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Clinical case 

The story of Konstantinos 

Male 38 years old presented in outpatient clinics (2022)  

Low back pain  

starting ~ 2015 

 Getting worse over the last 8 months 

Insidious onset 

Improving with exercise but not with rest 

Mild to moderate response to NSAIDs, prn 



Clinical case 

Past medical history: unremarkable 

Family history: unremarkable 

Habits: smoker (15 pack-years) 

BMI: 27 

Work: mechanic  



Clinical examination: Faber test (+), enthesitis: +2 achilles, 
skin: -, arthritis: - 

Laboratory findings 

ESR, CRP: increased 

ESR: 50 

CRP: 12mg/L 

HLA-B27: (+) 

Clinical case 



Axial SpA 

Most likely 

(modif  from) Rudwaleit  M et al Arthr & Rheum 2005 



Clinical case 

Imaging 



Treatment options in SpA 

Condition Monoclonal 
TNF 

inhibitors 

Etanercept IL-17-
inhibitors 

IL-23-
inhibitors 

JAK- 
inhibitors 

AxSpA ++ ++ ++ - ++ 

Uveitis ++ - (?) - (?) (?) 

IBD ++ - - ++ CD(?)/UC++ 

Psoriasis ++ + +++ +++ ++ 

modif from Fragoulis GE & Siebert S Rheumatology (Oxf 2020) 
 
  



Treated: Started with etanercept 

In 2023 

Two episodes of uveitis (treated by opthalmologists) 

3/2024, third episode of acute anterior uveitis 

Clinical case 



Spondyloarthritis 

Clinical manifestations 

Chandran et al J Autoimmun 2010 



Uveitis in SpA 

The most frequent extra-articular manifestation in 

spondyloarthritis 

Anterior and unilateral in 90% 

Acute onset 

Redness/pain/photosensitivity 

Prevalence: 21% - 33% 

 disease duration 

 in HLA-B27 (+) 

AxSpA >> PsA 

 

 Zeboulon et al. Ann Rheum Dis 2008  
de Winter JJ et al. Arthritis Res Ther 2016 
Stolwijk C et al. Ann Rheum Dis 2015 
Rademacher J et al Ther Adv Mus Dis 2020 
 
  



Uveitis 

Treatment options 

Local Treatment 

Steroids and cycloplegics 

Intravitreal implants 

Systemic steroids 

Especially in bilateral/refractory/posterior segmental 

cDMARDs (? – steroid sparing) 

TNFi (Off label – they are marketed for posterior uveitis) 

Rademacher et al Ther Adv M Dis 2020  



Uveitis 

Treatment options - II 

Adalimumab  

Approved for uveitis (non-anterior) 

Certolizumab, infliximab, golimumab 

Have also good results 

Etanercept, Secukinumab 

Not-effective  

JAKi and IL-23i 

No data yet 

Rademacher J et al  Ther Adv Mus Dis 2020 
Fragoulis & Siebert  Rheumatology 2020 
Dick AD et al. Ophthalmology 2013 



Extra-articular manifestations 

Uveitis 

Retrospective study 264 axSpA and 369 PsA 
patients from 4 centres in Greece (2018-2023) 

In axSpA, uveitis occurred in 11.7%  

associated with HLA-B27  

(OR=4.15, 95%CI 1.16-14.80, p=0.028)  

ever-present peripheral arthritis 

 (OR=3.05 (1.10 – 8.41, p=0.031) 

Median uveitis recurrence rate was: 0.205 
(axSpA) 

Ocular damage (e.g. synechiae) was seen in 16.1% 
of axSpA (all with recurrent uveitis) 





Ann Rheum Dis 2021 



Objectives & Methods 

Objective 

to compare the risk of AU in patients with SpA treated with secukinumab or TNFi, in routine clinical care. 

Methodology 

Retrospective, observational based on prospectively collected data from 4 registries (linked 
with personalized ID) 

Rheumatology registry, outpatient’s registry (ophthalmology), 
drug-registry, demographics registry 

Patients 

All axSpA or undifferentiated SpA starting TNF or SEC (2015-2018) 



Methodology 

Outcomes 

Primary outcome 

Rate of AU-diagnoses in outpatient ophthalmology care (based on the total number of all 
registered AU-diagnoses for each patient), per 100 patient-years 

Flare: all registered visits with an AU-diagnosis separated by a gap of at least 90 days 
without any AU-diagnosis OR all registered visits with an AU-diagnosis occurring at least 
60 days after a previous registration (irrespective of any visits in-between). 

