treatment of MS. Neurol Neuroimmunol

Neuroinflamm. (2018) 5:e481. doi: 10.1212/NXI.0000000000000481
11. AbbVie News Center. Biogen and AbbVie Announce the Voluntary Worldwide

Withdrawal of Marketing Authorizations for Zinbryta. Available online at:
https://news.abbvie.com/news/press-releases/biogen-and-abbvie-announce-
voluntary-worldwide-withdrawal-marketing-authorizations-for-zinbryta-
daclizumab-for-relapsing-multiple-sclerosis.htm (accessed January 27,
2020).

12. European Medicines Agency. EMA Recommends Immediate Suspension

and Recall of Multiple Sclerosis Medicine Zinbryta. Available online
at: www.ema.europa.eu/en/news/ema-recommends-immediate-suspension-
recall-multiple-sclerosis-medicine-zinbryta (accessed January 27, 2020).

13. Biogen, AbbVie withdrawMS Drug Zinbryta after brain disorders spark EMA
review 2018. Genetic Engineering and Biotechnology News. Available online at:
www.genengnews.com/news/biogen-abbvie-withdraw-ms-drug-zinbryta-
after-brain-disorders-spark-ema-review/ (accessed January 27, 2020).

14. APOTHEKE ADHOC. Der Fall Zinbryta. Available online at: https://
www.apotheke-adhoc.de/nachrichten/detail/panorama/der-fall-zinbryta-
zulassungskontrollen-multiple-sklerose/ (accessed January 27, 2020).

15. Flachenecker P, Zettl UK, Götze U, Haas J, Schimrigk S, Elias W, et al. MS
registry in Germany–design and first results of the pilot phase. Nervenarzt.
(2005) 76:967–75. doi: 10.1007/s00115-005-1907-8

16. Flachenecker P, Stuke K, Elias W, Freidel M, Haas J, Pitschnau-
Michel D, et al. Multiple sclerosis registry in Germany: results of
the extension phase 2005/2006. Dtsch Arztebl Int. (2008) 105:113–
9. doi: 10.3238/arztebl.2008.0113

17. Antony G, Buckow K, Khil L, Stroet A. Entwicklung eines gemeinsamen
modularen Datensatzes für die Studien des KKNMS und der DMSG. GMDS

Conference Paper.Mannheim: GMDS 2010 (2010). p. 1–9.
18. Thiel S, Leypoldt F, Röpke L, Wandinger KP, Kümpfel T, Aktas O, et al.

Neuroimmunological registries in Germany. Neurol Int Open. (2018) 02:E25–
39. doi: 10.1055/s-0043-108830

19. Wynn D, Kaufman M, Montalban X, Vollmer T, Simon J, Elkins J, et al.
Daclizumab in active relapsing multiple sclerosis (CHOICE study): a phase
2, randomised, double-blind, placebo-controlled, add-on trial with interferon
beta. Lancet Neurol. (2010) 9:381–90. doi: 10.1016/S1474-4422(10)7
0033-8

20. Gold R, Radue E-W, Giovannoni G, Selmaj K, Havrdova E, Stefoski D, et al.
Safety and efficacy of daclizumab in relapsing-remitting multiple sclerosis: 3-
year results from the selected open-label extension study. BMC Neurol. (2016)
16:117. doi: 10.1186/s12883-016-0635-y

21. Shirley M. Daclizumab: a review in relapsing multiple sclerosis. Drugs. (2017)
77:447–58. doi: 10.1007/s40265-017-0708-2

Conflict of Interest: PR received research grants from Biogen, Merck, Roche
and Amicus; consultancy or speaker fees from Almirall, Biogen, Celgene, Merck,
Roche, Novartis, Sanofi Genzyme and Sandoz. None of them resulted in a
conflict of interest regarding the submitted work. KB received a grant from the
German Ministry of Education and Research (within the German Competence
Net Multiple Sclerosis) plus additional funds from Biogen, all to the University
of Muenster for an investigator initiated adverse events register for patients with
multiple sclerosis. ASt reports institutional grants for the enhancement of the
German MS-Register by Biogen, Celgene, Merck and Novartis, all outside this
study. UZ received speaker fees from Alexion, Almirall, Bayer, Biogen, Merck,
Novartis, Roche, Sanofi Genzyme and Teva. None of them resulted in a conflict of
interest regarding the submitted manuscript.

