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Disclosures

TiuntkA apotBn anod tnv AbbVie yia tn cUpHETOXN O€ QUTAV TV EKONAWGN

EKTLOULO EVTIKEG-EPEVVNTIKEG-CUUPBOUAEVUTIKEG EMLXOPNYNOELG TRV TEAELUTALO SLETILAL:

XapaAaunog Nanayopac: Abbvie, Lilly, Pfizer, DEMO, Janssen, UCB, Boehringer-Ingelheim, Novartis,
MSD, Sobi, Amgen

NwoAaoc Kovuykag:



>> Nepimtwon #1




N\ETITOUEPELEC ATTO TO LOTOPLKO

Nepypadel cupntwpata evleoitidoag mrepvwv
Wwptiaon (-)

IptdokukAitida (-)

Zupntwpota ONE (-)

OLKOYEVELOKO LOTOPLKO
Natépag: ZIN
Mntépa: N. Hashimoto
» « 3 adepdéc, 1 adepdag, 2 yloL: UYLELG

Duowkn e¢€taon:
EvaioOnoia katadpuoewv axtAAeiwv & Tpoxavtipwv

2tpodEc AMZEZ 90° apdw, Ekmtuén OBwpakoc 4cm, Schober 10 — 17cm
BASDAI 6/6/0/6/6/5=4,7, Global VAS 90mm, CRP 0, ASDAS 2,64 (high)

AcOBevn¢ pe AEINTA 1 cUVSPOHO XPOVLOU ITOVOU;







>> AnoteAsopata

1. Aktwoypoadieg
 Owpakog: XIE
e OMZIZ: evOelaonAC & TETPAYWVOTIOiNGN OTTOVOUAWY
« OMZIZ: evBelaopadc, uTtdvola TETpaywvornoinong ormovoUuAwv
e A&gKkAvVNG: Xwpic maboAoyikad euppota

2. MRI tepoAayoviwv:
e 2 £tn vwpitepa: ZKARpuvon 6e€Lac LepoAayoviag apBpwong
e 1 €t0¢vwpitepa: 2 eotieg 0oTIKOU oLdpatog otn defLd LepoAayovia

apOpwon
 HLAB27+
* MetapoAocpoc CaZ*, TSH: kd

Courtesy of Prof. Pappagoras Cou rtesy of Dr. Pa pagoras






>> EnavaAnntiko MRI tepoAayoviwv

2021

Courtesy of Prof. Pappagoras

2022

Courtesy of Dr. Papagoras



EnavaAnntiko MRI tepoAayoviwv

2021

Courtesy of Dr. Papagoras
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>> NMw¢ EpUNVeVETE TO EVLPNHQA;

1. Aev £xw melotei otL to MRI eivat Oetiko ya
LEpoAayovitida

2. H aocBevic €xeL evepyo LepoAayovitida — IPEMEL
va Aapel Oeparneia to taxvtepo duvato

3. H aocBevic eixe MRI tepoAayovitida amo 1 £€1o¢
vwpLltepa- n véa e€€taon v MPooOETEL
Sdtayvwotika oute Bonba otn Bepaneutiki

anodoon



EULAR recommendations for the use of imaging in
the diagnosis and management of spondyloarthritis
In clinical practice

Table 3 Recommendation 3: summary of studies on the use of MRI in monitoring disease activity in axial spondyloarthritis