The secondary outcome 

 risk of a first registered AU-diagnosis in outpatient ophthalmology care (Vs Adalimumab 
(reference) 



Results 



Higher rates for SEC and ETN 



Higher HRs for SEC and ETN 

Conclusions 

New-onset AU is rare during biological treatment 

Monoclonal TNFi appear to be more effective choices for preventing AU in SpA patients, compared with etanercept 
and secukinumab. 



Methods  

sensitivity analysis 

In total, 1119 patients were included in the analysis comparing rate ratios of AU between a subsequent 

bDMARD treatment and a previous treatment with adalimumab.  

74 patients were subsequently treated with secukinumab, 200 with infliximab, 516 with etanercept, 217 with 
golimumab and 112 with certolizumab 



Meta-analysis 

Methods 

PubMed, EMBase, and Cochrane from inception to May 3, 2020 

placebo-controlled and H2H RCTs assessing TNFi or anti-IL17A in axSpA 

and reporting safety data on AU 

Results 

33 RCTs, comprising 4544 treated patients (TNFi: 2101, [ETN] 699, anti-

IL17A 1744) and 2497 placebo 

 

Roche et al Arthr Res Ther  2021 



Meta-analysis 

Incidence of uveitis was lower 

with anti-TNF mAb versus 

placebo (OR = 0.46; CI 95% 

[0.24; 0.90]) and versus anti-

IL17A (OR = 0.34; CI 95% 

[0.12; 0.92]. 

 

 

Flares 

Incidence of AU flares was lower 

with anti-TNF mAb compared 

to placebo and with anti-
TNF Vs anti-IL-17 

Roche et al Arthr Res Ther  2021 



Treatment options in SpA 

Treatment 

Infliximab IV 

modif from Fragoulis GE & Siebert S Rheumatology (Oxf 2020) 
 
  

Condition Monoclonal 
TNF 

inhibitors 

Etanercept IL-17-
inhibitors 

IL-23-
inhibitors 

JAK-inhibitors 

AxSpA ++ ++ ++ - ++ 

Uveitis ++ - (?) - (?) (?) 

IBD ++ - - ++ CD(?)/UC++ 

Psoriasis ++ + +++ +++ ++ 



Target cell  
IL-17A 

Activated  

dendritic cell 

Th17 cells 
• αβ T cells 

• γδ T cells 

• Innate 

 

TNF Inhibitors 

Adalimumab 

Certolizumab 

Golimumab 

Etanercept 

Infliximab (IV,SC) 

IL-12/IL-23 Inhibitors 

Ustekinumab 

Guselkumab 

Risankizumab 

Kinase Inhibitors 

Tofacitinib 

Upadacitinib 

 

PDE4 Inhibitors 

Apremilast 

Nestle F et al. N Engl J Med. 2009 

Kopf M et al. Nat Rev Drug Discov. 2010 

Garber K. Nat Biotechnol. 2011 

Co-stimulation Inhibitor 

Abatacept 

IL-17A Inhibitors 

Ixekizumab 

Secukinumab 

Bimekizumab 

IL-17RA Inhibitors 

Brodalumab 

Treatment – the major players 

tsDMARDs & Biologics 



TNFi=392 
ADA: 38% 
IFX= 26% 
ETN=18% 
CZP: 12% 
GOL=7% 
 
 



Papagoras et al (under review) 

N=717 

Greek multicentre study 

AxSpA 



Danve & Deodhar Nat Rev Rheum 2023 

ΑxSpA treatments 

Indirect comparison  



Lubrano et al Rheum Ther 2023 
Kumthekar et al Clin Rheum 2023 

PsA treatments 

Indirect comparison  



surface under the 
cumulative ranking 
(SUCRA) 

57 RCTs 

11.800 pts 

Zhou et al Front Pharmacol 2023 

AxSpA 

Network meta-analysis 



10/2024 

No other uveitis episodes 

ASDAS: 1.0 

switch from IV to SC 

Clinical case 





REMSWITCH- Σχεδιασμός μελέτης 

 

IFX IV maintenance regimen 

(N=133) for 5,4 ± 3,8 years: 

