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ARTICLE INFO ABSTRACT
Article history: Objectives: Anifrolumab is approved for the treatment of systemic lupus erythematosus (SLE). We
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o . aimed to determine if anifrolumab plus standard of care (SOC) was associated with reduced
Received in revised form 22 November 2024 o X X R
Accepted 28 November 2024 organ damage accumulation in adult patients with moderately to severely active SLE compared
Available online xxx to real-world (RW) external controls from the University of Toronto Lupus Clinic (UTLC) cohort

who received SOC only.

Methods: Patients who initiated 300 mg anifrolumab in the TULIP (Treatment of Uncontrolled
Lupus via the Interferon Pathway) trials were included in the anifrolumab arm; key eligibility
criteria were applied to the UTLC to create the RW SOC arm. Propensity score and censoring
weighting were used to account for baseline confounding and loss to follow-up. The primary
endpoint was change in Systemic Lupus International Collaborating Clinics/American College of
Rheumatology Damage Index (SDI) score from baseline to week 208, and the secondary end-
point was time to first SDI score increase.

Results: 354 patients were included in the anifrolumab arm, and 561 patients were included in
the RW SOC arm. Following weighting, mean change in SDI was 0.416 points lower (95% CI:
—0.582, —0.249; P < .001) in the anifrolumab arm than in the RW SOC arm. Patients in the ani-
frolumab arm were 59.9% less likely (hazard ratio: 0.401; 95% CI: 0.213, 0.753, P = .005) to
experience an increase in SDI within 208 weeks.
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Conclusions: Patients who received anifrolumab accumulated significantly less organ damage
after 208 weeks than patients who received RW SOC. The addition of anifrolumab to SOC is
effective at preventing and/or delaying organ damage in patients with moderately to severely

active SLE.

WHAT IS ALREADY KNOWN ON THIS TOPIC

 Patients with systemic lupus erythematosus (SLE) typically
accumulate irreversible organ damage due to uncontrolled dis-
ease activity, disease flares, and long-term glucocorticoid treat-
ment.

The accumulation of organ damage is associated with multi-
morbidity, increased health care costs, and increased mortality.
Anifrolumab has previously been demonstrated to be effective
for controlling disease activity while simultaneously reducing
the dose of glucocorticoids; however, its long-term effective-
ness for preventing organ damage requires further elucidation.

WHAT THIS STUDY ADDS

* This study demonstrates that anifrolumab plus standard of care
(SOQ) is effective at reducing organ damage accumulation and
prolonging time to organ damage progression compared to
SOC alone over 4 years.

HOW THIS STUDY MIGHT AFFECT RESEARCH, PRACTICE OR
POLICY

* These results support the use of anifrolumab plus SOC as a safe
and effective long-term treatment for SLE, which may assist
clinicians in determining the appropriate treatment for patients
with SLE.

INTRODUCTION

Systemic lupus erythematosus (SLE) is an autoimmune dis-
ease that can lead to widespread inflammation and tissue dam-
age in the affected organs [1]. Treatment for SLE aims to
achieve remission or low disease activity and prevention of dis-
ease flares. Conventional standard of care (SOC) consists primar-
ily of antimalarials, glucocorticoids, immunosuppressants, and
nonsteroidal anti-inflammatory drugs [2]. However, numerous
studies have demonstrated that irreversible organ damage
accrual in SLE is linked to uncontrolled disease activity, disease
flares, and long-term glucocorticoid treatment [3—5]. Early
diagnosis and treatment with advanced therapies to reduce dis-
ease activity and reliance on glucocorticoids is recommended to
prevent organ damage accrual in patients with SLE [6].

Type 1 interferons (T1IFNs) play an important role in the path-
ogenesis of SLE, and T1IFN antagonists have demonstrated effi-
cacy for the treatment of SLE [7,8]. Anifrolumab is a human
immunoglobulin G1 kappa monoclonal antibody that inhibits the
biologic activity of T1IFNs by binding to the common T1IFN
receptor. Anifrolumab has been evaluated in 2 separate 52-week
phase 3, randomised, double-blind trials known as the TULIP
(Treatment of Uncontrolled Lupus via the Interferon Pathway) tri-
als  (ClinicalTrials.gov  identifiers: = NCT02446912 and
NCT02446899) [9,10]. In TULIP-2, the efficacy of anifrolumab
compared to placebo after 1 year of treatment was demonstrated
using the British Isles Lupus Assessment Group (BILAG)-based
Composite Lupus Assessment (BICLA) response criterion, in
patients with moderate to severely active SLE receiving SOC treat-
ment [8,11]; these findings were supported by TULIP-1 [12]. A 3-
year long-term extension (LTE) of the trials also supported the
long-term safety, tolerability, and efficacy of anifrolumab

(ClinicalTrials.gov identifier: NCT02794285) [13,14]. Anifrolu-
mab has been approved for use in over 50 countries, including
United States, Europe, Canada, Australia, and Japan [15—17].

Although anifrolumab has been shown to reduce disease
activity and promote reduction of glucocorticoids [14,18,19],
its long-term effectiveness for preventing organ damage com-
pared to SOC requires further elucidation. Patients who received
placebo in TULIP-1 or -2 were randomised at a 4:1 ratio to
switch to anifrolumab plus SOC in the LTE study, and there was
a high dropout rate in the placebo arm. Of the 368 patients allo-
cated to the placebo arm in TULIP-1 or -2, 270 (73.4%) com-
pleted the initial year-long study, and only 54 (14.7%)
completed the LTE study while still receiving placebo. In com-
parison, 361 patients were allocated to receive 300 mg of anifro-
lumab in TULIP-1 or -2, 296 (82.0%) completed the initial year-
long study, and 178 (49.3%) completed the LTE study while still
receiving anifrolumab [8,18,19]. Previous analyses found that
mean Systemic Lupus International Collaborating Clinics/Amer-
ican College of Rheumatology Damage Index (SDI) score
remained stable across treatment arms in the LTE study [14].
However, the high attrition rate in the placebo arm and the dis-
crepancy in completion rates across arms prevented accurate
analysis of the long-term impact of anifrolumab on damage
accrual directly in the trial dataset, resulting in the need for
alternative forms of evidence generation. It is also of interest to
understand how changes in organ damage observed in the
TULIP trials among patients who received anifrolumab com-
pared to real-world (RW) evidence.

In this study, we estimated the effectiveness of anifrolumab
on preventing organ damage over 4 years in adult patients with
moderately to severely active SLE using a RW external control
arm from the University of Toronto Lupus Clinic (UTLC). We
also estimated the effectiveness of anifrolumab on prolonging
time to organ damage progression.

METHODS
Study design

This was a retrospective study that compared patients who
initiated 300 mg of anifrolumab while receiving stable SOC
treatment in TULIP-1 and -2 (ie, the ‘anifrolumab arm’) to exter-
nal controls in the UTLC who received RW SOC (ie, the ‘RW SOC
arm’).

Patients in the anifrolumab arm were indexed at anifrolumab
initiation and were followed until the earliest of death, loss to
follow-up, or week 208 assessment in the LTE study. Patients in
the RW SOC arm were indexed at the first instance of meeting
all eligibility criteria in which they were receiving >1 eligible
SOC treatment (their ‘index assessment’) between January 1,
1995, and December 31, 2023 [20]; they were followed until
the earliest of death, loss to follow-up, or December 31, 2023.