Correlation

Studies No. Region MRI scoring method ASDAS BASDAI CRP ESR Pain

Longitudinal/RCT
Marzo-Ortega et al*” 76 Spine LEEDS - NS NS - NS
Oostveen et al’’ 25 sl mNY OR 2.1 OR 2.1 OR1.2
Baraliakos et af*" 40 Spine ASspiMRI-a - NS NS NS -
Bonel et af™ 28 Spine ASspiMRI-a - 0.41 - - -
Braun et a* 20 Spine ASspiMRI-alc = 0.49-0.6 = - -
Braun et a*' 98 Spine ASspiMRI-a 035 NS 04 - NS
Lambert 2007"' 82 Spine/st) SPARCC = NS p=0.018 - NS
Machado et al* 221 Spine ASspiMRI-a 0.14 NS - - -
Machado et a/*' mn Spine ASspiMRI-a 0.23 NS 032 - -
Maksymowych et a/* 68 Spine SPARCC - NS 0.65-0.68 - NS
Maksymowych et a/®’ 36 Spine SPARCC - NS 0.45 0.44 -
Marzo-Ortega et al"® 42 Spine/5U LEEDS - p=0.04 - - -
Pedersen et a™ 82 Spine/Sl) Berlin 0.46/0.31 —0.41/-0.31 NS - -
Puhakka et al” 34 Sl BME - NS - - -
Rudwaleit et af’* 62 Spine/si Berlin - NS NS NS NS
Sieper et al™* 20 Spine ASspiMRI-a - 0.5 NS NS -
song et al™® 76 Spine/Sl) ASspiMRI-a/Berlin p=0.04 - NS - -
Visvanathan et al”” 279 Spine ASspiMRI-a - - p=0.001 - -

Cross-sectional/case-control
Blachier 2013"' 648 Spine/si) Dichatomous - - - - aDR 1.71-2.86
Goh et af** 34 Spine ASspiMRI-a = NS NS NS -
Kiltz et aF® 100 Spine/st) Berlin NS NS 022 - -
Konca et al® 50 Spine ASspiMRI-a 037 NS 033 0.39 -
Puhakka et al™ 41 SU BME enhancement - NS - - -
Weber et al™ 197 ACW Dichotomous - - - - x 0.21-0.33

Mandl P et al. Ann Rheum Dis. 2015 Jul;74(7):1327-39



>> To SiAnupa tTne dtayvwonc
Editorial

Why are the classification and diagnosis of axial
spondyloarthritis sometimes so difficult?

Table 1. Prevalence of items of potential relevance for a diagnosis of

axSpA
Patients with axSpA Population
Chronic back pain 80-95% 14-17%
Inflammatory back pain 75-85% 5-7%
HLA B27+ 70-90% 6—-9%*"
Elevated CRP 40-60% 5-7%
2 MRI: S1] BME 60-70% 15-20%
? MRI: SIJ erosions 40-60% 2-5%
¥ Peripheral arthritis/enthesitis 30-40% 3-6%
Psoriasis 8-10% 3%
: IBD 5-7% 0.1%
SpA family history 30-40% 2%

MARpwon kprtnpiwv taflvopnong <> Evepyotnta AEInA <> Zuvvoonpotnteg (lvopvadyia, OA, katabAwpn)

Braun J. Rheumatology. 2024; 63: 264-266



>> lepoAayovitida oto MRI mou 6ev eivan axSpA

@uowkn Acknon HAwia

A y'."r"")é'\b/!’.'.é*; L '—5"&‘*’

20-29 £tn - 2.8%
30-39 £¢tn —16.1%
40-49 £tn — 17.9%

* JTOV TOKETO- 60%
e Tounva 6 —15%

* [pw tnv doknon-22.7%
 Meta 6 eBbéopadeg acknong—36.4%

De Winter et al. Arthritis Rheumatol. 2018;70:1042-8



1st costochondral joint )

7th costochondral joint

Anterior superior iliac spine
lliac crest

Spondyloarthritis
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Evaluation of the agreement between the ACR 1990
fibromyalgia tender points and an enthesitis score in
patients with axial spondyloarthritis

Faten Hamitouche', Clementina Lopez-Medina ® %3, Laure Gossec*®, Serge Perrot5,
Maxime Dougados'?, Anna Molto ® "-%*

Fibromyalgia

Trapeze

Supraspinatus

Buttocks / Epicondylar
N
i
Greater ‘) nee
trochanter

18 tender points of FM

Proximal insertion of Achilles

Rheumatology. 2023, 62: 2757-2764



EvOeoitida N IvopvaAyia

* 3TNV moAurmapayovtiki avaAuvon, oL acBeveic pe moAAd (>9) evaiocOnta onuela tvopuvadyiac kat TOAAEG (>6)
gvaloOntec evbEoelC:
* Eilxav ouxvotepa Hx evBeaitidbacg (74% vs 50%)
* 'Htav cuxvotepa HLA B27 (-) (61% vs 31%)

