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Kiém soat sém viém khép cot
song thé truc chwa ton thwong
trén Xquang Viém khép cét song

(nr axSpA)

ThS.BS.CKIl Dwong Minh Tri
Trirong khoa ndi Co Xwong Khép
BV Nhan Dan Gia Pinh

Noi Dung

- Calam sang
- BPai cwvong SpA
- Lam sang va chén doan

- Cap nhat diéu tri
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CA LAM SANG

* BN ni¥, 38 tudi dau that lwng 6 thang, dau ca ngay dau
nhiéu khi vé dém gan sang, nghi ngoi khéng giam, han
ché lam viéc, khdng lan xuéng chi dudi.
BN khéng dau cac khop khac, diéu tri nhiéu thang
NSAIDs (Etod ricoxib), dan co,
giam dau, tinh trang khéng giam -> kham CX khép

CA LAM SANG

Tién can: Khdng chan thwong, Khéng bénh khac
Gia dinh: Khdng ghi nhan bat thu’%ng

XQuang: Thodai hod CSTL, khéng tén thuwong khép cung chau

MRI CSTL: Thoai hoa CSTL, VK %au L3/4. L4/5 hai bén

Khéng bat thwerng khép cung chau 2 bén
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Pau Iwng man va viém khép cot séng

Most commaon causes

of Low Back Pain Box 5 1BP according to ASAS experts’ to be applied in
- Strains and sprains ﬂ““u*l)"

Herniated Discs
Disc Degeneration
Spondylolisthesis

Osteoporosis » Age at onset <40 years

Infections of the spine

Abnormal shape of the spine il
Inflammatory back pain . ||'|Slj||].|5 onset

Sacroilliac joint pain » Irl'pm\femﬁlt 'Mﬂ'l exercise

Other conditions that can

cause low back pain such as » No impmm with rest

cancer of the spine, Bladder

infections, kidney stones, » Painat ngbﬂ ('ﬂlﬂ'l mpm\'&mﬁm upon mmﬂg lﬂl

kidney infections, pelvic

inflammatory disease, Tfﬁ critena are fulﬁﬂad if at least four out of FNE pa‘lam&ﬁ are

sleeping disorders
Posture related such as present.

or sitting

Chi 5% BN dau lung man tinh cé VKCS 30% BN dau lwng man tinh kiéu viém cé VKCS

Ann Rheum Dis 2009;68(Suppl I1):ii1-ii44

Viém khép cot song (ASAS)

Viiém khép cét séng

I —

Viém khdp cot séng thé ngoai
bién {peripheral SpA)
T/c ASAS, 2011

Vigdm khép cot sdng thé truc (axial
SpA)
T/c Asr:\s, 2009

Viém khap phan (g
khop vay nén
khop lién quan dén viém rudt
khop cdt séng chira dinh danh

Viém cot song dinh
khap
T/c New York,
1984

Viém khép cot
song khong tén
thueng Xquang
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Triéu chirng trung lap giira cac nhém bénh

= Axial manifestations Peripheral manifestations
VKCS thé truc

+ Thé truc don thuan Non-radiographic --'-'-'., \ B ndifferentiated

- pr s = n o Axial S Arthritis ripheral SpA
* Thé truc cé kem biéu hién ngoai vi pA VRTTRL v »

Axial Spondyloarthritis =

Radiographic

VKCS ngoai vi Axial SpA

+ Cac thé chibiéu
hién ngoai vi
* Co thé co biéu hién truc

Mogithed from Proft F et al. Ther Adv Musculoskeiet Dis 2018,10:129-39

Viém khép cot song thé truc
(Axial Spondyloarthritis, axSpA)

viém man tinh cha yéu & cot séngrt/é cac khﬁp truc

— C6 thé kém biéu hién ngoai vi/ngoai khop
Thwong khéi phat & do tudi tré (<45)
Gidi tinh

— Viém cdt séng dinh khép (VCSDK) {A% r-axSpA): bam > nir

— Thé khéng ton thwong XQ (nr-axSpA)

Co méi lién hé chat ché voi HLA-B27 (90%)
Tién triérj dén dinh clrng khop va cét song, nguy co cao tan phé,
giam chat lwgng cdt song

Nr ~ nam
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Dich té

Ty 1& viém khop thé truc axSpA: 0.9 — 1.4% &
My 1
» Khong tdn thweng X quang nr-axSpA:
04 -09%

» Viém CS dinh khop|/AS: ~0.5%

nr-axSpA chiém 29% BN co6 dau lung kiéu
viém?