Data sources

This study used data from the TULIP trials (-1, -2, and LTE)
and from the UTLC. The TULIP trials were conducted between



2015 and 2021. TULIP-1 evaluated the efficacy and safety of 2
doses of anifrolumab (150 mg and 300 mg) vs placebo [9], while
TULIP-2 evaluated the efficacy and safety of 300 mg of anifrolu-
mab vs placebo [10], both after 52 weeks of treatment. Patients
who initiated 300 mg of anifrolumab in TULIP-1 or -2 were able
to continue receiving treatment in the LTE study for up to 156
additional weeks (ie, 3 years) [13]. Across all trials, patients
were assessed every 4 weeks according to a standardised proto-
col that included demographic, clinical, laboratory, and treat-
ment measurements.

The UTLC was established in 1970 in Toronto, Ontario, Can-
ada and has since enrolled patients with SLE as part of a prospec-
tive cohort study [21]. Patients are typically assessed every 3 to
4 months according to a standardised protocol that includes
demographic, clinical, laboratory, and treatment measurements.

All eligible patients who initiated 300 mg of anifrolumab in
TULIP-1 or -2 were included in the anifrolumab arm (regardless
of subsequent enrolment in the LTE study). Patients in the UTLC
were included in the RW SOC arm if they met key eligibility cri-
teria from TULIP-1 and -2. Inclusion criteria (evaluated at index)
were: aged 18 to 70; weight >40.0 kg; diagnosis of SLE >24
weeks prior using >4 of the 11 modified American College of
Rheumatology classification criteria, with >1 positive antinu-
clear antibody test, anti-dsDNA antibodies, or elevated anti-
Smith antibody; Systemic Lupus Erythematosus Disease Activity
Index 2000 (SLEDAI-2K) >6 points; no record of current preg-
nancy; and valid measurement of SDI score. Exclusion criteria
(evaluated at index) were: glucocorticoid dose >40 mg/d (oral
prednisone equivalent); current receipt of any biologic agent or
within 4 weeks prior; record of prior malignancy, except skin
malignancy >1 year prior; record of persistent, new, or recurrent
nephrotic syndrome, chronic dialysis, or renal transplant; or
serum creatinine >2.0 mg/dL.

The active exposure was 300 mg of anifrolumab, delivered
intravenously every 4 weeks, in combination with SOC. Eligible
SOC included glucocorticoids, antimalarials, and immunosup-
pressants. Patients were not allowed to initiate new antimalar-
ials or immunosuppressants, and dosage was required to remain
stable through week 52. Between weeks 8 to 40, glucocorticoid
dose tapering to <7.5 mg/d was attempted in all patients with a
baseline dose of >10 mg/d.

The comparison exposure was RW SOC, delivered according
to standard clinical practice in the UTLC. Eligible SOC included
glucocorticoids, antimalarials, and immunosuppressants, with-
out restriction on dosage or length of treatment.

We used SDI score to assess irreversible damage across 12
organ systems. SDI is a validated measure that has been used in
clinical trials and RWD analyses [3,21—23]; its score can range
from O to 46 points [24]. In TULIP-1 and -2, SDI was assessed at
weeks 0, 24, and 52; in the LTE study, SDI was assessed at weeks
104, 156, and 208. In the UTLC, SDI has been assessed prospec-
tively on an annual basis since 1995 [21].

The primary study endpoint was change in SDI from index
date to week 208. The value of SDI at week 208 was derived in
study participants with >208 weeks of follow-up. For patients in

the anifrolumab arm, SDI at week 208 was used if available; oth-
erwise, since SDI values cannot decrease over time, its value was
imputed by carrying forward the most recently recorded value.
For patients in the RW SOC arm, SDI at week 208 was used if
available; otherwise, its value was imputed using linear interpo-
lation from the closest values recorded before and after. For
study participants with <208 weeks of follow-up, SDI at week
208 was considered missing due to loss to follow-up.

The secondary study endpoint was time to first SDI progres-
sion, defined as the time from index date to the first observed
increase in SDI.

Operational definitions of variables were harmonised across
the TULIP trials and UTLC. In TULIP, baseline characteristics
were recorded at randomisation or during a screening visit
within 30 days before randomisation. In UTLC, baseline charac-
teristics were recorded at the initial assessment performed upon
enrolment or during the index assessment.

Baseline confounders were selected following consultation
with clinical experts and a relevant study [22]. The following
characteristics (evaluated at index) were considered: age; SLE
duration (y); gender (as recorded); race; SLEDAI-2K score; SDI
score; proteinuria; glucocorticoid use; glucocorticoid dose (mg/
d, oral prednisone equivalent); antimalarial use; immunosup-
pressant use; high blood pressure (BP) or hypertension; and his-
tory of smoking.

The following baseline variables were also described: year of
diagnosis; age at diagnosis; year of index; body mass index
(BMI) at index; and serum creatinine level at index (mg/dL).

Baseline variables were described stratified by treatment
arm. Continuous variables were described as mean (SD) and
median (Q1, Q3), and categorical variables were described as
counts and percentages. After assessing missingness patterns,
missing values for baseline confounders were imputed using a 2-
stage approach. First, where available, values recorded within 3
months before or after index were used for direct imputation,
followed by multiple imputation.

Comparative analyses estimated the relative average treatment
effect of initiating 300 mg of anifrolumab plus SOC compared to
receiving RW SOC. To allow the estimated treatment effect to be
generalisable to patients represented by the RW SOC arm, the
average treatment effect in the control (ATC) was chosen as the
primary estimand. Standardised mortality ratio weighting
(SMRW) based on propensity scores was used to adjust for base-
line confounding [25,26]. Standardised mean differences (SMDs)
were used to assess baseline imbalance before and after SMRW
[27,28]. Inverse probability of censoring weighting (IPCW) was
used to account for possibly informative loss to follow-up [29].

Mean change in SDI from index to week 208 was calculated
separately in each weighted treatment arm. The mean difference
in change in SDI from index to week 208 between the anifrolu-
mab and RW SOC arms was then estimated using a weighted lin-
ear regression model, which was additionally adjusted for
variables that remained imbalanced (SMD >0.2) after SMRW.
The point estimate and corresponding 95% CI and P value were
estimated. As sensitivity analyses, the average treatment effect
in the treated (ATT) was estimated using the same methods, and
the average treatment effect in the overlap (ATO) population
was estimated using 1:1 nearest-neighbour matching with
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Figure 1. Diagram summarising methodology for primary study endpoint (SDI score at Week 208). ATC/ATO/ATT, average treatment effect in the
control/overlap/treated population; IPCW, inverse probability of censoring weighting; RW, real-world; SOC, standard of care; SDI, Systemic Lupus
International Collaborating Clinics/American College of Rheumatology Damage Index; SMRW, standardised mortality ratio weighting; TULIP, Treat-
ment of Uncontrolled Lupus via the Interferon Pathway; UTLC, University of Toronto Lupus Clinic.

replacement. For the ATO, patients in the anifrolumab arm with
>208 weeks of follow-up were matched to patients in the RW
SOC arm with >208 weeks of follow-up, and no IPCW was per-
formed. Statistical analyses for the primary objective are sum-
marised in Figure 1.