* Eixav cuxvotepa wvopuadyia (68% vs 33%)

* JUUMEPAOHQ
* Houvunapén wvopvadyiag Suoxepaivel Tnv ektipnon tng evbeoitidag

*  Yrapxet onpavtik aAANAeTkAAUP N oTa oKOp TWV evaloONTwY onpeAlwy Kat tn¢ evBeoitidag (MASES) pe i xwpic

VOV aAyia

Hamitouche F et al. Rheumatology. 2023, 62: 2757-2764



Avamntuén xpoviou SLaxutov novou o€ acBeveic pe AEIA

. Regional pain (visit 3): 82
Regional pain (visit 1): 85 Regional pain (visit2): 88 002 P ( ) Ragtonal nedh Crlekt 40 o3

No pain (visit 3): 10 I

I No pain (visit 1): 9
No pain (visit 2): 11 No pain (visit 4): 8 I

- Multisite pain (visit 3): 44
IR ie e e 1) 9% Multisite pain (visit 2): 37 Multisite pain (visit 4): 37

Soni A et al. Rheumatology. 2023; 62: 24442452



>> Napayovtec mou MPoBAENOUV TNV AVATTTUEN XPOVIOU SLAXUTOU TOVOU Kat

OUVETIELEC OLUTOU
Baseline

PREDICTORS OF CHRONIC
WIDESPREAD PAIN

. C)
B 133 (1.11t0
1.61)

8 1.23 (1.06 to
1.43)

i 1.20)

Odds ratio (95% P-value

0.003

0.008
0.016
<0.001
<0.001

0.010

OUTCOMES WITH AND WITHOUT
CHRONIC WIDESPREAD PAIN

Sleep quality (1 no sleep at all -
5 u:dhm sleep), mean(SD)

(6.61]

(0.83)

Soni A et al. Rheumatology. 2023; 62: 24442452



Awayvwon: Mn aktwvoypadikn agovikn ZmA

BASDAI 6/6/0/6/6/5=4,7, Global VAS 90mm, CRP 0, ASDAS 2,64 (high)

5 Enti 3 £tn xprion MZA® (etopikoéipmn, (unounpodEvn): LETPLA AVTOATTOKPLON

OxL e€wHUOOKEAETIKEG EKONAwOELG (payoeditida, pwpiaon, IONE)

Xpaovio¢ novogc; lvopuadyia;

AA: N. Hashimoto yxwpic pappakeutiki aywyn

Kanviopa: dtékoPe npo 3etiog

Oeparneia 1S ypo LG 0€ EVEPYO NrAXSpA







Recommendation

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

9 TNFi, IL-17i1 or JAKi# should be considered in patients with persistently high disease activity despite
conventional treatments (figure 1); current practice is to start a TNFi or IL-17it.

10  If there is a history of recurrent uveitis or active IBD§, preference should be given to a monoclonal
antibody against TNFY] In patients with significant psoriasis, an IL-17it may be preferred.

The following risk factors for cardiovascular events and malignancies must be considered when intending to prescribe a JAKi: age over 65 years, current or past smoking, other
cardiovascular risk factors, other risk factors for malignancy, risk factors for thromboembolic events.

Ramiro S et al. Ann Rheum Dis 2023;82:19-34



>> ATOTEAECULATIKOTNTA OTOXEVHEVWYV Oeparmeilwv otn nrAXSpA: ASAS 40

60 56,7
0 47,8
5 45
41,5
40
g 34,7 36 35
® 29,2
S 30 ’
<f~o 23 23
x 20 19
15,2 15
11,4
) I I I
0
ADA* CZP* ETC* GOL** SEC** IXE** UPA***

m Evepyog Ospancia = Placebo

*12W  **16W  ***14 W



Upadacitinib vs Placebo otn nrAxSpA: SELECT-AXIS 2 (nrAxSpA)

