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Filgotinib as a preferential JAK1 inhibitor 



Real world cases for filgotinib 
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These are not my patients! 



NICE guidance on use of filgotinib 



NICE guidance on use of filgotinib 



Patient #1  



Patient #1  

July 2022 

Clinical examination 

SJC TJC 

Female 55 yo 

RF-/CCP- RA: Dx 2003 
Extra-articular: Sjogren’s 
 
Comorbidities: none 
Non-smoker 
 
Current meds:  
RTX infusions 2009-2022 
HCQ 400mg OD 
 
Previous cDMARDs:  
MTX: intolerant 
 
Previous bDMARDs: (-) 

Metrics 

TJC68  12 (+1) 

SJC66 8 (+1) 

painVAS 8/10 

globalVAS 8/10 

CRP 2 mg/dL 

DAS28 5.91 

CDAI 35 



Patient #1 

Female 55 yo 

Patient on RTX, initially with good response – but currently 

a. Hypogammaglobulinaemia (IgG 415mg/L) and frequent infections (recently severe Covid-19 having 

received Rx with neutralising Abs) 

b. CXR minor upper lobe fibrosis  

c. High disease activity, confirmed on MSKUS 

 

July 2022: commenced on Filgotinib 100mg OD 



Patient #1 – latest FU  

Feb 2024 

Clinical examination 

SJC TJC 

Female 55 yo 

RF-/CCP- RA: Dx 2003 
Extra-articular: secondary SjS 
 
Comorbidities: none 
Non-smoker 
 
Current meds:  
Filgotinib 100mg OD 
HCQ 400mg OD 
 
Previous cDMARDs:  
MTX: intolerant 
 
Previous bDMARDs:  
RTX (2009-2022) 

Metrics 

TJC68  3 (+0) 

SJC66 0 (+0) 

painVAS 2/10 

globalVAS 3/10 

CRP 0.3 mg/dL 

DAS28 2.53 

CDAI 7 



Patient #1: benefits of filgotinib use   

Female 55 yo 

Excellent response on filgo and no further infections 

 

Benefits: 

a. Monotherapy 

 



Efficacy of FIL in MTX-naïve patients with poor prognostic factors 
FINCH 3 
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factors subgroup 

Total study population 

Filgotinib is not indicated for the treatment of csDMARD-naïve RA patients. 
References:. Aletaha RMD Open 2021;7:e001621 

In patients with four poor prognostic factors at baseline, improvement in HAQ-DI at Week 24 was greater with all FIL regimens vs. MTX and 
at Week 52 following treatment with FIL 200 mg + MTX and FIL 200 mg vs. MTX 

P=0.20 

P=0.077 



   PROs with filgotinib monotherapy 

Genovese et al. Arthritis Research & Therapy (2018) 20:57 
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SF-36 physical 
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Patient #1: benefits of filgotinib use   

Female 55 yo 

Excellent response on filgo and no further infections 

Benefits: 

a. Monotherapy 

b. Good efficacy on bDMARD – experienced patients 

 



ACR20 responses with FIL as early as week 2 
in bDMARD-IR patients FINCH 2 
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**p<0.01; ***P<0.001 for FIL vs PBO, Full Analysis Set; NRI 

Note: Only the data for the primary endpoint are adjusted for multiplicity; all other significance levels are nominal 
References: Genovese. JAMA. 2019;322(4):315–325 
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bDMARD-IR RA patients were more likely to achieve remission  
on FIL 200mg or FIL 100mg vs PBO FINCH 2 
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Patient #1: benefits of filgotinib use   

Female 55 yo 

Excellent response on filgo and no further infections 

Benefits: 

a. Monotherapy 

b. Good efficacy on bDMARD – experienced patients 

c. No increase in infections  

(possibility to start on lower dose and then increase in patients with difficult 

comorbidities) 

 



Patient #2  



Patient #2  

March 2024 

Clinical examination 

SJC TJC 

Female 66 yo 

RF-/CCP+ RA: Dx 2020 
Extra-articular: interstitial 
changes on HRCT, but normal 
PFTs 
Comorbidities: Depression, 
irritable bowel syndrome, 
frequent LRTIs 
Non-smoker 
 
Current meds:  
Prednisolone 5mg OD 
HCQ 400mg OD 
 
Previous cDMARDs:  
MTX: intolerant 
SSZ: intolerant 

Metrics 

TJC68  7 (+1) 

SJC66 3 (+1) 

painVAS 6/10 

globalVAS 6/10 

CRP 1.1 mg/dL 

DAS28 4.68 

CDAI 22.5 



Filgotinib for moderate to severe RA 

Grimm et al Pharmacoeconomics 2021 Dec;39(12):1397-1410 



Patient #2  

Female 66 yo 

Patient with moderate disease activity (in the UK unable to start bDMARD otherwise) 

First biologic choice 

a. Non-smoker 

b. No history of ASCVD 

c. History of Lower Respiratory Tract Infection and potential ILD (but satisfactory PFTs) 

 

March 2024: commenced on Filgotinib 200mg OD 



Patient #2 – latest nurse led FU 

Sep 2024 

Clinical examination 

SJC TJC 

Female 66 yo 

RF-/CCP+ RA: Dx 2020 
Extra-articular: interstitial 
changes on HRCT, but normal 
PFTs 
Comorbidities: Depression, 
irritable bowel syndrome, 
frequent LRTIs 
Non-smoker 
 
Current meds:  
Prednisolone 5mg OD 
HCQ 400mg OD 
 
Previous cDMARDs:  
MTX: intolerant 
SSZ: intolerant 

 

Metrics 

TJC68  3 (+1) 