The average treatment effect on time to first SDI increase was
estimated using a Cox regression model. Death, loss to follow-
up, 208 weeks post-index, and end of study period were treated
as censoring events. The estimated hazard rate in each treatment
arm was reported along with the comparative hazard ratio (HR),
with corresponding 95% CI and P value. The survival function
for each treatment group was depicted using a weighted Kaplan-
Meier plot, and median survival time with 95% CI was reported.

As sensitivity analyses, all primary analyses (ATC estimand)
were repeated with an indexing period in the RW SOC arm
restricted to January 1, 2005 to December 31, 2023. To better
understand which components of SDI drove observed increases,
a post hoc analysis was also conducted in patients with >208
weeks of follow-up to summarise organ damage accrual within
each component between index and week 208. Methodological
details are provided in Supplemental Materials. All analyses
were conducted using R, version 4.1.2 [30].

Patient and public involvement

There was no patient or public involvement in this study.

RESULTS

354 patients from TULIP-1 and -2 were included in the ani-
frolumab arm, of whom 175 completed 208 weeks of follow-
up. 561 patients from the UTLC were included in the RW SOC
arm, of whom 345 completed 208 weeks of follow-up.

Baseline characteristics are presented in Table 1. Compared
to patients in the anifrolumab arm, patients in the RW SOC arm
were generally younger at SLE diagnosis (median age: 25 vs 31
years) and at index (median age: 31 vs 42 years), were less likely
to be White (48.1% vs 64.7%), had lower disease activity at
index (median SLEDAI-2K: 8 vs 10 points), and were more likely
to have had proteinuria at index (39.6% vs 4.8%). SOC treat-
ments received at index also differed, with patients in the RW
SOC arm more likely to be receiving glucocorticoids (96.4% vs
81.4%), antimalarials (72.2% vs 67.5%), and immunosuppres-
sants (61.9% vs 48.0%) than patients in the anifrolumab arm.
Median baseline glucocorticoid dose was also higher in the RW
SOC arm than in the anifrolumab arm (12.5 vs 10.0 mg/d). Gen-
der, SDI, high BP or hypertension, and smoking history were
similar between treatment arms.

The amount of missing baseline data was low across both
treatment arms, with only race, BMI, high BP or hypertension,
and smoking history having missing values. Visual inspection of
missingness patterns and Little’s test indicated that data were
not missing completely at random (P < .01).

Following SMRW (ATC estimand), the 2 treatment arms were
adequately balanced with respect to all baseline confounding
variables except SLEDAI-2K score (SMD: —0.21) and proteinuria
(SMD: —0.22) (Table 2). Adequate balance was also achieved
for all confounding variables when targeting the ATT estimand
(results in Supplemental Table S1).

Mean change in SDI from index to week 208 was 0.162 in the
weighted anifrolumab arm and 0.587 in the weighted RW SOC
arm (Table 3). After additionally adjusting for SLEDAI-2K score
and proteinuria, the mean change in SDI from index to week
208 was 0.416 points lower (95% CI: —0.582, —0.249; P < .001)
in the weighted anifrolumab arm than in the RW SOC arm
(ATC). The sensitivity analysis that considered the ATT
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Baseline characteristics by treatment arm
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Variable Level Anifrolumab arm (N = 354) RW SOC arm (N = 561)
N % N %

Year of diagnosis pre-1970 0.00% 0 0.00%
1970-1979 3 0.85% 6 1.07%
1980-1989 17 4.80% 23 4.10%
1990-1999 50 14.12% 181 32.26%
2000-2009 117 33.05% 234 41.71%
2010-2019 167 47.18% 117 20.86%
2020-present 0 0.00% 0 0.00%

Age at diagnosis (y) Mean (SD) 32.60(11.95) 27.31 (12.04)
Median (Q1, Q3) 31.00 (23.00, 41.00) 25.00 (18.00, 35.00)

Year of index 1995-1999 0 0.00% 46 8.20%
2000-2004 0 0.00% 116 20.68%
2005-2009 0 0.00% 129 22.99%
2010-2014 0 0.00% 122 21.75%
2015-2019 354 100% 126 22.46%
2020-present 0 0.00% 22 3.92%

Age at index” (y) Mean (SD) 42.57 (11.97) 34.09 (12.16)
Median (Q1, Q3) 42.00 (34.00, 50.00) 31.00 (24.00, 43.00)

SLE duration at index (y)? Mean (SD) 9.58 (8.59) 6.78 (6.46)
Median (Q1, Q3) 7.00 (3.00, 15.00) 4.77 (1.60, 9.54)

Gender” Male 27 7.63% 65 11.59%
Female 327 92.37% 496 88.41%

Race” White 229 64.69% 270 48.13%
Black 46 12.99% 121 21.57%
Native North American 4 1.13% 6 1.07%
Other 67 18.93% 155 27.63%
Missing 8 2.26% 9 1.60%

BMI at index <18.5 8 2.26% 15 2.67%
>18.5 and <25 145 40.96% 148 26.38%
>25 and <30 77 21.75% 82 14.62%
>30 and <35 76 21.47% 44 7.84%
>35 48 13.56% 10 1.78%
Missing 0 0.00% 262 46.70%

SLEDAI-2K score at index” Mean (SD) 11.38 (3.82) 10.36 (4.90)
Median (Q1, Q3) 10.00 (8.00, 13.00) 8.00 (6.00, 12.00)

SDI score at index” 0 241 68.08% 358 63.81%
1 59 16.67% 118 21.03%
>2 54 15.25% 85 15.15%

Serum creatinine level at index (mg/dL) <0.5 20 5.65% 21 3.74%
>0.5and <1.2 323 91.24% 505 90.02%
>1.2 and <2 11 3.11% 35 6.24%

Proteinuria at index” Yes 17 4.80% 222 39.57%
No 337 95.20% 339 60.43%

Glucocorticoid use at index” Yes 288 81.36% 541 96.43%
No 66 18.64% 20 3.57%

Glucocorticoid dose at index (mg/d)* Mean (SD) 8.98 (7.31) 14.66 (10.16)
Median (Q1, Q3) 10.00 (5.00, 10,00) 12.50 (7.50, 20.00)

Antimalarial use at index” Yes 239 67.51% 405 72.19%
No 115 32.49% 156 27.81%

Immunosuppressant use at index” Yes 170 48.02% 347 61.85%
No 184 51.98% 214 38.15%

High BP or hypertension at index” Yes 114 32.20% 167 29.77%
No 225 63.56% 393 70.05%
Missing 15 4.24% 1 0.18%

History of smoking at index” Yes 79 22.32% 120 21.39%
No 260 73.45% 430 76.65%
Missing 15 4.24% 11 1.96%

BMI, body mass index; BP, blood pressure; Q1/Q3, first/third quartile; RW SOC, real-world standard of care; SDI, Systemic Lupus Interna-
tional Collaborating Clinics/American College of Rheumatology Damage Index; SLE, systemic lupus erythematosus; SLEDAI-2K, Systemic

Lupus Erythematosus Disease Activity Index 2000.
@ Denotes confounding variable.