1. Am J Med Sci 2013; 345 (6); 431-6.
2 Arthritis Res Ther 2016; 18- 132,

Cac yéu t6 chan doan SpA

Triéu chirng Dal:l |LI’I19 ' -
kiéu viém

Viem khop diém bam tan

Viém ngoén

Hinh anh
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Cac yéu té6 chan doan SpA

Xet nghiém ESR/CRP

Tién stir Bénh Nhan Good response to NSAIDs

Di truyén hoc HLA-B27 Tién
dwong str gia

dinh

Elewaut D & Matucci MC. Rheumnatology 200948 1029-1035

axSpA: Cac biéu hién ngoai khép

Cac biéu hién ngoai khép
Viém mang bd dao (tredc)
viém rugt (IBD)
R&i loan dan truyén tim o \
— el iém mang
10-20 s bd dao
Bét thuerng vé than 10-35
B4t thweng hé hap 40-88

Lo&ng xwong 11-18
Thiéu xwong 39-59

Elewaut D & Matucei MC. Rheumatology 2009,48:1029-1035

\iém rudt

CAP NHAT NHUNG TIEN BO TRONG QUAN LY TOAN DIEN CAC BENH CO XUGNG KHOP



HOI NGHI KHOA HQC NAM 2025
LIEN CHI HOI BENH TU MIEN CO XUONG KHOP TP.HO CHi MINH

HINH ANH HOC - MRI

Phat hién cac ton thuong viém & giai doan sém
trwdc khi thay doi trén X-quang

STIR, semi-coronal T1-weighted, semi-coronal VIBE, semi-coronal
L

Poddubnyy D. Joint Bone Spine 2023 Jan;90(1):105,468.

TON THUONG KHOP CUNG CHAU
TREN MRI

TT Viém

Phu tuy xwong

Vij‘m phéan m]’lm quanh khép

Xo xuwong dudi sun
Bao mon khap
TT cdu tric Lap day I’n hiéu T1

Ling dong m&

Y¥u Jin T, Knipe H, Di Muzio B, et al. Sacroiliitis. Referpnc
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Chan dodn AS: T/c New York stra d6i (1984)

Lam sang:

— Dau luvng kém cirng c6t sdng trén 3 thang, khdng d& khi nghingoi, cai thién khi van dong

— Han ché van dong cot séng cac tw thé

— D06 gian 16ng ngwc giam
« X quang khép cung chau: Viem khép cung chau 2 bén (d6 II-IV) hoac 1 bén (dd

I, 1V)
L2 T’i’
. | 3 ' 24

boll pa Il PoIv

Chén dodn xdc dinh: XQ va 21 t/c ldm sang

Tiéu chuan ASAS* chan doan AxSpA

Viém K. cung chdu trén CBHA
(XQ/MRI) va 21 t/ch sau:

HLA-B27 (+)

HodC 4 2 ch khac dudi day:

Ngén tay/ngon chan hinh khic doi

WAy nén - Tén thurong viém hoat déng (STIR)
Bau lwng kiéu viém + Phi tly xwong (viém xurong) -> bat
Pap trng tét voi NSAID budc trong viém hoat ddng
L : : +Viém mang hoat djich
Tién can gia dinh bj viém khép cét|song
+Viém bao khép, digm bam gan, day

Viém khop o
chang

Wiém diem bam gén - : e
J -Ton theong viem man tinh (T1) -> thay

Bénh Crohn, viém loet dai trang d&i cau triic
CRP tang + Xo dac xwrong
HLA B27 duong + Bao man