100 -
ASAS40 .
Primary
80 - endpoint
[****]
» A22.4%
é 60 - * %k %k 44.9
o .
o Evapén * kK
& 40 A QNOTEAEOHATOC
o\° ‘ %k %k k
20 - * + * +

0 T T T T T T
6 8

Week

—®— PBO (n=157) UPA 15 mg QD (n=156)

Comparison adjusted for multiplicity: [****] p<0.0001 for UPA vs PBO. Deodhar A et al. Lancet 2022; 400: 369-79
Comparisons not adjusted for multiplicity: *nominal p<0.05, ***nominal p<0.001, ****nominal p<0.0001 for UPA vs PBO.
ASAS40, 240% improvement in Assessment of SpondyloArthritis International Society; NRI, non-responder imputation; PBO, placebo; QD, once

daily; UPA, upadacitinib.



>> ASAS40 response at Week 14 by MRI sacroiliitis and screening hsCRP status

ASAS40

100 -
0 -
8 IV — 58
2
o 40| A12% -
© oy ' L _Aaxr I~ = o
c
o
Q.
(%]
[}
& 40 -
X
20 -
0 -
= 35 38 31 32 91 86
MRI-positive and hsCRP-positive MRI-positive and hsCRP-negative MRI-negative and hsCRP-positive
M PBO " UPA15mgQD
Deodhar A, et
NRI-Ml incorporates Ml to handle missing data due to COVID-19. ASAS40, >40% improvement in Assessment of SpondyloArthritis International al. Lancet
Society; ’
hcs)(‘élRePYhigh-sensitivity C-reactive protein; MI, multiple imputation; MRI, magnetic resonance imaging; NRI, non-responder imputation; PBO, 2022.

placebo; QD, once daily; UPA, upadacitinib.



Significantly more patients achieved multiple stringent

disease activity targets with UPA versus PBO at Week 14 (NRI)

ASAS40 ASAS PR
Primary endpoint

100 - 100 -
80 - 80 -
3 60 - 3 60 -
c A22.4% - 44,9 c
(@] (@]
Q. o
4] 4]
£ 40 - [ £ 40 -
S x [**]
22,5
T A11.0% 18,6
20 - 20 - 756 l
ASAS40 ASAS PR

M PBO (n=157)

Comparisons adjusted for multiplicity: [**] p<0.01, [****] p<0.0001 for UPA vs PBO. ASAS, Assessment of SpondyloArthritis International
Society;

ASAS40, 240% improvement in Assessment of SpondyloArthritis International Society; ASDAS, Ankylosing Spondylitis Disease Activity Score;

LDA, low disease activity;
NRI, non-responder imputation; PBO, placebo; PR, partial remission; QD, once daily; UPA, upadacitinib.

ASDAS ID

100 f
80 -
v
3 60 -
c
@]
Q.
[7,]
Q
o 40 -
X
[**]
0/ bhemmm
20 | [A89%]—141
]
o | ot

ASDAS ID

UPA 15 mg QD (n=156)

ASDAS LDA

100 -

60 i [****]
A24.0%—- 42,3

40

% Responders

20 -

ASDAS LDA

Deodhar A, et al. Lancet 2022.



A higher proportion of patients achieved ASDAS LDA (<2.1)
with UPA vs PBO through Week 14 (NRI-MI)

100 -
ASDAS LDA
80 -
g 60 [****]
S - % %k k
S 42
% * % k %
&: 40 - ‘ 3 3 3 %
N
*
20 - E 4+
i 18

0 ﬁ +

0 4 6 8 10 12 14

—®— PBO (n=157) UPA 15 mg QD (n=156)

NRI-Ml incorporates Ml to handle missing data due to COVID-19.
Comparison adjusted for multiplicity: [****] p<0.0001 for UPA vs PBO. Comparisons not adjusted for multiplicity: *nominal p<0.05,
Deodhar A, et al. Lancet 2022.

****nominal p<0.0001 for UPA vs PBO.
ASDAS, Ankylosing Spondylitis Disease Activity Score; LDA, low disease activity; MI, multiple imputation; NRI, non-responder imputation; PBO,

placebo; QD, once daily; UPA, upadacitinib.



