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Vai tro cia khang TNF alpha trong diéu

tri viem khdp vay nén tir cac khuyén
cao.

BSCK2 TRAN NGOC HT*U BUC

Truong hop lam sang

* BN nam, 1968

* Dia chi: TP. HCM

* Nghé nghiép: thg may

* Theo d&i tai Pon vi Diéu tri trong ngay, khoa Noi Khép, BV Cho Ray

* Gilra 2018: dau, swng nhiéu khép ngoai bién dwgc chan dodn viém
khé&p dang thap duoc diéu trj tai Bs tu: etoricoxib 90mg/ngay, MTX
2.5mg 4 vién/tuan, bénh gidm it

* 8/2019: vay nén kin ddo vung ron va da dau—> A Viém khép vay nén

* BN kham va diéu trj BS tu tiép tuc: etoricoxib 90mg/ngay, MTX 2.5mg
5 vién/tuan > Dau khdp gidm it, vdy nén ngay cang nhiéu
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DAPSA (Disease Activity in PSoriatic Arthritis) Score

Kham LS + CLS

(\ H BN tinh, tiép xuic t6t
L)) | “‘ 48 * Ngdi xe Idn (do dau khdp g6i nhigu)
Thé trang gay, BMI: 19.11

/w ﬁ % e ’% e * Vay nén rdi rac toan than va da ddu, BSA # 6%
ol ) O & AL A LR a1 DA 5 , , R
J Peis@% T R AR * T6n thuong mdng tay, méng chan

V | /- [0\ + Cong thirc mau:
‘ l f > HC: 4.64 T/L, Hb: 11.6 g/dI

eyrey esaty PPy Sessy » BC: 7 GIL, Neu: 61.8%
l.'I'endcrloin;;(';unllﬂ—bﬂ) T 2. Swollen Joi‘n‘h ("ounl(lH»G). S ‘ Sinh hOé méU:
' » ALT: 40 U/L, AST: 23 U/L (<35 U/L)
0/6] » BUN: 14 mg/d, creatinin: 0.92 mg/d, Ca TP: 23
mmo
3. CRP (mg/dl): Iﬂ * VS 1h: 85 mm, VS 2h: 120 mm, CRP: 45 mg/L (< 5 mg/l)
4. Patient’s assessment of disease activity and pain « RF (-)
* How active was your rheumatic discase on average duning the last week? . HBSAg (_)’ AntlHBC |gM (_)’ Antl HCV (_)

- IGRA()
+ Xquang phdi: binh thuwdng

DAPSA =TJ + SJ + CRP + Activity + Pain = 34.5

Disease Activity: 0-4 Remission, $-14 low, 15-28 moderate, >28 high Discase Activity

Dién tién

* BN dung golimumab 50 mg/4 tuan

 Ldm sang dap (ng 6n, dat lui bénh kéo dai

* Cudi 2020 dugc gidn lidu thanh 1 lo mai 2 thang (DAPSA 2.13)

* Cudi 2021 dugc gidn lidu thanh 1 lo mai 3 thang (DAPSA 2.38)
* Lan kham sau cung 23/9/2022 DAPSA 10.3 (LDA)
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Van dé

 Khi nao nén khéi dau thudc sinh hoc?
* Thuéc nao uu tién?

 Diéu tri theo muc tiéu?

* Khi nao giam/dan liéu?

Van dé

* Theo ban, trong diéu tri VKVN, khi nao nén khéi dau thuéc sinh hoc?
A. Sau khi that bai v&i csDMARD
B. Dung ngay tir dau
C. Y kién khac
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Nghién cu GO-DACT
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Annals of the Rheumatic Diseases 2020;79:490-498.

Bn chua timg ding csDMARD hay bDMARD dugc phan ngau

GOL + MTX (21) va nhém PBO + MTX
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Annals of the Rheumatic Diseases 2019;78:610-616.
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N/c MIPA: MTX khong co hiéu qua trong PsA

Methods. A 6-month double-blind RCT compared MTX (15 mg/week)
with placebo in active PsA. The primary outcome was PsA response
criteria (PsARC). Other outcomes included ACR20, DAS-28 and their
individual components. Missing data were imputed using multiple
imputation methods. Treatments were compared using logistic
regression analysis (adjusted for age, sex, disease duration and, where
appropriate, individual baseline scores).