+Léng dong m&
*  \iém mang bo dao

+ Cau xuwongfdinh khép

essment of SpondyloArthritis International Society (ASAS)
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CAN CHAN POAN SO'M VKCSTT

Giai doan chua ton
thwrong khop trén Xquang

Rudwaleit M, Khan MA, Sieper ). The challenge of diagnosis and
classification in early ankylosing spondylitis: do we need new criteria?
Arthritis Rheum. 52(4), 1000-1008 (2005}

» 5-12% patients transition from nr-axSpA
to r-axSpA after 2 years

+ Factors associated with this transition;
inflammation (as indicated by MRl and
elevated serum CRP levels), HLA-B27
positivity and smoking

CAP NHAT NHUNG TIEN BO TRONG QUAN LY TOAN DIEN CAC BENH CO XUGNG KHOP



) _ HOINGHI KHOA HOC NAM 2025
LIEN CHI HOI BENH TU MIEN CO XUGNG KHOP TP.HO CHi MINH

CA LAM SANG

CRP: 8,7 mg/dI
VS 1h va 2h tang (47 va 90) |

Khép cung
chau khong ‘
viém/xquang

va MRI B
duwong tinh

PIEU TRI

A: Viém cot séng th?’ truc Théng TT Xquang

Chi s6 hoat tinh bénh
ASDAS = 3.5 J BAS[PAI = 6,8
HOAT TINH BENH CAO

NSAIDs + Anti-TNFi: Etoricoxib + Adalimumab
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Diéu tri axSpA

Treating axial spondyloarthritis and peripheral
n " spondyloarthritis, especially psoriatic arthritis, to
L] L] . "
I\fl target: 2017 update of recommendations by an
"-'lc tleu dleu tr! international task force

losef S Smolen, ka ! Jirgen Braun,' Maxime Dougados,”

Lui bénh lam sang, bénh khong hoat ‘/*
déng hodc hoat tinh thap nw

Inflammation

Nguyén tac -
Toan dién, két hop nhiéu bién phap lE|

Sé&m, tich cuc -> kiém soat viém, ngira tén

thuong cdu tric, tan phé

Lién tuc, lau dai

Smolen IS, et al, Ann Rheum Dis 2018, 77:3-17

Diéu tri ndi khoa

« NSAIDs: dau tay cho hau hét bénh nhan

— Cai thién dau va cirng khop Hidu aua han ché
— Hiéu quéa han ché trén van dong 43 va dap ng ey é‘f} UKCS i

viém cap " .
— Co thé ¢ tac dung trén ton thuong céu tric do trung binh,
— St dung liéu cao cho phép, lién tuc ) nang
Corticosteroids: Chu yéu dunga tai cho
— Duong toan than: hiéu qua han ché va dung'tam
— Tac dung phu nhiéu

* DMARDs: Sulfasalazine

— Cb thé cai thién viém khop ngoai bién
— [t hidu qua dbi v&i thé truc (cot séng) don thuan
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ASAS-EULAR recommendations for the management of axial spondyloarthritis: 2022 update

Phase |
consider in all patients [ Clinical diagnosis of ] all patients
l axSpA J
if symplomatic
e
. Start NSAID and titrate up to EMEANER _
Physiotherapy Regular exercise
the maximum tolerated dose ;
Stop smoking
Sufficient
At least 2 courses t2.4 Y
AT response at 2- es—
weeks?
Continue
- No
Phase Il Mainly peripheral symptoms l Purely axial disease ]

ASAS-EULAR recommendations for the management of axial spondyloarthritis: 2022 update

Phase Il Mainly peripheral symptoms Furely axial disease

|

Start TNFi, IL-177 or JAKS ’

i covstra-incdkcated or lack of efficacy

Consider local
glucocorticoid injection
Consider sulfasalarine

Current practice TNFI or IL-171

History of recurrant uveitie or
active |BD" manoclonal Ab TNF*
preferred. significant psoriasis:

AASDAS2] 1 IL-171" preferred
LH >

after at least 12 —7Yes

weahks?
Sustamned remisson
consider bDMARD
taparnng

Mo
Phase Il vL

if actve v S corfirrmesd

Rea-svaluaton of the diagnosis
presence of comarbidities

Switch to another bDMARD
(TNFi or IL-177") or JAKI

AASDASZ11
after al least 12
weeks?

