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2016 update of the ASAS-EULAR management
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EULAR-ASAS recommendations

Patients with purely axial disease should normally not be treated with csDMARDsS; sulfasalazinet may be considered in patients 1at A 9.2 (0.78)
with peripheral arthritis 100% >8
_ 1b (IL-17i) 93% >8
If TNFi therapy fails, switching to another TNFi* or IL-17i** therapy should be considered 2* 1b** B* A** 9.6 (0.95)
97% >8
If a patient is in sustained remission, tapering of a bDMARD can be considered 2 B 9.1 (1.57)
97% >8
Total hip arthroplasty should be considered in patients with refractory pain or disability and radiographic evidence of structural 4 C 9.4 (0.82)
damage, independent of age; spinal corrective osteotomy in specialised centres may be considered in patients with severe 100% >8

disabling deformity
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ACR 2019 recommendations

4. In adults with active AS despite treatment with NSAIDs, we conditionally recommend treatment with sulfasalazine,  Very low to 7
methotrexate, or tofacitinib over no treatment with these medications. Sulfasalazine or methotrexate should be moderate
considered only in patients with prominent peripheral arthritis or when TNFi are not available.

5.—

6. In adults with active AS despite treatment with NSAIDs, we strongly recommend treatment with TNFi over no High 6
treatment with TNFi.

7. We do not recommend any particular TNFi as the preferred choice. Moderate 5

8. In adults with active AS despite treatment with NSAIDs, we strongly recommend treatment with secukinumab or High 58

ixekizumab over no treatment with secukinumab or ixekizumab.

9-—

10. In adults with active AS despite treatment with NSAIDs, we conditionally recommend treatment with secukinumab Very low 61
or ixekizumab over treatment with tofacitinib.






Ixekizumab
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Brodalumab
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Bimekizumab
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Upadacitinib
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Tofacitinib

ASAS20 response rate, % (SE)

ASAS40 response rate, % (SE)
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Filgotinib
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EULAR-ASAS recommendations

Analgesics, such as paracetamol and opioid-(like) drugs, might be considered for residual pain after previously recommended
treatments have failed, are contraindicated, and/or poorly tolerated

Glucocorticoid injections* directed to the local site of musculoskeletal inflammation may be considered. Patients with axial
disease should not receive long-term treatment with systemic glucocorticoids#

Patients with purely axial disease should normally not be treated with csDMARDsS; sulfasalazinet may be considered in patients
with peripheral arthritis

bDMARDs should be considered in patients with persistently high disease activity despite conventional treatments (figure 1);
current practice is to start with TNFi therapy

5 D

2* 5% B* D%
lat A

1a (TNFi); A

1b (IL-17i)

8.8 (0.94)
100% >8

9.4 (0.78)
100% >8

9.2 (0.78)
100% >8

9.6 (1.09)
93% >8



ACR 2019 recommendations

13. In adults with active AS despite treatment with the tirst INF used, we conditionally recommend treatment with a Very low 10
different TNFi over treatment with a non-TNFi biologic in patients with secondary nonresponse to TNFi.
14. In adults with active AS despite treatment with the first TNFi used, we strongly recommend against switching to Very low 62

treatment with a biosimilar of the first TNFi.

16. We strongly recommend against treatment with systemic glucocorticoids.t Very low 4



CORRECTED PROOF

The impact of a csDMARD in combination with a
TNF inhibitor on drug retention and clinical
remission in axial spondylarthritis

Michael Nissen &, Bénédicte Delcoigne, Daniela Di Giuseppe, Lennart Jacobsson,
Merete Lund Hetland, Adrian Ciurea, Lucie Nekvindova, Florenzo lannone,
Nurullah Akkoc, Tuulikki Sokka-Isler ... Show more

Rheumatology, keac174, https://doi.org/10.1093/rheumatology/keac174

Results

Amongst 24 171 axSpA patients, 32% received csDMARD co-therapy (range
across countries: 13.5% to 71.2%). The co-therapy group had more baseline
peripheral arthritis and higher CRP than the monotherapy group. One-year
TNFi-retention rates (95% CI): 79% (78, 79%) for TNFi monotherapy vs 82%
(81, 83%) with co-therapy (P < 0.001). Remission was obtained in 20% on
monotherapy and 22% on co-therapy (P < 0.001); adjusted OR of 1.16 (1.07,
1.25). Remission rates at 12 months were similar in patients with/without
peripheral arthritis.