Results. Four hundred and sixty-two patients were screened and 221
recruited. One hundred and nine patients received MTX and 112
received placebo. Forty-four patients were lost to follow-up (21 MTX,
23 placebo). Twenty-six patients discontinued treatment (14 MTX, 12
placebo). Comparing MTX with placebo in all randomized patients at 6
months showed no significant effect on PsARC [odds ratio (OR) 1.77,
95% Cl1 0.97, 3.23], ACR20 (OR 2.00, 95% Cl 0.65, 6.22) or DAS-28 (OR

1.70, 95% Cl1 0.90, 3.17). There were also no significant treatment -

effects on tender and swollen joint counts, ESR, CRP, HAQ and pain. Gleba| Index OR (95% CI) P-value
The only benefits of MTX were reductions in patient and assessor PsARC 1.77(0.97, 3.23) 0.06
global scores and skin scores at 6 months (P=0.03, P < 0.001 ACR20 responders 2.00 (0.65, 6.22) 0.23
and P =0.02, respectively). There were no unexpected adverse events. DAS-28 responders | 1.70 (0.90, 3.17) 0.10
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Arthritis Rheumatol . 2019 Jul;71(7):1112-1124. doi: 10.1002/art.40851.
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Van dé

* Ban quan tdm diéu trj khi lua chon thudc sinh ?
A. Thudc nao ¢ nhiéu dif liéu vé tinh hiéu qua va an toan
B. Nghién ctru head to head
C. T6n thwong ngoai khdp, bénh kém theo
D. Lwa chon khac

Infliximab - Pediatric CD

Etanercept - PsA Plaque PS Etanercept - Pediatric plaque PS

Adalisouniab = RA Adalimumab - AS Infliximab - Pediatric UC Adalimumab- NIU

2 Adalimumab - Polyarticular JIA o
Etanercept - RA Etanercept - Plaque PS - Plaque PS Certolizumab - PsA, AS

Infliximab - CD Infliximab - AS Certolizumab - CD Golimumab - UC, RA (infusion) Certolizumab - Plaque PS
I —e I ® I ® I
1998 1999 I 2002 2003 2004 2005 2007 2009 2012 2013 2014 2016 2017 2018
Etanercept - Polyarticular JIA Infliximab - PsA, UC Certolizumab - RA Adalimumab - Pediatric CD
Infliximab - RA Adalimumab - PsA Golimumab - RA, PsA, AS

Ftanercept - AS Adalimumab - CD Adalimumab - UC Adalimumab - Fingernail PS

Golimumab - PsA (infusion)
- AS (infusion)

Int. J. Mol. Sci. 2021, 22, 2719. https://doi.org/10.3390/ijms22052719
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Cac TNLS phase 3 quan trong

% Achieving

% Achieving

ACR20 response  PASI7S response
(tx/placebo) (tx/placebo) Inhibition
Study (primary endpt (primary endpt  of radiographic
Reference size (n) Doses (vs. placebo) wk) wk) progression
Infliximab IMPACT 104 5 mg/kg IV 65.4/9.6 (16) 68/0 (16) 50 wks
IMPACT 2 200 5 mg/kg IV 58/11 (14) 64/2 (14) 6 months and 1
yr
Etanercept 12-wk study 60 25 mg SC 2x wk 73/13 (12) 26/0 (12) Not studied
24-wk study 205 25 mg SC 2x wk 59/15 (12) - 12 months and
2 yrs
Adalimumab ADEPT 313 40 mg SC eow 58/14 (12) - 24 wks
Golimumab GO-REVEAL 405 50 mg/100 mg 51/45/9 (14) 40/58/3 (14) 24 wks and 256
wks
Golimumab GO-VIBRANT 480 2mg/kg IV 76.8/24.3 (24) 64.8/13.1 (24) 24 wks
Certolizumab RAPID-PsA 409 200 mg/400 mg 58/51.9/24.3 (12) 46.7/47.4/14 (12) 96 wks

Expert Rev Clin Pharmacol. 2017 Aug; 10(8): 899-910.