Statistically significant improvement in objective sign of inflammation: change from
BL in MRI SPARCC Sl-joint score at Week 14 and greater reduction of hsCRP through
Week 14

MRI SPARCC spine score (ANCOVA)

n= 146
BL value= 1.45 hsCRP (mg/L) MMRM
- PBO
= 0,34 BL value = 10.52
£ -_+ _ ) 0
s 0 -1,45
G 1
o i I
§2- R — 0,79 a-g' 2 -
*

- S

- - - _4

‘ . . 80 A-5.05

MRI SPARCC Sl-joint score (ANCOVA) <

n= 148 S 6 x
BL value= 3.49

2 - 0,57 -6.50
- e ook %k %k % Frwx % % %k
@ ‘ -8 | | | | | |
g 0 - ) 0 1 2 4 8 12 14
= Week
& :
_,:% -2 A I B PBO —@— PBO (n=157) UPA 15 mg QD (n=156)
“ A-3.06 [ UPA 15 mg QD

-4 A -2,49

[****]
For hsCRP, MMRM analysis was used, and the numbers of patients were AO at each visit. For MRI SPARCC spine and Sl=joint score, analyses was Deodhar A, et al. Lancet 2022.
based on ANCOVA on AO data. Comparison adjusted for multiplicity: [****] p<0.0001 for UPA vs PBO. Comparison not adjusted for multiplicity:

*nominal p<0.05, ****nominal p<0.0001 for UPA vs PBO. ANCOVA, analysis of covariance; AO, as observed; BL, baseline; hsCRP, high-sensitivity
C-reactive protein; MMRM, mixed-effect model for repeated measures; MRI, magnetic resonance imaging; PBO, placebo; QD, once daily; SI,
sacroiliac; SPARCC, Spondyloarthritis Research Consortium of Canada; UPA, upadacitinib.



>> Greater improvements observed in clinical signs of inflammation:
change from BL in severity and duration of morning stiffness at Week 14 (MMRM)

Severity of morning stiffness
(BASDAI question 5)

—
[aa]
£
2
b
oo
c
©
L
o
a A-1.16 -3,30
3k 3k sk k
-6 -

M PBO (n=156)

Analysis based on MMRM on AO data. Comparisons not adjusted for multiplicity . ****nominal p<0.0001, ***nominal p<0.001 for UPA vs PBO.
AO, as observed; BASDAI, Bath Ankylosing Spondylitis Disease Activity Index; BL, baseline; MMRM, mixed-effect model for repeated measures;

PBO, placebo; QD, once daily; UPA, upadacitinib.

Change from BL

-6
" UPA 15 mg QD (n=154)

Duration of morning stiffness
(BASDAI question 6)

A-1.12

-2,83

* %k %k

Deodhar A, et al. Lancet 2022.



| Névosomy Afowh omoveuapBpinéa

2tnv naboduacloloyia Tou TOVOU eUTTAEKOVTOL TTIOAAEC KUTTAPOKIVEC
ol omoliec otoxevovtal arno touc JAKinh

. USRS 3T
Mast cells‘ e S5HT

T irHistamine - ¢

C T—e.:NGF:.
Neutrophils o g
R ¢ e
—> - TNFa
'.\ \.\\\
L J N I
Macrophages N \
> 16
" \ o®
\’.: PGE2 ..0.
Th17 cells
L cells.. Nociceptor Neuron
—— L IL-17A

Pinho-Ribeiro FA et al. Trends Immunol 2017



Statistically significant improvement in multiple types of pain:

change from BL in total and nocturnal back pain at Week 14 (MMRM)

Total back pain, 0-10 NRS

PBO
BLvalue= 7.29
0
— -1 -
o
§ " -2.00
c A-0.91
(4] kK %k T
o .
°3 - *ok -2,91
[***]
-4 | | | | | |
0 1 2 4 8 12 14
Week

—®— PBO (n=157)

Analysis based on MMRM on AO data. Comparisons adjusted for multiplicity: [***] p<0.001 for UPA vs PBO.
Comparison not adjusted for multiplicity: *nominal p<0.05, ***nominal p<0.001, ****nominal p<0.0001 for UPA vs PBO.