The remaining authors declare that the research was conducted in the absence of
any commercial or financial relationships that could be construed as a potential
conflict of interest.

Copyright © 2020 Rommer, Berger, Ellenberger, Fneish, Simbrich, Stahmann and

Zettl. This is an open-access article distributed under the terms of the Creative

Commons Attribution License (CC BY). The use, distribution or reproduction in

other forums is permitted, provided the original author(s) and the copyright owner(s)

are credited and that the original publication in this journal is cited, in accordance

with accepted academic practice. No use, distribution or reproduction is permitted

which does not comply with these terms.

Frontiers in Neurology | www.frontiersin.org 9 September 2020 | Volume 11 | Article 996

https://www.frontiersin.org/articles/10.3389/fneur.2020.00996/full#supplementary-material
https://www.drugs.com/history/zinbryta.html
https://www.ema.europa.eu/en/medicines/human/EPAR/zinbryta
https://www.ema.europa.eu/en/medicines/human/EPAR/zinbryta
https://doi.org/10.1016/S0140-6736(12)62190-4
https://doi.org/10.1056/NEJMoa1501481
https://doi.org/10.1038/cr.2010.130
https://doi.org/10.1038/nrneurol.2013.95
https://doi.org/10.1080/14656566.2018.1446944
https://doi.org/10.1212/NXI.0000000000000539
https://doi.org/10.1177/1352458518819098
https://doi.org/10.1212/NXI.0000000000000481
https://news.abbvie.com/news/press-releases/biogen-and-abbvie-announce-voluntary-worldwide-withdrawal-marketing-authorizations-for-zinbryta-daclizumab-for-relapsing-multiple-sclerosis.htm
https://news.abbvie.com/news/press-releases/biogen-and-abbvie-announce-voluntary-worldwide-withdrawal-marketing-authorizations-for-zinbryta-daclizumab-for-relapsing-multiple-sclerosis.htm
https://news.abbvie.com/news/press-releases/biogen-and-abbvie-announce-voluntary-worldwide-withdrawal-marketing-authorizations-for-zinbryta-daclizumab-for-relapsing-multiple-sclerosis.htm
www.ema.europa.eu/en/news/ema-recommends-immediate-suspension-recall-multiple-sclerosis-medicine-zinbryta
www.ema.europa.eu/en/news/ema-recommends-immediate-suspension-recall-multiple-sclerosis-medicine-zinbryta
www.genengnews.com/news/biogen-abbvie-withdraw-ms-drug-zinbryta-after-brain-disorders-spark-ema-review/
www.genengnews.com/news/biogen-abbvie-withdraw-ms-drug-zinbryta-after-brain-disorders-spark-ema-review/
https://www.apotheke-adhoc.de/nachrichten/detail/panorama/der-fall-zinbryta-zulassungskontrollen-multiple-sklerose/
https://www.apotheke-adhoc.de/nachrichten/detail/panorama/der-fall-zinbryta-zulassungskontrollen-multiple-sklerose/
https://www.apotheke-adhoc.de/nachrichten/detail/panorama/der-fall-zinbryta-zulassungskontrollen-multiple-sklerose/
https://doi.org/10.1007/s00115-005-1907-8
https://doi.org/10.3238/arztebl.2008.0113
https://doi.org/10.1055/s-0043-108830
https://doi.org/10.1016/S1474-4422(10)70033-8
https://doi.org/10.1186/s12883-016-0635-y
https://doi.org/10.1007/s40265-017-0708-2
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles

	Management of MS Patients Treated With Daclizumab – a Case Series of 267 Patients
	Introduction
	Subjects and Methods
	Data Sources
	Methods

	Results
	Start and Discontinuation of Daclizumab Treatment During Study Period
	Change of Treatment

	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References