Conclusion




CLINICAL SCIENCE

Effectiveness of secukinumab versus an alternative
TNF inhibitor in patients with axial spondyloarthritis
previously exposed to TNF inhibitors in the Swiss
Clinical Quality Management cohort

Raphael Micheroli,' Christoph Tellenbach @ ,"* Almut Scherer,? Kristina Biirki,'
Karin Niederman,? Michael J Nissen,* Pascal Zufferey,” Pascale Exer,®
Burkhard Méller @’ Diego Kyburz,® Adrian Ciurea © '

Results SEC was more often used as third-line or
later-line biological drug (76% vs 40% for TNFi). Patients
starting SEC had higher BASDAI, Bath Ankylosing
Spondylitis Functional Index, Bath Ankylosing Spondylitis
Metrology Index and C reactive protein levels. A
comparable risk of drug discontinuation was found for
SEC versus TNFi (HR 1.14, 95%Cl 0.78 to 1.68 in the
PS-based analysis and HR 1.16, 95% Cl1 0.79 to 1.71 in
the multiple-adjusted analysis). No significant difference
in BASDAIS0 responses at 1year was demonstrated
between the two modes of biological drug action, with
Cl of estimates being, however, wide (OR for SEC vs TNFi
0.76, 95%Cl1 0.26 to 2.18 and 0.78, 95% Cl 0.24 to
2.48 in the PS-based and the covariate-adjusted model,
ivel
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EULAR-ASAS recommendations

If TNFi therapy fails, switching to another TNFi* or IL-17i** therapy should be considered 2% 1b** B* A** 9.6 (0.95)
97% >8

If a patient is in sustained remission, tapering of a bDMARD can be considered 2 B 91(5)
97% >8

Total hip arthroplasty should be considered in patients with refractory pain or disability and radiographic evidence of structural 4 C 9.4 (0.82)

damage, independent of age; spinal corrective osteotomy in specialised centres may be considered in patients with severe 100% >8

disabling deformity

If a significant change in the course of the disease occurs, causes other than inflammation, such as a spinal fracture, should be 5 D 9.9 (0.31)

considered and appropriate evaluation, including imaging, should be performed 97% >8




ACR 2019 recommendations

Table 2. (Cont’d)

Level of
Recommendation evidence PICO
21,
low
28. In adults receiving treatment with an originator TNFi, we strongly recommend continuing treatment with the origi- Very low 63

nator TNFi over mandated switching to its biosimilar.
29. We strongly recommend treatment with physical therapy over no treatment with physical therapy.t Low 19



CLINICAL SCIENCE

Maintenance of clinical remission in early axial
spondyloarthritis following certolizumab pegol
dose reduction

Robert BM Landewé, * Désirée van der Heijde @ ,*> Maxime Dougados,*
Xenofon Baraliakos,” Filip E Van den Bosch,® Karl Gaffney,” Lars Bauer,®
Bengt Hoepken,® Owen R Davies,® Natasha de Peyrecave, '® Karen Thomas,®
Lianne Gensler''

Results AtWeek 48, 43.9% (323/736) patients
achieved sustained remission, of whom 313 were
randomised to CZP full maintenance dose, CZP reduced
maintenance dose or placebo. During Weeks 48 to 96,
83.7% (87/104), 79.0% (83/105) and 20.2% (21/104)
of patients receiving the full maintenance dose, reduced
maintenance dose or placebo, respectively, were flare-
free (p<0.001vs placebo in both CZP groups). Responses
in radiographic and non-radiographic axSpA patients
were comparable.




CLINICAL SCIENCE

Continuing versus withdrawing ixekizumab treatment
in patients with axial spondyloarthritis who achieved
remission: efficacy and safety results from a placebo-
controlled, randomised withdrawal study (COAST-Y)

Robert BM Landewé @, Lianne S Gensler, Denis Poddubnyy @ ,? Proton Rahman,*
Maja Hojnik, Xiaoqi Li,> Soyi Liu Leage,” David Adams,” Hilde Carlier,”
Filip Van den Bosch @ ,%’ on behalf of the COAST-Y study group

Results Of 773 enrolled patients, 741 completed the
24-week lead-in period and 155 entered the RWRP. Forty
weeks after randomised withdrawal, 83.3% of patients
in the combined IXE (85/102, p<0.001), IXE Q4W
(40/48, p=0.003) and IXE Q2W (45/54, p=0.001) groups
remained flare-free versus 54.7% in the PBO group
(29/53). Continuing IXE significantly delayed time-to-
flare versus PBO, with most patients remaining flare-free
for up to 20 weeks after IXE withdrawal.

Conclusions Patients with axSpA who continued
treatment with IXE were significantly less likely to flare
and had significantly delayed time-to-flare compared
with patients who withdrew to PBO.
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