AO, as observed; BL, baseline; MMRM, mixed-model repeated measures; NRS, numeric rating score; PBO, placebo; QD, once daily; UPA,
upadacitinib.

Nocturnal back pain, 0-10 NRS

PBO
BLvalue= 6.97
0
- -1 -
o
= * 1,84
qg 2 %k %k k
) - N !
o * ok K A-1.12
g % %k k i
-3 - * % %k -2,96
[***]
-4 | | | | | |
0 1 2 4q 8 12 14

UPA 15 mg QD (n=156)

Deodhar A, et al. Lancet 2022.



TL KAVOLULE;

Golimumab 50mg punviaiwg

Metd 1 pva: 50% BeAtiwon TwWV CUUMTWHATWV TNG

Meta 10 pRveg: Eivat moAU kaAd amno tn onovoulitida
Ano ~1% piva aAyn Akpwv XELpwv Kot Stoykwon de€lov kapmou

BASDAI: 7/2/8/5/5/5=5,4, Global VAS 70mm, CRP 0, ASDAS 3,13 (high)

AcOBevn¢ pe nrAXSpA kat arntotuyia o golimumab Adyw nepidpepikic apOpitidag







RWE in Switzerland: Effectiveness of switching between TNF inhibitors in
patients with axial SpA: is the reason to switch relevant?

The reason for switch impacts retention rates and achievement of disease control

1
Retentions rates:

* Among 632 patients with axSpA, median survival of a second TNFi was 1.1 years 0.8
after primary failure vs 3.8 years after secondary failure (p = 0.003). =

2 0.6
3
()
2

* ASDAS-LDA was significantly achieved after 12 months by: ® 04
>
— 11 % after primary failures =

6 primary failu s 02

— 39 % after secondary failures
— 26 % because AEs 0
— 39 % because other reasons

* ASDAS-ID was achieved only in 4% of the primary failure patients, in comparison
to 22 % of those after

Drug survival of the second tumor necrosis factor inhibitor (TNFi), stratified by the reason for discontinuation of the first TNFi, in patients with a clinical diagnosis of axial spondyloarthritis.
Other refers to reason for discontinuation other than lack of effect or intolerance. AE adverse events, PLR primary lack of response, SLR secondary lack of response

PLR, n =146
SLR, n =270
AE, n=125
Other, n=91

o

g =

.

Ciurea A, Arthritis Res Ther. 2016 Mar 22



Recommendation

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

7 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.

8 Patients with purely axial disease should normally not be treated with csDMARDs; sulfasalazine

may be considered in patients with peripheral arthritis.

In patients with peripheral arthritis, however, csDMARDs are indicated with sulfasalazine being the preferred

option due to its demonstrated efficacy in the subgroup of patients with peripheral arthritis, unlike methotrexate
which has not demonstrated efficacy.

12 Following a first b/tsDMARD failure, switching to another bDMARD (TNFi or IL-17i7) or a JAKi#
should be considered.

Ramiro S et al. Ann Rheum Dis 2023;82:19-34



Subgroup analyses of ASAS40 response by prior bDMARD use (NRI-MI)

ASAS40
100 1 by prior bDMARD exposure
80 -
4 51
2 60 -
c
2 33
(7]
& 40
< 24
20 -
0 -
n= 103 107 54 49
No prior Prior
bDMARD use bDMARD use
M PBO

NRI-Ml incorporates Ml to handle missing data due to COVID-19. ASAS40, 240% improvement in Assessment of SpondyloArthritis International

Society;
axSpA, axial spondyloarthritis; b, biologic; DMARD, disease-modifying anti-rheumatic drug; IL, interleukin; MI, multiple imputation;

nr, non-radiographic; NRI, non-responder imputation; PBO, placebo; QD, once daily; TNFi, tumor necrosis factor inhibitor; UPA, upadacitinib.