Kavanaugh et al. J Rheumatol. 2019;46:595-602
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swng dau va CRP 2
dung DMARD 2 3 thang)

* Danh gid ACR20/50/70, PASI75

va SHS.
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Adapted from Kavanaugh et al. Arthritis Rheumatol 2017;69:2151-61.
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Arthritis Care & Research Vol. 72, No. 6, June 2020, pp 806-813
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N/c GO-REVEAL sau 256 tuan véi

golimumab
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Annals of the Rheumatic Diseases 2014;73:1689-1694.

[ Open accsss Original research

BM) Open Long-term effectiveness and safety of
infliximab, golimumab and
ustekinumab in patients with psoriatic
arthritis from a Canadian prospective
observational registry

Proton Rahman,' Regan Arendse,” Majed Khraishi,' Dalton Sholter,?
Sheriff,* E ® Alien J Lehman,® Francois Nantel © ©
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Nghién ciru EXCEED
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Lancet 395, 1496-1505 (2020).

Ixekizumab dalimumab
xekizumab vs adalimumab
Patients with active PsA were randomised (1:1) to approved dosing of IXE or g
ADA in an open-label, head-to-head, blinded assessor clinical trial. The primary £3 60
objective was to evaluate whether IXE was superior to ADA at week 24 for ag 45% 46% ij, %
simultaneous achievement of a >50% improvement from baseline in the American s < 40 37% ; 45% %
College of Rheumatology criteria (ACR50) and a 100% improvement from B 23% 5% L
baseline in the Psoriasis Area and Severity Index (PASI100). Major secondary 20
objectives, also at week 24, were to evaluate whether IXE was: (1) non-inferior to 20%
ADA for achievement of ACR50 and (2) superior to ADA for PASI100 response. 0 : : . : : :
Additional PsA, skin, treat-to-target and quality-of-life outcome measures were 0 4 8 12 16 20 24
assessed at week 24. Week
100+
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Annals of the Rheumatic Diseases 2020;79:123-131. -o- ADA (N=283) - IXE (N=283)
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Te NEW ENGLAND JOURNAL o MEDICINE

Trial of Upadacitinib and Adalimumab for Psoriatic Arthritis

PHASE 3, RANDOMIZED, CONTROLLED TRIAL

Upadacitinib Placebo Adalimumab

15 mg 30 mg
(once daily) (once daily) (every other week)
@ & 9 -
Patients with
psoriatic arthritis (N=429) (N=423) (N=423) (N-429)
20% Improvement 0 0 0
) 70.6%  78.5% 36.2% 65.0%
(ACR20 response) P<0.001 for both upadacitinib doses vs. placebo
Incidence of adverse 0
events through 66.9%  72.3% 59.6% 64.8%

week 24

ACR20 response was greater with upadacitinib than with placebo.
Upadacitinib was noninferior to adalimumab.

I.B. Mclnnes et al. 10.1056/NEJMo0a2022516 Copyright © 2021 Massachusetts Medical Society

N/c ECLIPSA: Ustekinumab vs TNFi

A" SPARCC B. s MASES C. 2k LEI
Primary endpoint: SPARCC=0. i She l1 S - Uer
51 patients (UST=25; TNFi= 26) were ] )
screened, 47 enrolled (UST=23; TNFi=24) * s S
and 46 completed the studly. g . - o g
After 24 weeks, 73.9% of UST patients \\, s dn
and 41.7% of TNFi patients reached the "X e ' TR e e TR Yew 60
primary endpoint (SPARCC=0) indicating D. E. F
clearance from enthesitis (p=0.018). TIC sJC PASI

10y "y oy

UST achieved superior responses as
compared to TNFi with respect to

enthesitis (p=0.007) and psoriatic skin -
disease (p=0.030) but not for arthritis B
(p=0.95). o

BL 3Imo 6mo

The End-to-end Journal (2018), doi: 10.1016/j.semarthrit.2018.05.011
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Viém kh&p ngoai bién

Viém khép truc

Viém diém bam gan

Viém khdp vay nén ol e

Tén thuwong da

Tén thwong méng

Viém ruot

Viém mang b6 dao

21

TNFi [am gidm VMBD mdi mac & BN VCSDK

dung TNFi trong VCSDK (2 20 : P=0.005 \
NCETN, 2 NCIFX)va3 NC 18 Ty
open-label. 12

* Chonradugc397BNcd 12 P=0,08
VMBD trong qua trinh 10

theo doi. Trong d6 297
dung ETN, 90 dung IFX.