Sustained remisson
3 consicder bDMARD
taparing
Algorithm based an the ASAS-EULAR recommendations for the management of axial spondyloarthritis (axSpa). Ab, antibody; ASAS,
Assessment of SpondyloArthritis international Society; ASDAS, Ankylasing Spondylitis Disease Activity Score; bDMARD, biological disease-moditying

antirheumatic drug; IBD, inflammatory bowel disease; IL-17i, interleukin-17 inhibitors; JAKI, Jam:s kinase inhibitors; N5AID, non-sterokdal anti-
inflammatory drug: TNFL tumour necrosis factor inhibitors.

CAP NHAT NHUNG TIEN BO TRONG QUAN LY TOAN DIEN CAC BENH CO XUGNG KHOP
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Analgesics, such as paracetamol and opioid-(like} drugs, might be considered for residual pain after 5/D 89(1.4)
previously recommended treatments have falled, are contraindicated, and/or poorly tolerated.

Glucocorticoid injections directed 1o the local site of musculoskeletal inflammation may be 278 {injections) 9.610.8)
considered. Patients with axial disease should not receive long-term treatment with systemic 5/D (long-term systemic GCs)

glucocorticoids.

Patients with purely axial disease should normally not be treated with csDMARDs, sulfasalazine 1a/A (sulfasalazine, methotrexate) 9.6(0.9)
may be considered in patients with peripheral arthritis. /A {leflunomide)

4/A (other csDMARDs)

1a/A (sulfasalazine peripheral disease)
TNFi, IL-17it or JAKit should be considered in patients with persistently high disease activity despite 1a/A 92(1.2)
conventional treatments (figure 1); current practice is to start a TNFi or IL-17it.
If there is 2 history of recurrent uveitis or active IBDS, preference should be given to a monoclonal  2b/B (uweitis, IBD) 9.101.8
antibody against TNFY In patients with significant psoriasis, an IL-17it may be preferred. 1a/B (psoriasis)
Absence of response to treatment should prompt re-evaluation of the diagnosis and consideration  5/D 9.5(0.8)
of the presence of comorbidities.
Following a first b/tsDMARD failure, switching to another bDMARD (TNF or IL-17it) or a JAKit 2h/B (TNFA after TNFi failure) 9.3(1.1)
should be considered ThiA (IL-171 after TNFi failure)

5/D (all other switches)

If @ patient is in sustained remission, tapering of a bDMARD can be considered. 1a/B (TNFi), S/D (IL-17) 92102
Total hip arthroplasty should be considered in patients with refractory pain or disability and 4iC 95(0.8)
radiographic evidence of structural damage, independent of age; spinal corrective osteotomy in

specialised centres may be considered in patients with severe disabling deformity.

If a significant change in the course of the disease occurs, causes other than inflammation, such as 9.61(0.9)

a spinal fracture, should be considered and appropriate evaluation, induding imaging, should be

performed.
*Level of recommendation: level 1a, systematic review with homogeneity of RCTs; level 1b, individual RCT (with narrow CI); level 1¢, all or none; level 2a, systematic review
with homogeneity of cobort studies; level 2b, individual cohort study (including low-guality RCT); level 2¢, 'outcomes' research, ecological studies; level 3a, systematic review
{with hamogeneity) of case—control studies; level 3b, individual case—control study, level 4, case series (and poor-quality cohort and case—control studies); level 5, expert opinion
without explicit aritical appraisal, or based on physiclogy, bench research or 'first principles’. Grade of recommendation: grade A, consistent level 1 studies; grade B, consistent
level 2 or 3 studies or extrapolations from level 1 studies; grade C, level 4 studies or extrapolations from level 2 or 3 studies; grade D, level 5 evidence or troublingly inconsistent
or inconclusive studies of any level
tiL-17i: refers only to IL-17A inhibitors.