(=0.337;95% CI: —0.524, —0.150; P < .001) was consistent with
ATC results. Propensity score matching in the subgroup of
patients with >208 weeks of follow-up also favoured treatment
with anifrolumab (—0.370; 95% CI: —0.578, —0.163; P = .002)
(all results in Table 3).

In post hoc analyses, the largest increases in SDI were
observed in the musculoskeletal, ocular, and renal systems

(Supplemental Table S5 and Fig S2), with the largest single-com-
ponent increases observed in avascular necrosis (41 and 0 points
accrued in the RW SOC and anifrolumab arms, respectively),
cataracts (28 and 7 points accrued, respectively), and end-stage
renal disease (15 and O points accrued, respectively).

Patients in the anifrolumab arm were 59.9% less likely (HR:
0.401; 95% CI: 0.213, 0.753; P = .005) to experience an
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Table 2
Baseline confounders pre- and post-SMRW (ATC estimand)

Variable Level Standardised mean difference
Pre-SMRW Post-SMRW
Age at index Mean 0.70 —0.09
Age at index, Mean 0.69 —0.08
squared
SLE duration at Mean 0.43 0.04
index
Gender Male -0.12 —0.13
Race White 0.33 0.13
Black -0.20 0.01
Native North <0.01 0.07
American
Other -0.19 -0.17
SLEDAI-2K score at  6-10 points -0.26 -0.21
index
SDI score atindex 0O 0.09 <0.01
1 —0.11 —0.02
>2 <0.01 0.02
Proteinuria at Yes -0.71 —0.22
index
Glucocorticoid use  Yes -0.81 —0.02
at index
Glucocorticoid <5 0.38 -0.09
dose at index >5and <7.5 0.12 —0.11
>7.5 and <10 0.28 —0.04
>10 and <20 -0.27 0.08
>20 and <40 -0.37 0.12
Antimalarial use at  Yes -0.10 0.13
index
Immunosuppres- Yes -0.28 —0.03
sant use at index
High BP or hyper-  Yes 0.08 -0.13
tension at index
History of smoking  Yes 0.03 0.05
at index

ATC, average treatment effect in the control population; BP, blood pressure;
SDI, Systemic Lupus International Collaborating Clinics/American College
of Rheumatology Damage Index; SLE, systemic lupus erythematosus; SLE-
DAI-2K, Systemic Lupus Erythematosus Disease Activity Index 2000;
SMRW, standardised mortality ratio weighting.

Note that the values in this table were obtained following imputation for
missing variables.

increase in SDI score within 208 weeks than patients in the RW
SOC arm (Fig 2). Early separation of the weighted Kaplan-Meier
curves was observed, with an estimated 96% of patients in the
anifrolumab arm (95% CI: 92%, 99%) not experiencing organ
damage progression by week 52 compared to 89% of patients in
the RW SOC arm (95% CI: 86%, 92%).

Table 3

Ann Rheum Dis 00 (2025) 1-10

When the indexing period in the RW SOC arm was restricted
to January 1, 2005 to December 31, 2023, 362 patients from the
UTLC were included in the RW SOC arm. Results are presented
in Supplemental Materials, including baseline characteristics
(Supplemental Table S2) and covariate balance following
SMRW (Supplemental Table S3). The mean change in SDI from
index to week 208 was 0.270 points lower (95% CI: —0.429,
—0.112; P < .001) in the weighted anifrolumab arm compared
to the RW SOC arm (Supplemental Table S4). Patients in the ani-
frolumab arm were 41.0% less likely (HR: 0.590; 95% CI: 0.290,
1.200; P = .138) to experience an increase in SDI within 208
weeks than patients in the RW SOC arm (Supplemental Fig S1).

DISCUSSION

The accumulation of organ damage in patients with SLE is
associated with numerous unfavourable outcomes, including
multimorbidity, increased health care costs, and ultimately,
increased mortality [31—35]. A recent systematic review and
meta-analysis estimated that the standardised mortality ratio for
patients with SLE was 2.87 times higher relative to the general
population [36]. It has also been estimated that a 1-point
increase in SDI is associated with a 34% increase in the relative
rate of death [33]. These figures highlight the importance of
controlling disease activity and reducing consumption of gluco-
corticoids for preventing organ damage, improving prognosis,
and enhancing quality of life in patients with SLE, and are rec-
ommended strategies by the European Alliance of Associations
for Rheumatology [2].

The connection between low disease activity and reduced
organ damage accrual has been demonstrated in many studies
[3,37—40]. Longer periods spent in Lupus Low Disease Activity
State (LLDAS) or remission are associated with greater reduc-
tions in disease flare rates and organ damage accrual. Indeed, a
recent study found that any duration of sustained LLDAS or
remission >3 months was associated with reduced organ dam-
age accrual, with increasingly longer periods of sustained LLDAS
corresponding to increasingly protective associations [40]. Glu-
cocorticoids—although a mainstay of SLE management—have
also been linked to irreversible organ damage in this population
[3-5,41,42].

Previous analyses of TULIP trial data have demonstrated the
effectiveness of anifrolumab for controlling disease activity
while simultaneously reducing glucocorticoids [14]. A post hoc
analysis of TULIP-1 and -2 found that anifrolumab was

Estimated difference between treatment arms in change in SDI score between index and 208 weeks post-index (all estimands)

Analysis Methods Anifrolumab arm RW SOC arm Estimated mean difference p
- in change in SDI”

Confounding Informative censoring Estimand N  Mean changein SDI* N  Mean change (95% CI)

adjustment adjustment in SDI”
Primary ~ SMRW IPCW ATC 354 0.162 561 0.587 —0.416 (-0.582, -0.249)  <.001
Sensitivity SMRW IPCW ATT 354 0.224 561 0.561 —0.337 (-0.524, -0.150) <.001

Propensity score n/a ATO 116 0.201 116 0.571 —0.370 (-0.578, —-0.163)  .002

matching®

ATC/ATO/ATT, average treatment effect in the control/overlap/treated population; IPCW, inverse probability of censoring weighting; n/a, not applicable; RW
SOC, real-world standard of care; SDI, Systemic Lupus International Collaborating Clinics/American College of Rheumatology Damage Index; SMRW, standar-

dised mortality ratio weighting.

@ Estimated following weighting for confounding and/or informative censoring, as specified in methods.
b Estimated following weighting for confounding and/or informative censoring, as specified in methods, and direct adjustment for baseline variables which

remained imbalanced.
¢ 1:1 nearest-neighbour matching with replacement.