O N B O

3.4
IFX ETN PBO

Arthritis Rheum. 2005 Aug; 52(8):2447-51.
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Hiéu qua cla TNFi [én viéem mang bd dao:
Swedish Biologics Register (ARTIS)

70 1 Last 2 years before TNFi .
60 First 2 years on TNFi [}

& un
o o
2

Total AU events
per 100 patient-years
w
)

20 -+
10 +
0 4
Adalimumab Etanercept Infliximab
(n=406) (n=354) (n=605)
Lie E, et al. Ann Rheum Dis 2017;76:1515-21 23
Van dé
* Co nén diéu tri theo muc tiéu?
* Co6
* Khong
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Nghién ctru TICOPA

Patients consented, screened and
randomised

MTX Standard therapy s per
MOA g'wk for 4 weeks restino chvsician
20mgiwk :2-::&!“ for 2 weeks 5
= uattc:?e Tight control n Standard care n p-value
Not MDA 0, ) -
weeks (%) (%)
DA (=3T/S
o [ e ks s ACR20 55/89 (61.8) 37/84 (44.0) 0.0194
bd at week &
Continue 1g bd for 4 weeks ACR50 44/86 (51.2) 21/84 (25.0) 0.0004
Escalate to 40ma%o’dav maximum
s ACR70 33/87 (37.9) 15/86 (17.4) 0.0026
el dll, L o PASI75 44/75 (58.7) 27/81 (33-3) 0.0015
MDA 1“::&:{1?!:1 aweas | | mlf4ms (=375S Js) r:’:;"’” '""::"‘” MDA
2 for 4 week 20mgidsy for 8 week ant i
ATRORUC 13 & waaka » contraindicated) for 12 weeks
Not MDA Net MDA
(<3S J8)
MTXandCyA L — 1 MTXand LEF Z° line ani-TNF therspy for 12 Mea
1mghg/day for 4 wesks 10mgday for 4 weeks ests. e I—-chm.
I Continue I 2mghkg/day for 4 weeks 20mg/day for 8 weeks
3moka/dav for 4 weeks

Lancet. 2015 December 19; 386(10012): 2489-2498. doi:10.1016/S0140-6736(15)00347-5

Van dé

 Quan diém cda ban vé gidm/dan liéu thudc sinh hoc?
A. Can tim moi cdch dé BN gidm/dan liéu thuwdng quy
B. Giam/d3n liéu tuy theo tinh trang hoat ddng cGia bénh
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Drugs
https://doi.org/10.1007/540265-018-0994-3

REVIEW ARTICLE

@ CrossMark

Tapering and Discontinuation of Biologics in Patients with Psoriatic
Arthritis with Low Disease Activity

C6 thé xem xét giam/dan lidu & BN 8n dinh (chirng c rat yéu)
Viéc ngung han thudc sinh hoc 1am ting cao nguy co mat dap ing

diéu tri
Cac yéu td du doan gidm/dan liéu s& gdy mat dép (rng: bénh hoat
tinh cao tai thoi diém ngung thudc sinh hoc, hdt thudc 14, nam gidi

% d
by studies to define patients eligible for bDMARD tapering or discontinuation and the process by which this occurs. We also
review the outcomes of bDMARD tapering and discontinuation, the predictors, and the likelihood of restoring remission
following relapse. To date, bBDMARD tapering seems to be feasible and safe in patients with PsA who are in remission or
with low disease activity. Lower disease activity prior to tapering seems to increase the likelihood of successful bDMARD
tapering. In contrast, discontinuing bDMARDs appears to carry a substantial risk of loss of remission. Those with higher
disease activity at time of tumour necrosis factor inhibitors discontinuation, current smokers, male sex, increased skin
involvement, and synovial hypertrophy seen on ultrasound prior to discontinuation are at greater risk of losing remission
post-bDMARD discontinuation. In those who lose remission, reinstating the standard dose of bDMARD appears to be
effective in restoring remission.