*Thn fnllrssing vick Fartner fne rardinuacealae aunnte and malisnancinr moat e rancidornd whhnn intandine tn acncesha 2 TAFD san e BL anare sosenmnt ae nact emnbinn arhonr

Ann Rheum Di

C et

Biologics with Different MoAs Have Been Approved for the
Treatment of a Wide Range of IMIDs?1-8

g O 8 [l = =
! p  — 'y

Axial

Uveitis® PsA isease: nr-

axSpA

Axial
disease: AS

Approved

Not approved
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ASAS-EULAR 2016 axSPA:

- Trong tiéu chi nay, ¢a 5 TNFi déu duoc chi dinh cho AS.

- Etanercept, adalimumab, golimumab va certolizumab duoc xem xét
trong nr-axSpA.
- IL17i secukinumab chi duoc chi dinh cho AS.

Hiéu qua cla cac thudc sinh hoc trong axSpA (nr-axSpA:
VKCS khong ton thwong X quang)

Dosing regimen Assessment  Drug response Placebo response  Difference, %
timepoint (ASAS40), % (n/N) (ASAS40), %
(week) (n/N)
Non-radiographic axial spondyloarthritis (all included patlents}

[ Adalimumab® 40 mg, every other week, subcutaneous

=

48 (22/46) }
47 (24/51) 16 (8/50)
J3[a)a105a 15(16/108)
Golimumab* 50 mg, every 4 Neels_sub ntaneous 16 57 (55/97) 23 (23/100)

36 (33/91) 15 (14 94!
Certolizumab pegol™ 200 mg, every other week, subcutaneous :

e
N N NN

Certolizumab pegol™ 400 mg, every 4 weeks, subcutaneous

Etanercept” 50 mg, weekly sub-..utane«:u:

-

Non- radlagraphlc axial spondyloar‘thntls (with raised CRP, or al:tme sacroliutls on MRI, or both)

[ Adalimumab" 40 mg, every other week, ubLutan neous 12 41 [’o!69 14 {_1'57*,:3}
Certolizumab p-eg'ui": 200 mg, every otherw rel: subcutaneous . -1u rﬂum: 16 (8/50)
Certolizumab pegol™ 400 mg, every 4 weeks, subcutaneous 2 47 (24/51) 16 (8/50)
g Sing ey b )

i Golimumah” 50 mg, every 4 weeks, subcutaneous 6 60 178) "3 r‘l?“ﬂ‘sﬂ:

Lancet 2017; 390: 73-84
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Hiéu qua cla cac thudc sinh hoc trong axSpA
(Viém cot song dinh khaop)

Dosing regimen Assessment  Drug response Placebo response  Difference, %
timepoint (ASAS40), % (n/N) (ASAS40), %
(week) (n/N)

Ankylosing spondylitis

Adalimumab™ 40 mg, every other week, subcutaneous 40 (83/208) 13 (14/107)
Certolizumab pegol' 200 mag, every other week, subcutaneous 40 (26/65) 19 (11/57)
Certolizumab pegol' 400 mg, every 4 weeks, subcutaneous 1 50 (28/56) 19 (11/57)
Etanercept” 25 mg, twice weekly, subcutaneous 45(58/128) 16 (21/129)
Golimumab' 50 mg, every 4 weels, subcutaneous 45(62/138) 15(12/78)

Infliximab 5 mg/kg, weeks 0, 2, and 6, and every 6 weeks thereafter, 47 (93/201) 12 (9/78)
intravenous

Secukinumab* 150 mg, subcutanenus, every 4 weeks, after initial 42 (52/125) 13 (16/122)
intravenous loading dose of 10 mg/kg at baseline, week 4

and 8

Secukinumab™ 150 mg, subcutaneous, every 4 weeks, after initial loading 36 (26/72) 11(8/74)
with 150 mg, subcutaneous, weekly through week 4