Z. Touma et al.

Ann Rheum Dis 00 (2025) 1-10

== Anifrolumab Arm (KM) =+ RW SOC Arm (KM)
Anifrolumab Arm (Cox) =+ RW SOC Arm (Cox)

Survival Curve

1.00+
pa N Anifrolumab Arm
0.75- I, . Hazard Rate=0.0779
. — &%ﬁ'{n—;}«‘wﬁx@ STR S
RW SOC Arm
2 Hazard Rate=0.194
s
3 0.501
a |Hazard Ratio=0.401; 95% CI1=0.213-0.753; p<0.01]
0.251
0.00

0 6 12 18

Number of patients at risk

24 30 36 42 48

Time (Months)

Anifrolumab Arm{ 354 320 289 229 217 202 184 169 104
RW SOC Arm{ 561 509 463 428 396 377 362 337 313
0 6 12 18 24 30 36 42 48

Time (Months)

Figure 2. Kaplan-Meier curves for time to organ damage progression by treatment arm, with estimated hazard rates from fitted Cox models (ATC esti-
mand). ATC, average treatment effect in the control population; KM, Kaplan-Meier; RW, real-world; SOC, standard of care.

associated with earlier attainment of LLDAS (HR: 1.76; 95% CI:
1.25, 2.30; P < .001), increased cumulative time in LLDAS
(mean: 2.40 months vs 1.40 months, P < .001), and higher likeli-
hood of sustained LLDAS (P < .001) than placebo [43]. Analyses
of TULIP LTE data also found that 30.3% of patients treated with
anifrolumab achieved disease remission by 4 years compared to
18.3% of patients in the placebo arm (P = .06) [18]. In TULIP-1
and -2, sustained glucocorticoid tapering was achieved by 51%
of patients treated with anifrolumab plus SOC compared to 32%
of patients treated with SOC alone (P < .001) [19]. However, no
studies have previously demonstrated the effectiveness of ani-
frolumab for preventing long-term organ damage.

We used a RW external control arm to evaluate the effect of
anifrolumab plus SOC in the TULIP-1 and -2 trials compared to
RW SOC on long-term organ damage. After accounting for dif-
ferences in baseline patient characteristics, including baseline
SDI, our results suggest that anifrolumab plus SOC reduces
organ damage accumulation in patients with moderately to
severely active SLE. Over 4 years of follow-up, SDI increased by
an average of 0.587 points in the RW SOC arm compared to
0.162 points in the anifrolumab arm, resulting in 0.416 fewer
points of organ damage, on average, for patients who initiated
300 mg of anifrolumab in TULIP-1 and -2. Treatment with ani-
frolumab plus SOC was also associated with a 59.9% decreased
risk of organ damage progression up to 4 years. Our results were
consistent across 3 estimands (ie, ATT, ATC, and ATO), corre-
sponding analytical methods (ie, propensity score weighting
and matching), and inclusion period in the RW SOC arm, dem-
onstrating robustness of study results.

The results of our study are also consistent with a previous
external control arm study using the UTLC, which found that
treatment with belimumab plus SOC was associated with a
0.424-point reduction in organ damage after 5 years (95% CL:
—0.667, —0.201) and a 60.9% decreased risk of organ damage
progression up to 5 years compared to RW SOC [22].

There are likely several mechanisms through which anifrolu-
mab plus SOC reduces organ damage accumulation compared to
RW SOC. The effects estimated in this study therefore represent
a combination of causal pathways, including the direct effect of
anifrolumab on controlling disease activity and its indirect effect
on glucocorticoid reduction, as well as the effect of SOC restric-
tions imposed by the TULIP trial protocols (eg, no new antima-
larials or immunosuppressants). Indeed, post hoc analyses
revealed large increases in avascular necrosis and cataracts in
the RW SOC arm during follow-up, both of which are linked to
glucocorticoids [5]. Results should therefore be interpreted as
estimates for the effect of the anifrolumab plus SOC regimen
rather than the effect of anifrolumab alone.

Our study design and analysis were guided by the target trial
emulation framework, which is increasingly used and recom-
mended for external control studies as it provides a structured
framework to help avoid common biases that typically affect
analyses of RW data [44,45]. We applied key eligibility criteria
from TULIP-1 and -2 to patients in the UTLC cohort to minimise
selection bias, and we used propensity score weighting to mini-
mise baseline confounding and retain a larger analytical sample
than comparable matching methods. We also used censoring
weighting to correct for loss to follow-up rather than conducting
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a complete-case analysis, which is prone to survivorship bias
due to patients who responded well to treatment being more
likely to remain in the study. We used data from a high-quality
RW cohort which has been used for numerous other studies in
SLE [3,21,22,46,47]. Loss to follow-up from the UTLC has previ-
ously been shown to be low and not influence overall outcomes
[46,48]; we also observed low amounts of missing data for the
variables used in this study.

The estimated average treatment effect represents a clinically
meaningful reduction in organ damage given the known rate of
damage accrual in patients with SLE and the association of
increased damage with poorer health-related quality of life and
higher mortality [49]. A study of 2054 patients in the Hopkins’
Lupus Cohort found that SDI increased at a rate of only 0.13
points per year [50], while a study of 4106 patients in the Asia-
Pacific Lupus Collaboration cohort found that only 20% of
patients with established disease developed new organ damage
over a mean follow-up time of 2.6 years [51].

While key sources of bias were minimised through appropri-
ate design and analysis, we acknowledge that the use of propen-
sity score methods cannot replace a randomised trial, and our
study has several limitations. Differential outcome misclassifica-
tion could affect results due to the combination of trial and RW
data sources. However, given that SDI changes slowly over time
and patients in both treatment cohorts were expected to have a
recording of SDI approximately once per year, significant bias is
not expected. Changes in SOC over time could also affect study
results, with the most notable change being the introduction of
mycophenolate mofetil in the early 2000s and biologic agents
since 2020 [2,52]. For this reason, we conducted sensitivity
analyses in which we restricted the inclusion period for the RW
SOC arm to January 1, 2005. We also excluded RW patients who
received any biologic agents within 4 weeks prior to their index
date but acknowledge that patients could have received them
during follow-up. Finally, while the anifrolumab and RW SOC
arms were balanced at baseline, balance was not guaranteed
during follow-up. Our censoring models considered only base-
line covariates, but loss to follow-up could also be influenced by
post-baseline factors including disease activity.

We also acknowledge that more proactive attention to gluco-
corticoid sparing has been a feature of more recent SLE manage-
ment guidelines [2], which may have influenced results. Indeed,
glucocorticoid tapering in patients with a baseline dose of
>10 mg/d was a feature of TULIP-1 and -2, although this only
affected approximately 25% of patients. There have also been
temporal improvements in the screening and management of
key comorbidities, such as hypertension, hyperlipidaemia, and
bone protection, such that we cannot completely exclude the
possibility of residual confounding. Further analyses are
planned to evaluate the effects of anifrolumab on daily and
cumulative glucocorticoid dose.

CONCLUSION

Compared to an external control group, we observed clini-
cally and statistically significantly lower organ damage accrual
after 4 years in patients who initiated anifrolumab in the TULIP-
1 and -2 trials, as well as a longer time to first organ damage pro-
gression. In addition to the proven effectiveness of anifrolumab
for controlling disease activity, attaining LLDAS and remission,
and enabling glucocorticoid tapering, this study shows that ani-
frolumab is effective for preventing long-term organ damage
compared to RW SOC. The results of our study therefore support

Ann Rheum Dis 00 (2025) 1-10

the benefit of adding anifrolumab to SOC for minimising long-
term organ damage in patients with SLE.