Ngung thudc?

* Quan sat 302 BN trong doan hé : ,
CORRO NA/ n u‘ng TNFi sau khl Time to End of Benefit after Discontinuation of TNFi while in LDA
dat LDA kéo dai.

* Tai thoi diém ngwng TNFi, thoi
glan mac PsA trung binh 1a 9.8
nam, CDAI trung binh la 3.9, thoi
gian dung TNFi trung binh la 1.5
nam.

* Thoi gian trung binh tinh tw [uc
ngung thudc den luc métAdélg
tng la 29,2 thang. Tinh dén lan
kham cudi cung, 179 (55.1%) BN
van dat LDA keo dai.

* YTNC khién nguwng TNFi that bai
E\ béll:\]h hOIat tl'nh%CDA|23.2) va g = T L ER (Bt =
ut thuoc Ia.

0.50 0.75 1.00

0.25

0.00

T T T

RMD Open 2017;3:e000395. doi: 10.1136/rmdopen-2016-000395
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Cac phuong thirc diéu tri VKVN

Non-pharmacologic therapies

y drugs,
cocort ocorticoid injections

.l u ® O 4

OSM * methotrexate, sulfasalazine, cyclosporine,
leflunomide, apremilast

TNFi * etanercept, infliximab, adalimumab, golimumab,
certolizumab pegol

1L12/23i . ustekinum%b
* secukinumab, ixekizumab, brodalumab
JAK inhibitor * tofacitinib

Figure 1. Pharmacologic, nonpharmacologic, and symptomatic therapies for psoriatic arthritis. Pharmacologic therapies are displayed in the
blue boxes and include oral small molecules (OSMs), tumor necrosis factor inhibitor (TNFi) biclogics, interleukin-17 inhibitor (IL-17i) biologics,
an IL-12/23i biologic, CTLA4-immunoglobulin, and a JAK inhibitor. While there are numerous nonpharmacologic therapies available, 6 of
these are addressed in this guidefine. Symptomatic therapies include nonsteroidal antiinflammatory drugs, systemic glucocorticoids, and local
glucocorticoid injections. Systemic glucocorticoids or local injections are not addressed in this guideline.

Symptomatic treatments

Arthritis & Rheumatology Vol. 71, No. 1, January 2019, pp 5-32 DOI 10.1002/art.40726
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Lua chon dau tién cho VKVN?

Treatment-naive Active PsA

,, 1

AMERICAN COLLEGE
of RHEUMATOLOGY

Laow Poalobeianal
(48

7 4

Active PsA was defined as
symptoms at an unacceptably
bothersome level as reported by

: : Start IL17] biologic over
Start TNFi biologic over OSM, | | Start OSM over IL17i biologic Start MTX over NSAIDs . .
IL17! bilogic or 1127231 bologic or 12723 bioogic. ™ 1L12123 biologlo the patient, and judged by the
May consider alternative choices | | May consider altemative choices in some e examining health care provider to
in some situations# choices in some situations## situations* situations™
I be due to PsA based on the
PsA still active? PsA sulvadlvﬁ PsA still active? PsA still active? presence of at least 1 of the
Go to Figure 5 for active PsA Go to Figure 4 for active PsA despite OSM Goh;’weGloracﬁnPlAdm following: actively inflamed joints,
S I onn ey o LSRG ey dactylitis, enthesitis, axial disease,

active skin and/or nail involvement,
and/or extraarticular manifestations
such as uveitis or inflammatory
bowel disease (IBD).