Lancet 2017; 390: 73-84

axSpA (AS): S&r dung sém, lau dai thudc sinh hoc gilp
ngan ngra, han ché ton thuong cau tric

Maan Rate of Radiographic Progression

=5 810 =10 L - -

Duimy in Siarting THFinfibtor (yeses) Cumulative Probability . I T As . et (EULAR, 2015)
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Medicine

OBSERVATIONAL STUDY

Lopen

Effectiveness of Adalimumab in Non-radiographic
Axial Spondyloarthritis

Evaluation of Clinical and Magnetic Resonance Imaging Outcomes in a
Monocentric Cohort

Luca Cantarini, MD, PRD, Marta Fabbroni, MD, PhD. Rosaria Talarico, M, PhDD,
Luisa Costa, MD, PhD, Francesco Caso, MD, Phi, Gian Luca Cunen, MDD, Bruno Frediani, MD,
Gabriele Faralli, MDD, Antonio Vitale, MD, Maria Giuseppina Brizi, MD,
Luciano Sabudini, MD, and Maure Galeazzi, MD

ATIA was effective on climeal and mdiological outcomes af 2-year
follow-up; thus, carly wreatment with ADA may prevent mdiographe
domage and be pssocioted with low discase activity o remission

Abstract: The primary mim of the stedy was to evaluate the long-term
effectivencss of adalimumab (ADA) v 6 cohart of aon-rsdiogrgphie
axial spondyloanthntis (nr-aSpAl, and the secondary aims were 1o

bbentify predictive factns of response and evaluate radiological pro Moreover. data from this cohort study have confirmed safety and

grdasion lerability profile of ADA m neasSpA in the long term.

We evaluated 17 patients (nmuolefomabe: 1225, mean age 49 4
(Maedicine 94 Wyel |70
menn disense duration: 61+ % 8) with active SpA LA ssessmient of
SpondyloAntriiis Intemational Society crter fespite the mreatment
wilth =1 nonsweroidal anti-tnflommsiory drug for af lesst 3 mooths
mmitiating the weatment with ADA J0mg cvery vither week. Paticnis

were treated for 24 months, and evahened o baseline, 6, 12, and 24

Abbreviations: ADA = adalimumab. Al = adverse events, A =
ankylosing spondylitis, ASAS = Asseswmemt of SpondyloAdcthons
Intemationnl Soc ASDAS = Ankylosing Spondylins Ihisease
Activily Soore, HA I = Balh Ankylosing Spondylitis Discase
Abivi Jes. BASF] = Bath Apkylosing Spowdylis Functional
V= Hi aty b thropathy Stdy Ciroup, HLLA =
humun leukecyile antigen. MR magnetic resonance, MRI

s Included Ankyhming Spondylitis Disease
Activity Seare, h sing Spandylitis Disease Activity Index
(HASDAI

magnetic  resonance b ng, MSASSS = madified Stoke
Anky bosing Spondylitie § Score, neaxSpA = non-mdingaphic
axial SpA, NSAIDs = ponsterosdal ami-indlammatory dmgs. RCT =
rnedomized controbled irial, By = mdiograph. SAEs = serious
adverse evenis, S0 = sandund deviation, SpA = spondy loarthrin,
SPAROCC Spomdyloarthritis Research Consortium of  Canada,
TNF = tumor necrosis [actor

aportion of paties

12 mid 24 manths was

ment was well i

nol wuntify any predwtive factor of
ver, modilivd Stoke Ay losing

sarthritis Research Comsortium of Canncda INTRODUCTION

Cac thudc sinh hoc cho VKCS & Viét Nam

Thudc Co' ché Pwérng ding, Liéu dung

Infliximab Khang TNF TTM, 5 mg/kg, mdi ~2 thang (sau tuan 0, 2, 6)
{(Remicade)