Competing interests

ZT does not have any conflicts of interest to disclose. INB
received research grants from AstraZeneca and Janssen;
received consulting fees from AstraZeneca, GSK, Eli Lilly,
Takeda, Dragonfly Therapeutics, and Janssen; and received
speaker fees from AstraZeneca, GSK, and Janssen. RF received
grants or contracts to his institution from AstraZeneca; received
consulting fees, payment or honoraria, and support for attending
meetings and/or travel from AstraZeneca; and participated in
data safety monitoring or advisory boards for AstraZeneca. EM
received research grants to his institution from AbbVie, Amgen,
AstraZeneca, Biogen, BMS, EMD Serono, Eli Lilly, Janssen, GSK,
Genentech, Novartis, Takeda, and UCB; received consulting fees
from AbbVie, Alpine, AstraZeneca, Biogen, BMS, Dragonfly,
EMD Serono, GSK, Gilead, Janssen, Novartis, Remegen, Roche,
Takeda, and UCB; received honoraria from AstraZeneca, BMS,
EMD Serono, and Roche; received support for attending meet-
ings and/or travel from EMD Serono and Roche; has
WO02022074123A1, WO02021184080A1, WO02023044530A1,
W02021094378A1, and W0O2023057369A2 patents planned,
issued or pending; participated in advisory boards for Dragonfly;
held/holds the Board Director position in Rare Voices Australia
and Exosome Biosciences; and owns stock or stock options of
Dragonfly Therapeutics. RT is a former employee of and
received stock or stock options from AstraZeneca. SC is an
employee and owns stock or stock options of AstraZeneca. GA is
an employee, owns stock or stock options of AstraZeneca; and
has other financial interests from AstraZeneca. JK is an
employee and owns stock or stock options of AstraZeneca. KA is
an employee of IQVIA Ltd. HL is an employee of IQVIA Ltd. ER
is an employee of IQVIA Ltd., which is contracted and funded by
AstraZeneca to develop the content of the manuscript. AB is an
employee and owns stock or stock options of AstraZeneca. DK is
an employee and owns stock or stock options of AstraZeneca.
MW is an employee and owns stock or stock options of AstraZe-
neca.

Acknowledgements

The authors wish to acknowledge Zheyuan Yang and Tarana
Mehdikhanova for their support in programming and analysis,
and Nelly Ly for her support in study design (all IQVIA).

Contributors

RT, SC, GA, JK, AB, DK, and MW were involved in study con-
ceptualisation. ZT contributed to data acquisition. ZT, RT, SC,
GA, JK, KA, HL, ER, and MW were involved in study design and
methodology. KA, HL, and ER were involved in the analysis. KA,
HL, and MW were involved in writing the original draft, and all
authors were involved in reviewing and editing the manuscript.
MW is responsible for the overall content as guarantor.

Funding

This study was funded by AstraZeneca.



Z. Touma et al.

Patient consent for publication

Patient consent was not required as this study involved sec-
ondary use of anonymised data.

Ethics approval

This study was approved by The University Health Network
Research Ethics Board and Ontario Personal Health Information
Protection Act [reference number 24-5028].

Provenance and peer review

Not commissioned; externally peer reviewed.

Data availability statement

Data underlying the findings described in this manuscript
may be obtained in accordance with AstraZeneca’s data sharing
policy described at: https://astrazenecagrouptrials.pharmacm.
com/ST/Submission/Disclosure.

Supplementary materials

Supplementary material associated with this article can be
found in the online version at doi:10.1016/j.ard.2025.01.025.

REFERENCES

(1]

[2]

[3

—

[4]

[5]

[6]

[71

[8]

[9

—

[10]

[11]

[12]

Centers for Disease Control and Prevention. Systemic lupus erythematosus
(SLE) [Internet]. Centers for Disease Control and Prevention; 2023. Available
from: https://www.cdc.gov/lupus/about/index.html.

Fanouriakis A, Kostopoulou M, Andersen J, Aringer M, Arnaud L, Bae SC,
et al. EULAR recommendations for the management of systemic lupus erythe-
matosus: 2023 update. Ann Rheum Dis 2024;83(1):15-29.

Urowitz MB, Gladman DD, Ibanez D, Su J, Mursleen S, Sayani A, et al. Effect
of disease activity on organ damage progression in systemic lupus erythema-
tosus: University of Toronto Lupus Clinic cohort. J Rheumatol 2021;48
(1):67-73.

Durcan L, O'Dwyer T, Petri M. Management strategies and future directions for
systemic lupus erythematosus in adults. Lancet 2019;393(10188):2332-43.
Ruiz-Arruza I, Ugarte A, Cabezas-Rodriguez I, Medina JA, Moran MA. Ruiz-
Irastorza G. Glucocorticoids and irreversible damage in patients with sys-
temic lupus erythematosus. Rheumatology 2014;53(8):1470-6.

Chan J, Walters GD, Puri P, Jiang SH. Safety and efficacy of biological agents
in the treatment of systemic lupus erythematosus (SLE). BMC Rheumatol
2023;7(1):37.

Furie R, Khamashta M, Merrill JT, Werth VP, Kalunian K, Brohawn P, et al.
Anifrolumab, an anti—interferon-a receptor monoclonal antibody, in moder-
ate-to-severe systemic lupus erythematosus. Arthritis Rheumatol 2017;69
(2):376-86.

Morand EF, Furie R, Tanaka Y, Bruce IN, Askanase AD, Richez C, et al. Trial
of anifrolumab in active systemic lupus erythematosus. N Engl J Med
2020;382(3):211-21.

ClinicalTrials.gov. Efficacy and Safety of Two Doses of Anifrolumab Com-
pared to Placebo in Adult Subjects With Active Systemic Lupus Erythemato-
sus [Internet]. Bethesda (MD): National Library of Medicine; 2022. [cited
2023 Jan 1]. Available from: https://clinicaltrials.gov/study/NCT02446912.
ClinicalTrials.gov. Efficacy and Safety of Anifrolumab Compared to Placebo
in Adult Subjects With Active Systemic Lupus Erythematosus [Internet].
National Library of Medicine; 2022. [cited 2023 Jan 1]. Available from:
https://clinicaltrials.gov/study/NCT02446899.

AstraZeneca. Anifrolumab Phase III trial meets primary endpoint in systemic
lupus erythematosus [Internet]. AstraZeneca; 2019. [cited 2023 Oct 6].
Available from: https://www.astrazeneca.com/media-centre/press-releases/
2019/anifrolumab-phase-iii-trial-meets-primary-endpoint-in-systemic-lupus-
erythematosus-29082019.html.

Furie RA, Morand EF, Bruce IN, Manzi S, Kalunian KC, Vital EM, et al. Type [
interferon inhibitor anifrolumab in active systemic lupus erythematosus

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

Ann Rheum Dis 00 (2025) 1-10

(TULIP-1): a randomised, controlled, phase 3 trial. Lancet Rheumatol 2019;1
(4):e208-19.

ClinicalTrials.gov. Long-term Safety of Anifrolumab in Adult Subjects With
Active Systemic Lupus Erythematosus (TULIP SLE LTE) [Internet]. National
Library of Medicine; 2022. [cited 2023 Jan 1]. Available from: https://clini-
caltrials.gov/study/NCT02794285.