# May consider alternatives (indicated in parentheses), If patient has severe psoriasis (IL171 or IL12/23i biologic); has contraindications to
TNFi biologic Including recurrent infections, congestive heart failure, or demyelinating disease (OSM, IL17i biologic, or IL12/23 biologic);
prefers oral medications (OSM) or less frequent administrations (IL12/23| biologic); has concern over starting biologic as the first therapy
(OSM); or does not have severe psoriasis or severe PsA (OSM).
## May consider alternatives (indicated in parentheses), If patient has severe psoriasis or severe PsA (IL12/23i biologic or IL171 biologic);
has concomitant active I1BD (IL12/23i biologic); or prefers less frequent administrations (IL12/23i biologic)
A May consider NSAIDs in patients with less active disease, after careful consideration of cardiovascular risks and renal risks of NSAIDs.
AA May consider IL12/23i biologic if patient has concomitant IBD or desires less frequent drug administration
The order of listing of various conditional recommendations or of different treatment choices within a conditional statement does not
Indicate any sequence in which treatment options would be chosen; each conditional statement stands on its own

Arthritis & Rheumatology Vol. 71, No. 1, January 2019, pp 5-32 DOI 10.1002/art.40726
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Lam gi néu khong ddp irng csDMARD?  ZEmamoesy

Discuss with the

Active PsA despite OSM

Switch to TNFi biologic* over another
OSM**, IL 17i biologic, IL12/23i biologic,

Switch to IL17i biologic* over another
OSM**, IL12/23 biologic, abatacept or

Switch to IL12/23i biologic* over
another OSM**, abatacept or

abatacept or tofacitinib# tofacitinib® tofacitinib*
May alternative choices in some May in some May consider alternative choices in
situations## situations** some situations***

* For each biologic, biologic monotherapy is conditionally recommended over biologic + MTX combination therapy.
** Add apremilast over switching to apremilast; Switch to another OSM (except apremilast) over adding another OSM
# Please see Figure 5 for detalls and treatment options If patient has active PsA despite TNF biologic.
A please see Figure 6 for details and treatment options if patient has active PsA despite IL17i or IL12/23i biologic
## May consider alternatives (indicated in parentheses), If patient has severe psoriasis (IL17| or IL12/23i biologic); has
contraindications to TNFI including recurrent infections, congestive heart fallure, or demyelinating disease (OSM, IL17i biologic,
IL12/23i biologic, abatacept or tofacitinib); prefers oral medications (OSM, tofacitinib) or less frequent administrations (IL12/23|
biologic).

A4 May consider alternatives (Indicated in parentheses), If patient has concomitant active I1BD (IL12/23i biologic), absence of severe
psoriasis or PsA (OSM); has recurrent serious infections (abatacept); has recurrent candida infections (tofacitinib); prefers oral
medications (OSM, tofacitinib) or less frequent administrations (IL12/23i biologic)

AAA May consider alternatives (indicated In parentheses), if patient has absence of severe psoriasis or severe PsA (OSM); has
recurrent or serious infections (abatacept); prefers oral medications (OSM, tofacitinib).

The order of listing of various conditional recommendations or of different treatment choices within a conditional statement does not
Indicate any sequence in which treatment options would be chosen; each conditional statement stands on its own

Arthritis & Rheumatology Vol. 71, No. 1, January 2019, pp 5-32 DOI 10.1002/art.40726
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Lwa chon dau tién trong VKVN? eular

Phase |

Consider consulling a
dermatologist in case of
major skin involvement

( Clinical diagnosis of active PsA j
J ¢ N2 N

[ Mono/oligoarthritis ] [ Enthesitis ] [ Predominantly axial disease ]

poor prognostic factors present [ J
> !

[ NSAIDs +/- local glucocorticoid injections ] [ NSAIDs +/- local glucocorticoid injections’ ]

J l

Achieve

Polyarthritis (>4 swollen joints)
with or without dactylitis

Achieve

target* within Yes — target® within Yes —.
< 4 weeks 4-12 weeks
Continue and adapt i Continue and adapt ]
No No
L
Phase Il v

Start methotrexate®
or leflunomide
or sulfasalazine

Improved*

at 3 months
Yes I
v

Remission or low disease activity
In PsA DAPSA or MDA should be considered to define the target.

Annals of the Rheumatic Diseases 2020;79:700-712.
Annals of the Rheumatic Diseases 2018;77:3-17.