SJC66 1 (+0) 

painVAS 2/10 

globalVAS 3/10 

CRP 0.2 mg/dL 

DAS28 2.89 

CDAI 8.5 



TEAEs of special interest were generally balanced amongst 
treatment arms 

  
n (%) in RA patients with 
inadequate response to MTX 

Placebo-controlled period  
(Week 0 to 24) 

Week 24 to 52 

FIL  
200 mg 
(n=475) 

FIL  
100 mg 
(n=480) 

ADA 
(n=325) 

PBO 
(n=475)  

FIL  
200 mg 
(n=475) 

 

FIL  
100 mg 
(n=480) 

ADA 
(n=325) 

PBO to 
FIL  

200 mg 
(n=190) 

PBO to 
FIL  

100 mg 
(n=191) 

On PBO 
period 

(N=475) 

Infectious AEs 133 (28.0) 128 (26.7) 
88  

(27.1) 
105 (22.1) 206 (23.4) 194 (40.4) 129 (39.7) 

45  
(23.7) 

39  
(20.4) 

106 (22.3) 

Serious infectious AEs 8 (1.7) 8 (1.7) 8 (2.5) 4 (0.8) 13 (2.7) 13 (2.7) 10 (3.1) 1 (0.5) 2 (1.0) 4 (0.8) 
Herpes zoster 2 (0.4) 2 (0.4) 2 (0.6) 2 (0.4) 6 (1.3) 4 (0.8) 2 (0.6) 2 (1.1) 1 (0.5) 2 (0.4) 
Hepatitis B or C 0 0 1 (0.3) 0 1 (0.2) 1 (0.2) 1 (0.3) 1 (0.5) 1 (0.5) 0 
Opportunistic infections 0 0 1 (0.3) 0 0 0 2 (0.6) 0 0 0 
Active tuberculosis 0 0 0 0 0 0 1 (0.3) 0 0 0 
MACEa 0 1 (0.2) 1 (0.3) 2 (0.4) 0 2 (0.4) 1 (0.3) 1 (0.5) 1 (0.5) 2 (0.4) 
Malignancy                 

Excluding NMSC 0 1 (0.2) 1 (0.3) 3 (0.6) 2 (0.4) 2 (0.4) 2 (0.6) 0 0 3 (0.6) 
NMSC 0 0 0 0 1 (0.2) 1 (0.2) 0 0 0 0 

VTEa 1 (0.2) 0 0 2 (0.4) 1 (0.2) 0 1 (0.3) 1 (0.5) 0 2 (0.4) 
GI perforation 0 0 0 0 1 (0.2) 0 0 0 0 0 

a Positively adjudicated 
ADA: adalimumab; AE: adverse event; FIL: filgotinib; GI: gastrointestinal; MACE: major adverse cardiac event; MTX, methotrexate; NMSC: nonmelanoma skin cancer; PBO: placebo;  
RA, rheumatoid arthritis; TEAE: treatment-emergent adverse event; VTE: venous thromboembolism 
Combe B, et al. Ann Rheum Dis. 2021 Jul;80(7):848-858. 



Risk of Serious Infections with filgotinib 

Burmester GR, et al. Ann Rheum Dis 2024;83:1110–1117. 



Which real-life patients take filgotinib? 

Z Rheumatol https://doi.org/10.1007/s00393-024-01506-x Accepted: 21 March 2024  



Patient #3  



Patient #3  

August 2024 

Clinical examination 

SJC TJC 

Female 49 yo 

RF+/CCP+ RA: Dx 2010 
Extra-articular: (-) 
Comorbidities: Latent TB treated 
2013, depression, firomyalgia 
Current smoker 
 
Current meds:  
Prednisolone 10mg OD 
RTX 2023-2024 
 
Previous cDMARDs:  
MTX and LEF: intolerant 
 
Previous bDMARDs:  
Etanercept, abatacept, rituximab, 
sarilumab 

Metrics 

TJC68  14 (+2) 

SJC66 5 (+0) 

painVAS 9/10 

globalVAS 9/10 

CRP 0.4 mg/dL 

DAS28 5.44 

CDAI 36 



Patient #3:   

Female 49 yo 

Patient with 

 

a. High disease activity on high dose prednisolone 

b. Pain augmentation / FMS 

c. History of multiple bDMARD failures 

 

August 2024: commenced on Filgotinib 200mg OD 



Efficacy in different stages of RA 

Filgotinib is not indicated for the treatment of csDMARD-naïve RA patients. 
***P<0.001; **P=0.001 *P<0.005; †††P<0.01; ††P=0.01; †P<0.05 vs PBO + MTX (FINCH 1); PBO + csDMARDs (FINCH 2); or MTX (FINCH 3). Endpoints 
boxed indicate primary endpoint for the study. 
References: : Combe B. Ann Rheum Dis 2021;80:848–858. Genovese. JAMA. 2019;322(4):315–325. Westhovens. Ann Rheum Dis 
2021;80:727-738 
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Efficacy in “difficult” RA patients 
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References: Genovese. JAMA. 2019;322(4):315–325 

Number of prior bDMARDs at basline 

Even when patients failed ≥ 
3 prior bDMARDs,  

high ACR20 responses were 
achieved at week 12 



Why should I think about filgotinib for my next RA 
patient (when available?) 



Why do people choose filgotinib? 

Z Rheumatol https://doi.org/10.1007/s00393-024-01506-x Accepted: 21 March 2024  



Filgotinib in real life practice  
(With a little help from my friends) 

Huge thanks to Dr Karen MJ Douglas for 
providing the patient cases 

The previous cases have shown that filgotinib 
represents a good bDMARD choice in patients with  
 
1. Need for efficacious and fast-acting treatment 
2. Even with moderate disease activity 
3. Increased risk of infection 
4. Where quick “wash-out” is important 
5. Previous multiple bDMARD failures 



 