Kalunian KC, Furie R, Morand EF, Bruce IN, Manzi S, Tanaka Y, et al. A ran-
domized, placebo-controlled phase III extension trial of the long-term safety
and tolerability of anifrolumab in active systemic lupus erythematosus.
Arthritis Rheumatol 2023;75(2):253-65.

AstraZeneca. Saphnelo (anifrolumab) approved in the US for moderate to
severe systemic lupus erythematosus [Internet]. AstraZeneca; 2021. [cited
2023 Dec 13]. Available from: https://www.astrazeneca.com/media-centre/
press-releases/2021/saphnelo-approved-in-the-us-for-sle.html.

AstraZeneca. Saphnelo approved in the EU for the treatment of moderate to
severe systemic lupus erythematosus [Internet]. AstraZeneca; 2022. [cited
2023 Dec 13]. Available from: https://www.astrazeneca.com/media-centre/
press-releases/2022/saphnelo-approved-in-eu-for-sle.html.

AstraZeneca. Saphnelo approved in Japan for systemic lupus erythematosus
[Internet]. AstraZeneca; 2021. [cited 2023 Dec 13]. Available from: https://
www.astrazeneca.com/media-centre/press-releases/2021/saphnelo-
approved-in-japan-for-sle.html.

van Vollenhoven R, Morand E, Furie R, Kalunian K, Tummala R, Abreu G,
et al. LBO1 DORIS remission in patients with SLE treated with anifrolumab
or placebo during the 4-year TULIP-LTE trial: post hoc analysis. Lupus Sci
Med 2024;11(Suppl 1):A169-70.

Bruce IN, van Vollenhoven RF, Morand EF, Furie RA, Manzi S, White WB,
et al. Sustained glucocorticoid tapering in the phase 3 trials of anifrolumab: a
post hoc analysis of the TULIP-1 and TULIP-2 trials. Rheumatology (Oxford)
2023;62(4):1526-34.

Hatswell AJ, Deighton K, Snider JT, Brookhart MA, Faghmous I, Patel AR.
Approaches to selecting “time zero” in external control arms with multiple
potential entry points: a simulation study of 8 approaches. Med Decis Making
2022;42(7):893-905.

Gladman DD, Urowitz MB, Rahman P, Ibanez D, Tam LS. Accrual of organ
damage over time in patients with systemic lupus erythematosus. J Rheuma-
tol 2003;30(9):1955-9.

Urowitz MB, Ohsfeldt RL, Wielage RC, Kelton KA, Asukai Y, Ramachandran
S. Organ damage in patients treated with belimumab versus standard of care:
a propensity score-matched comparative analysis. Ann Rheum Dis 2019;78
(3):372-9.

Gladman DD, Urowitz MB, Goldsmith CH, Fortin P, Ginzler E, Gordon C, et al.
The reliability of the Systemic Lupus International Collaborating Clinics/
American College of Rheumatology damage index in patients with systemic
lupus erythematosus. Arthritis Rheum 1997;40(5):809-13.

Gladman D, Ginzler E, Goldsmith C, Fortin P, Liang M, Urowitz M, et al. The
development and initial validation of the Systemic Lupus International Col-
laborating Clinics/American College of Rheumatology damage index for sys-
temic lupus erythematosus. Arthritis Rheum 1996;39(3):363-9.

Greifer N, Stuart EA. Choosing the Causal Estimand for Propensity Score
Analysis of Observational Studies [Internet]. 2023 [cited 2024 Jan 24].
Available from: http://arxiv.org/abs/2106.10577

Desai RJ, Franklin JM. Alternative approaches for confounding adjustment in
observational studies using weighting based on the propensity score: a
primer for practitioners. BMJ 2019;367:15657.

Austin PC. The relative ability of different propensity score methods to bal-
ance measured covariates between treated and untreated subjects in observa-
tional studies. Med Decis Making 2009;29(6):661-77.

Cohen J. Statistical power analysis for the behavioural sciences. 2nd ed. New
York: Lawrence Erlbaum Associates; 1988. p. 567.

Seaman SR, White IR. Review of inverse probability weighting for dealing
with missing data. Stat Methods Med Res 2013;22(3):278-95.

R Core Team. The R Project for Statistical Computing [Internet]. Vienna, Aus-
tria: R Foundation for Statistical Computing; 2021. Available from: https://
www.R-project.org/.

Figueroa-Parra G, Meade-Aguilar JA, Hulshizer CA, Gunderson TM, Cham-
berlain AM, Thanarajasingam U, et al. Multimorbidity in systemic lupus
erythematosus in a population-based cohort: the Lupus Midwest Network.
Rheumatology 2024;63(11):3056-64.

Bell CF, Ajmera MR, Meyers J. An evaluation of costs associated with overall
organ damage in patients with systemic lupus erythematosus in the United
States. Lupus 2022;31(2):202-11.

Murimi-Worstell IB, Lin DH, Nab H, Kan HJ, Onasanya O, Tierce JC, et al.
Association between organ damage and mortality in systemic lupus erythe-
matosus: a systematic review and meta-analysis. BMJ Open 2020;10(5):
e031850.


https://astrazenecagrouptrials.pharmacm.com/ST/Submission/Disclosure
https://astrazenecagrouptrials.pharmacm.com/ST/Submission/Disclosure
https://doi.org/10.1016/j.ard.2025.01.025
https://www.cdc.gov/lupus/facts/detailed.html
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0002
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0002
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0002
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0003
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0003
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0003
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0003
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0003
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0004
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0004
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0005
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0005
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0005
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0006
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0006
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0006
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0007
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0007
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0007
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0007
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0007
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0008
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0008
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0008
https://clinicaltrials.gov/study/NCT02446912
https://clinicaltrials.gov/study/NCT02446899
https://www.astrazeneca.com/media-centre/press-releases/2019/anifrolumab-phase-iii-trial-meets-primary-endpoint-in-systemic-lupus-erythematosus-29082019.html
https://www.astrazeneca.com/media-centre/press-releases/2019/anifrolumab-phase-iii-trial-meets-primary-endpoint-in-systemic-lupus-erythematosus-29082019.html
https://www.astrazeneca.com/media-centre/press-releases/2019/anifrolumab-phase-iii-trial-meets-primary-endpoint-in-systemic-lupus-erythematosus-29082019.html
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0012
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0012
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0012
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0012
https://clinicaltrials.gov/study/NCT02794285
https://clinicaltrials.gov/study/NCT02794285
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0014
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0014
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0014
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0014
https://www.astrazeneca.com/media-centre/press-releases/2021/saphnelo-approved-in-the-us-for-sle.html
https://www.astrazeneca.com/media-centre/press-releases/2021/saphnelo-approved-in-the-us-for-sle.html
https://www.astrazeneca.com/media-centre/press-releases/2022/saphnelo-approved-in-eu-for-sle.html
https://www.astrazeneca.com/media-centre/press-releases/2022/saphnelo-approved-in-eu-for-sle.html
https://www.astrazeneca.com/media-centre/press-releases/2021/saphnelo-approved-in-japan-for-sle.html
https://www.astrazeneca.com/media-centre/press-releases/2021/saphnelo-approved-in-japan-for-sle.html
https://www.astrazeneca.com/media-centre/press-releases/2021/saphnelo-approved-in-japan-for-sle.html
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0018
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0018
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0018
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0018
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0019
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0019
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0019
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0019
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0020
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0020
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0020
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0020
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0020
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0020
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0021
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0021
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0021
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0021
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0022
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0022
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0022
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0022
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0023
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0023
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0023
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0023
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0024
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0024
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0024
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0024
http://arxiv.org/abs/2106.10577
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0026
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0026
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0026
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0027
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0027
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0027
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0028
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0028
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0029
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0029
https://www.R-project.org/
https://www.R-project.org/
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0031
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0031
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0031
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0031
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0032
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0032
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0032
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0033
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0033
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0033
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0033