100 -~

80

% Responders

ASAS40 by prior exposure
to TNFi or IL-17 inhibitor

40 44
Prior exposure to
TNF inhibitor

W UPA 15 mg QD

40

11 5
Prior exposure to
IL-17 inhibitor

Deodhar A, et al. Lancet 2022.



>> AAAayn o€ upadacitinib 15mg/D
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Incidence of Uveitis in Patients With Axial Spondylarthritis

Treated With Biologics or Targeted Synthetics: A Systematic
Review and Network Meta-Analysis

Katie Bechman,' (¥ Zijing Yang,' Maryam Adas,? \*' Deepak Nagra," Ali S. Uguzlar,' Mark D. Russell,’
Nicky Wilson,' Sophia Steer,' Sam Norton," ©*' and James Galloway'

Using the surface under the cumulative ranking curve approach to rank AU risk, anti-TNF mAbs
were associated with the lowest risk followed by JAKi, anti-IL-17, and etanercept. All treatments
were ranked superior to placebo.



MnvuUpoTo oo To MEPLOTATLKO

GC, glucocorticoid

H 81dkplon tn¢ autiag tou movou otnv AEEIMA elval cuXVA eEQULPETIKA
8U0KOAN, LBlwe OTtav UTTAPXOUV EVOELEELC «AELTOUPYLKOU» TOVOU
Anatteiton oAU KaAn KAWVIKA EKTLNGCN, CUVEKTLNON TWV
EPYOLOTNPLAKWV EEETACEWV KOLL ETILKOLVWVLA IE TOV/TNV ALOBOEVN yLa TLG

OepAMEVTIKEG EMAOYEG

To Upadacitinib eivau pia Ogpameutiki emAoyn yla tn 1n
oKtivoypadiking AEZTTA SLO0TL Elval ANMOTEAECHOTLKI) OTNV OLVTLULETWIILON
TWV HUOCKEAETIKWV EKONAWOCEWV MEPOALV TNG AMOTEAEGLLATLKOTNTOG OTO
6éppa (epnerpia otnv WA), otn ONE (éykpion otn v. Crohn & EK) kat th
payoeditida

Aodalng emhoyn

Speaker’s opinion



>> Nepimtwon #2




>> Patient Case Evolves

Note: This is a fictitious patient case
DM, diabetes mellitus; HTN, hypertension; RF, rheumatoid factor.



>> Enopevo dtayvwotiko BApa?

* CRP, ESR? * Néec aktwoypadiec?

 MRI OMZZ i/kat « HLA-B27?
LEpoAayoviwv?




MRI OM22

CRP x 2, ESR 54

Courtesy of Dr. Kougkas



>> Enopevo dtayvwotiko-Oepameutiko BApa?

* ‘Evapén aywynec? * MRI epoAayoviwv?

* Mapoarmounn o€ e Zuvtnpntikn aywyn- ®/0?
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>> Upadacitinib in Axial PsA
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Baraliakos et al. Arthritis Research & Therapy (2023) 25:56
*¥*¥p < 0.0001, ***P < 0.001, **P < 0.01, upadacitinib 15 mg versus placebo; ##P < 0.01, upadacitinib 15 mg versus
**%**P < 0.0001, ***P < 0.001, *P < 0.05 upadacitinib 15 mg versus placebo; #P < 0.05, adalimumab; nominal P values are shown and were not multiplicity controlled. ADA, adalimumab; ASDAS, Ankylosing Spondylitis Disease Activity
upadacitinib 15 mg versus adalimumab; nominal P values are shown and were not multiplicity Score; bDMARD, biologic disease-modifying antirheumatic drug; Cl, confidence interval; EOW, every other week; ID, inactive disease; IR, inadequate

controlled. BASDAI, Bath Ankylosing Spondylitis Disease Activity Index; response; LDA, low disease activity; PBO, placebo; PRO, patient-reported outcome; PsA, psoriatic arthritis; QD, once daily; UPA, upadacitinib