- 5 mg/kg q8w 

- 10 mg/kg q8w 

- 10 mg/kg q6w 

- 10 mg/kg q4w 

* Dose optimisation: 120mg EOW  240mg EOW 

** Relapse defined as clinical relapse or increase of faecal calprotectin > 150μg/g compared to baseline 

*** At the theoretical day of IV infusion between 4 to 8 weeks 

Switch for SC IFX 

120mg EOW 

Dose 

optimisation*  

if relapse** 

V0 

Baseline 

V3*** 

(W16 – W24) 

V2*** 

(W8 – 

W16) 

V1*** 

(W4 – W8) 

Clinical assessment 

PK assessment 

Dose 

optimisation*  

if relapse** 

Dose 

optimisation*  

if relapse** 

Clinical assessment 

PK assessment 

Clinical assessment 

PK assessment 

Clinical assessment 

PK assessment 

EOW, every other week; HBI, Harvey-Bradshaw index; IFX, infliximab; IV, intravenous; q4w, every 4 weeks; q6w, every 6 weeks; q8w, every 8 weeks; SC, subcutaneous; V, visit; W, 

week 



REMSWITCH- Αποτελέσματα 

 

Εξέλιξη των επιπέδων του IFX στον ορό μετά την αλλαγή από IV σε SC 

Τα επίπεδα IFX στον ορό 

αυξήθηκαν σημαντικά μετά το 

switch σε όλες τις ομάδες πλην 

της ομάδας που λάμβανε 10 

mg/kg q4w 



REMSWITCH- Αποτελέσματα 

 

Αθροιστικά ποσοστά υποτροπής στην Επίσκεψη 1, 2 και 3 με βάση το αρχικό IV σχήμα 

Το ποσοστό των ασθενών που 
υποτροπίασε μετά το switch ήταν 
πολύ μικρό,  
Συμβατό με το 10-20% 
υποτροπής σε ΙΦΝΕ σε ένα 
χρόνο 
πλην της ομάδας που έπαιρνε 10 
mg/kg/4 weeks IFX IV  

Qiu et al J Gastroenterol 2017 



REMSWITCH- Αποτελέσματα 

 

 Η αλλαγή από IFX IV σε IFX SC120mg ανά 2 εβδομάδες είναι εφικτή και καλώς αποδεκτή και 

οδηγεί σε χαμηλό κίνδυνο υποτροπής σε ασθενείς με ΙΦΝΕ, συμπεριλαμβανομένων ασθενών 

με εντατικοποιημένο δοσολογικό ενδοφλέβιο σχήμα 

 

 Παρόλα αυτά, οι ασθενείς με σχήμα 10 mg/kg ανά 4 εβδομάδες θα πρέπει να λάβουν 

υψηλότερη δόση SC (240mg ανά 2 εβδομάδες) 

 93,3% (14/15) των ασθενών πέτυχαν κλινική ύφεση και 80% (12/15) πέτυχαν συνδυασμό 

κλινικής και βιολογικής ύφεσης (FC<150μg/g) 

 

 

 

 





Post-hoc REMSWITCH 

 

21 από τους 130 ασθενείς (16,2%) ήταν παχύσαρκοι, ενώ 6 (28,6%) από αυτούς είχαν 

BMI >35  kg/m2  

 

Δοσολογικό σχήμα IFX IV πριν το switch σε 120 mg q2w 

 

8/21 → 5 mg/kg/q8w 

8/21 → 10 mg/kg/q8w 

4/21 → 10 mg/kg/q6w 

1/21 → 10 mg/kg/q4w 



Post-hoc REMSWITCH- Αποτελέσματα 

Τα ποσοστά υποτροπής μετά το 

switch από IFX IV σε IFX SC δεν 

επηρεάστηκαν από το ΔΜΣ των 

ασθενών 



Greek Multicentre study 

 

Retrospective, n=344 

CD, UC, SpA (n=52), RA (n=7), PsA (n=38), PsO 

Receiving IFX-IV for maintenance of remission 

switched to IFX-SC  

Only 3.5% (n=12) discontinued treatment (SpA=2, 

PsA=2) 

After a mean (SD) period of 8 (4) months 

1.5% worsening 

2% side effects 

Viazis et al 20224 (In Press) 



3/2025 

Last seen in the clinics 

No other uveitis episodes 

Still in remission 

Clinical case 



Thank you for your attention  