Lam gi néu khong déap ¢rng csDMARD? eular

Phase Il J ‘
l < Predominantly axial disease |

Start b(DMARD:
TNFP* or IL-12/230° or IL-17¢;
if b(DMARD inappropriate: start JAKI
(Conudar uung PDE4I n muld disease 1
BOMARD and JAKi is inapgeopeiste)

Start bDMARD:
TNFi or IL17P
(usual practice would be
to start a TNFi)

Improved*
at 3 months
and target” achieved
at 6 months

l—) Yes )

Phase IV Arthritis and/or 1 Py ly axital disease
N Switch to another bDMARD” or JAKi or PDE4I =3 Switch bDMARD within or between
(within or between classes) classes of TNFi or IL-17¢
Improved*
at 3 months
and target’ achieved Yes tl/
No
1. No gluescortcoids e arwl dsease 3 4 st 50% 3 ot
2 Tho tanget i revsssion or low dkseass acthey hvemand. howeer 3 case of Asease acthety Phase t mcommendstons 1.2 3 4. §
fuspocaty ananbTNE 5 Asadd+ Prase It rocommendatons 1,3, 4.8, 12:
WA e ot 0-taret recarmendatons ankbody wexsd e prederrod 6. Consider Prase 0 88 10,12
7. Inchateg stmtacapt Phase IV ecomemendations 7. 1112

Annals of the Rheumatic Diseases 2020;79:700-712.
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GRAPPA 2021

Consider which domains are invol

therapies; choice of therapy should addr

lved, patient preference, previous/concomitant
ess as many domains as possible

GRAPPA’

dhom disease L Uveitis
BN s W l I
bDMARDs MTX. bDMARDs MTX, bDMARDs Photou or bDMARDs TNFi (not TNFi {not
(TNFi, (TNFi.IL-12/23i.  (TNFi, IL-12/23i, (TNFi,IL-12/23i,  ETN), ETN),
IL- ulzsi.l. 17, IL-17i)or IL-17i, IL-23i, IL- m.n. 23i, bDMARDs('lNFi IL-17i. IL-23i) IL-12/23i, ciclosparin,
IL-23i, cn.M-lg). JAKi CTLA4-1g), JAKi, JAKi, IL-12/23i, IL-17i,  or PDE4i IL-23i, JAKI,  MTX
JAKI, or or PDE4i o( IL-23i). JAKi or MTX
PDE4i
Switch bDMARD Switch Switch bDMARD  Switch bDMARD Switch bDMARD  Switch bDMARD
(TNFi, IL-12/23i, bDMARD (TNFi.IL-12/23i.  (TNFi, IL-12/23i, (TNFi,IL-12/23i.  (TNFi, IL-12/23i,
IL-17i IL-23i, (TNFi, IL-17i, 1L-23i, IL-17i, IL-23i, IL-17i, IL-23i), IL-17i. IL-23i) or
CTLA4-Ig), JAKi, IL-17§) CTLA4-1g), JAKi,  CTLA4-Ig), JAKi, JAKi or PDE4i PDE4i
or or JAKi or or

G SN U SN N N B
)

Comorbidities and associated conditions may
impact choice of therapy and/or guide monitoring

Treat, periodically re-evaluate treatment
goals and modify therapy as required
- J

Nature Reviews Rheumatology volume 18, pages465-479 (2022)

N

Két luan

e Nhdm (rc ch& TNF 1a nhédm thudc cé nhiéu di¥ liéu nhat vé tinh an
toan va hiéu qua trong diéu tri VKVN.

* Ngay cang cé nhiéu dit liéu Gng hé viéc sir dung s&m thuéc sinh hoc
trong diéu tri VKVN.

* Viéc diéu tri can can nhac toan dién cac biéu hién tai khdp, ngoai
kh&p, va bénh kem theo.

* Diéu tri theo muc tiéu sé giup dat hiéu qua tot hon.

* Viéc gidam/dan liéu khong nén dit ra thwdng quy, can can nhac va ban
bac v&i BN trudce khi gidam/dan liéu.
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