>> Upadacitinib in Axial PsA: ASDAS ID/LDA in bDMARD-naive and bDMARD-IR
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****p < 0.0001, ***P < 0.001, **P < 0.01, upadacitinib 15 mg versus placebo; ##P < 0.01, upadacitinib 15 mg versus

adalimumab; nominal P values are shown and were not multiplicity controlled. ADA, adalimumab; ASDAS, Ankylosing Spondylitis Disease Activity
Score; bDMARD, biologic disease-modifying antirheumatic drug; Cl, confidence interval; EOW, every other week; ID, inactive disease; IR, inadequate
response; LDA, low disease activity; PBO, placebo; PRO, patient-reported outcome; PsA, psoriatic arthritis; QD, once daily; UPA, upadacitinib
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Effect of Upadacitinib on Disease Activity, Pain,
Fatigue, Function, Health-Related Quality of Life
and Work Productivity for Biologic Refractory
Ankylosing Spondylitis

Victoria Navarro-Compan (@ - Xenofon Baraliakos (@ -
Marina Magrey @ - Andrew Ostér - Christopher D. Saffore -
Manish Mittal - In-Ho Song - Fabiana Ganz - Jayne Stigler -
Atul Deodhar &

100 -

3 i EPBON=209 ®wUPA 15mg n=211
" B2 B2.9 +

80 -

&0 o

40 -

20

Patients reporting improvements = MCID (%)
(4]
=

Pal-Ovarall
Total back Mocturnal WPA|- WPAL-Activity
BASDAI PLGA FACIT-F BASFI ASASHI ASQol 5F-36E PCS = SF-36 MCS work
pain back pain Presentesism | impalment
impairmeant |
Proportion of patients reporting improvements C MCID and NNTs in PROs at week 14 (NRIMI). *p\0.05, p B 0.01, and p B 0.001 versus placebo. p values nominal. NRI-MI is non-responder imputation (NRI) incorporating multiple imputation (MI) to handle missing data due to COVID-
19. MCID definitions: BASDAI, C 1.1-point decrease; PtGA, total back pain and nocturnal back pain, C 1-point decrease; FACITF, C 4-point increase; BASFI, C 0.6-point increase; ASAS Hl and ASQol, C 3 points decrease;SF-36 PCS and MCS, C 2.5-point increase; WPAI presenteeism and Navarro-Compan V et al. Rheumatol Ther.
activity impairment, C 20-point decrease; WPAI overall work impairment, C 15-point decrease; WPAI absenteeism, MCID not available. ASAS HI Assessment of SpondyloArthritis international Society Health Index, ASQoL Ankylosing Spondylitis Quality of Life, BASDAI Bath Ankylosing 2023 Jun;10(3):679-691. doi:
Spondylitis Disease Activity Index, BASFI Bath Ankylosing Spondylitis Functional Index, FACIT-F Functional Assessment of Chronic Iliness Therapy-Fatigue, MCID minimal clinically important difference, MCS mental component summary, NNT number needed to treat, NRI non- ’ ° N °
responder imputation, PBO placebo, PCS physical component summary, PROs patient-reported outcomes, PtGA Patient Global Assessment of Disease Activity, SF-36 36-Item Short Form Health Survey, UPA upadacitinib, WPAI Work Productivity and Activity Impairment 10.1007/s40744-023-00536-2. Epub 2023 Feb

23. PMID: 36820984; PMCID: PMC9948782.
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Descriptions of spinal MRI lesions and definition of a
positive MRI of the spine in axial spondyloarthritis: To BeTIKG yia oTTOVOUAIKA @Agyuovi MRI opiletal we n
a consensual approach by the ASAS/OMERACT MRI

study group ITapouaia mpocBiac n omicBiag¢ ammovouAitidas o€ =23 BEaeIg

Description Technical facts
» Typically located within bone marrow at one or more of the four corners of » T1w: usually low signal intensity
vertebral bodies » STIR: high signal intensity

» Often shaped triangular if located at a corner, but may also involve the whole
vertebra (MIL*)

» (CIL*, RLt)

Hermann KGA et al. Ann Rheum Dis. 2012 Aug;71(8):1278-88
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