Adalimumab Khang TNF TDD, 40 mg, méi 2 tuén
{Humira)

Golimumab Khang TNF TDD, 50 mg, méi thang
(Simponi) TTM 2mg/kg, thang 0, 1, sau dé mdi 2 thang

Secukinumab Khang IL-17A TDD, 150 mg, tuén 0,1,2,3 4, sau d6 mdi thang
(Fraizeron)

Tofacitinib Uéng 10mg/ngay
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Pfizer Press release Medicines

U.S. FDA Approves Pfizer’s
XELJANZ® (tofacitinib) for the

Treatment of Active Ankylosing
Spondylitis
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Table 1. Summary of pivotal trials of Janus kinase inhibitors in axial spondyloarthritis.

Author [Reference] JAKiI Targel Treatment Arms Number of Patients Papulation Primary Endpoint Results

Tofacitinib: 56.4%

269 AS patients IR >2 NSAIDs A
l.k[o\ld‘llur Tofacitinib JAKI, JAK3 (JAK2) Tofacit n.'[I;L;mhi' < 3/ dav 136 placebo A% bOMARD naive ASAS0 response at week 16 IE_',I;;E“
s Gl 133 tofacitinib 2% IR to <2 TNR s
p<0,0001
187 Upadacitinib: 52%

Placebo AS patients IR >2 NSAIDs

Van der Hejjde [ 3] Upadacitinib JAK] S '-I-li:l.lmbn s ASASH) response al week 14 Placebo:
pads day % bDMARD naive
Upadacitinib 15 mg/ day 93 upadacitinib 100% bBDMARD naive 26% p = 0.0003
AS patients IR >2 NSAIDs Filgotinib:
1 3% ive i s -1 J
Van der Heijde .. . - Placebo . e . _I‘DM.AH[) o1 Changge from baseline to ,ﬂ_i -
4] Filgotinib JAKI Fileotinib 200 me /da 58 filgotinib upadacitinib group week 12 i ASDIAS score Placebo:
gt 58 placebo B8% BDMARD naive placgbo " o por 057 + 082
group o< (L0001

IR, inadequate respanse; AS, ankylosing spondylitis; b[DMARDS, bivlogical disease modifying anti-rheumatic drugs: ASAS20/40, assessment of spondyloarthritis society response
criteria; ASDIAS, ankylosing spondylifis disease activity score,

Pharmaceuticals 2022,
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|anun Kinase Inhibitors: A New Tool for the Treatment of
Axial Spondyloarthritis
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Table 1. Approved indication of JAKinib in inflammatory diseases.

JAKinib RA PsA ucC r-axSpA nr-axSpa

Baricinib Yes No No No No
Filogotinib Yes Yes Yes No No
Tofacitinib Yes Yes Yes Yes No

Upadacitinib Yes Yes Yes Yes Yes
RA = rheumatoid arthritis; ’'sA = psoriatic arthritis; UC = ulcerative colitis; r-axSpA = radiographic-axial
spondyloarthritis; nr-axSpA = nonrad iographic-axial spondyloarthritis.

Table 2. Selectivity of JAKinibs.

JAKinib JAK1 JAK2 JAK3

Baricinib 444+ I 5
Filogotinib o # *
Tofacitinib B 44+ ++++
Upadacitinib e ++ +
Data are presented in arbitrary semi-quantitative form to summarize the main findings extracted from the
literature. ++++ = high; +++ = medium; ++ = low; + = very low.

Int. J. Mol. Sci. 2023, 24, 1027.

Két Luan

VKCS thé truc: bé&nh viém man tinh gay hau qua tan phé&, mét chc nang
Chén doan sém (chwa TT XQ): dau| lwng kiél viém, MRI va HLA-B27
Diéu tri som, kéthop cac bién phap va thube tinh hoc -> dat hiéu qua toi
wu, ngan ngtra tan phé

Khang TNF, IL-17 va =JAK la thuéc méi gitip tdng kha nang lui bénh, giam

tén thwong cau trac/tan phé va cai thién CLCS
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