Z. Touma et al.

[34]

[35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

Segura BT, Bernstein BS, McDonnell T, Wincup C, Ripoll VM, Giles [, et al.
Damage accrual and mortality over long-term follow-up in 300 patients with
systemic lupus erythematosus in a multi-ethnic British cohort. Rheumatology
(Oxford) 2020;59(3):524-33.

Keeling SO, Vandermeer B, Medina J, Chatterley T, Nevskaya T, Pope J, et al.
Measuring disease activity and damage with validated metrics: a systematic
review on mortality and damage in systemic lupus erythematosus. J Rheuma-
tol 2018;45(10):1448-61.

Lee YH, Song GG. Mortality in patients with systemic lupus erythematosus: a
meta-analysis of overall and cause-specific effects. Lupus 2024;33(3):929-37.
Parra Sanchez AR, van Vollenhoven RF, Morand EF, Bruce IN, Kandane-Rath-
nayake R, Weiss G, et al. Targeting DORIS remission and LLDAS in SLE: a
review. Rheumatol Ther 2023;10(6):1459-77.

Golder V, Kandane-Rathnayake R, Huq M, Nim HT, Louthrenoo W, Luo SF,
et al. Lupus low disease activity state as a treatment endpoint for systemic
lupus erythematosus: a prospective validation study. Lancet Rheumatol
2019;1(2):95-102.

Tsang-A-Sjoe MWP, Bultink IEM, Heslinga M, Voskuyl AE. Both prolonged
remission and Lupus Low Disease Activity State are associated with reduced
damage accrual in systemic lupus erythematosus. Rheumatology 2017;56
(1):121-8.

Golder V, Kandane-Rathnayake R, Li N, Louthrenoo W, Chen YH, Cho J, et al.
Association of sustained lupus low disease activity state with improved out-
comes in systemic lupus erythematosus: a multinational prospective cohort
study. Lancet Rheumatol 2024;6(8):e528-36.

Gonzalez LA, Santamaria-Alza Y, Alarcén GS. Organ damage in systemic
lupus erythematosus. Rev Colomb Reumatol 2021;28(Suppl 1):66-81.
Touma Z, Kayaniyil S, Parackal A, Bonilla D, Su J, Qian C, et al. Unfavorable
outcomes associated with glucocorticoid use in current standard-of-care man-
agement of systemic lupus erythematosus in Canada. ACR Open Rheumatol
2024;6(9):531-9.

10

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]

[51]

[52]

Ann Rheum Dis 00 (2025) 1-10

Morand EF, Abreu G, Furie RA, Golder V, Tummala R. Lupus low disease
activity state attainment in the phase 3 TULIP trials of anifrolumab in active
systemic lupus erythematosus. Ann Rheum Dis 2023;82(5):639-45.

Hernan MA, Robins JM. Using big data to emulate a target trial when a ran-
domized trial is not available. Am J Epidemiol 2016;183(8):758-64.
National Institute for Health and Care Excellence (NICE). NICE real-world
evidence framework. Corporate document [ECD9] [Internet]. 2022 Jun 23
[cited 2023 Aug 23]. Available from: https://www.nice.org.uk/corporate/
ecd9/chapter/overview

Urowitz MB, Gladman DD, Tom BDM, Ibanez D, Farewell VT. Changing pat-
terns in mortality and disease outcomes for patients with systemic lupus
erythematosus. J Rheumatol 2008;35(11):2152-8.

Mai L, Asaduzzaman A, Noamani B, Fortin PR, Gladman DD, Touma Z, et al.
The baseline interferon signature predicts disease severity over the subse-
quent 5 years in systemic lupus erythematosus. Arthritis Res Ther 2021;23
(1):29.

Gladman DD, Koh DR, Urowitz MB, Farewell VT. Lost-to-follow-up study in
systemic lupus erythematosus (SLE). Lupus 2000;9(5):363-7.

Bruce IN, O’Keeffe AG, Farewell V, Hanly JG, Manzi S, Su L, et al. Factors
associated with damage accrual in patients with systemic lupus erythemato-
sus: results from the Systemic Lupus International Collaborating Clinics
(SLICC) Inception Cohort. Ann Rheum Dis 2015;74(9):1706-13.

Petri M, Purvey S, Fang H, Magder LS. Predictors of organ damage in sys-
temic lupus erythematosus: the Hopkins lupus cohort. Arthritis Rheum
2012;64(12):4021-8.

Golder V, Kandane-Rathnayake R, Louthrenoo W, Chen YH, Cho J, Lateef A,
et al. Comparison of attainment and protective effects of lupus low disease
activity state in patients with newly diagnosed versus established systemic
lupus erythematosus. J Rheumatol 2024;51(8):790-7.

Basta F, Fasola F, Triantafyllias K, Schwarting A. Systemic lupus erythemato-
sus (SLE) therapy: the old and the new. Rheumatol Ther 2020;7(3):433-46.


http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0034
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0034
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0034
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0034
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0035
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0035
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0035
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0035
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0036
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0036
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0037
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0037
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0037
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0037
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0038
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0038
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0038
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0038
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0039
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0039
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0039
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0039
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0040
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0040
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0040
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0040
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0041
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0041
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0041
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0041
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0042
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0042
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0042
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0042
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0043
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0043
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0043
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0044
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0044
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0044
https://www.nice.org.uk/corporate/ecd9/chapter/overview
https://www.nice.org.uk/corporate/ecd9/chapter/overview
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0046
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0046
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0046
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0046
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0047
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0047
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0047
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0047
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0048
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0048
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0049
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0049
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0049
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0049
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0050
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0050
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0050
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0051
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0051
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0051
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0051
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0052
http://refhub.elsevier.com/S0003-4967(25)00081-0/sbref0052

	Reduced organ damage accumulation in adult patients with SLE on anifrolumab plus standard of care compared to real-world external controls
	INTRODUCTION
	METHODS
	Study design
	Data sources
	Patient selection
	Treatment strategies
	Outcomes
	Baseline and confounding variables
	Statistical analysis
	Patient and public involvement

	RESULTS
	DISCUSSION
	CONCLUSION
	Competing interests
	Acknowledgements
	Contributors
	Funding
	Patient consent for publication
	Ethics approval
	Provenance and peer review
	Data availability statement

	Supplementary materials
	References


