Rheumatol Ther (2023) 10:53-70
https://doi.org/10.1007/s40744-022-00498-x

®

Check for
updates

ORIGINAL RESEARCH

Efficacy and Safety of Filgotinib in Patients with High
Risk of Poor Prognosis Who Showed Inadequate
Response to MTX: A Post Hoc Analysis of the FINCH 1

Study

Bernard G. Combe

- Yoshiya Tanaka - Maya H. Buch -

Peter Nash - Gerd R. Burmester - Alan J. Kivitz - Beatrix Bartok -

Alena Pechonkina - Katrina Xia - Kahaku Emoto - Shungo Kano -
Thijs K. Hendrikx - Robert B. M. Landewé - Daniel Aletaha

Received: August 5, 2022 / Accepted: September 16, 2022 / Published online: October 9, 2022

© The Author(s) 2022, corrected publication 2022

ABSTRACT

Introduction: This exploratory analysis of
FINCH 1 (NCT02889796) examined filgotinib
(FIL) efficacy and safety in a subgroup of
patients with rheumatoid arthritis (RA) and
inadequate response to methotrexate (MTX;
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MTX-IR) who had four poor prognostic factors
(PPFs).

Methods: Patients with MTX-IR received pla-
cebo up to week (W)24 or FIL200 mg,
FIL100 mg, or adalimumab up to WS52; all
received MTX. Efficacy and safety data were
stratified by four PPFs versus fewer than four
PPFs: seropositivity, high-sensitivity C-reactive
protein (CRP) > 6 mg/L, Disease Activity Score
in 28 joints with CRP > 5.1, and erosions on
X-rays.
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Results: At baseline, 687/1755 patients had
four PPFs. At W12, whether with four PPFs or
fewer than four PPFs, response rates on all
American College of Rheumatology (ACR)
measures were significantly greater with FIL200
and FIL100 versus placebo. At W52, FIL200
ACR20/50/70 response rates remained at least
numerically higher versus adalimumab in both
subgroups. At W52, FIL200 reduced modified
total Sharp score (mTSS) change versus adali-
mumab in patients with four or fewer than four
PPFs.

Conclusions: In high-risk (four PPFs) patients
with MTX-IR RA, FIL200 and FIL100 showed
similar reductions in disease activity versus
placebo at W12 as in patients with fewer than
four PPFs. mTSS in patients receiving FIL200
changed little from W24 to W52, while that in
patients receiving FIL100 progressed compara-
bly to patients who received adalimumab. Tol-
erability was comparable across treatment arms
and subgroups.

Keywords: Filgotinib; Poor prognostic factors;
Adalimumab; Methotrexate

Key Summary Points

What is already known about this subject?

The 2019 EULAR management guidelines
for rheumatoid arthritis (RA) recommend
early treatment escalation for patients
with predefined poor prognostic factors
(PPFs).

Filgotinib 200 mg plus background
methotrexate (MTX) provided rapid and
clinically meaningful improvement in RA
symptoms and physical function along
with significant suppression of
radiographic progression compared with
MTX in patients who had inadequate
response (IR) to MTX.

A post hoc analysis of MTX-naive patients
showed that the presence of four PPFs did
not impair the efficacy of filgotinib

200 mg plus MTX.

What does this study add?

In patients with MTX-IR with four or fewer
than four PPFs, filgotinib plus MTX
provided benefits at week 12 in disease
activity and functional measures and, at
week 24, in radiographic progression
versus MTX alone.

At week 52, filgotinib 200 mg plus MTX
sustained the inhibition of modified total
Sharp score (mTSS) change observed at
week 24 even in patients with four PPFs;
filgotinib 100 mg plus MTX progressed
more; however, it was still comparable to
adalimumab.

How might this impact clinical practice or future
developments?

Patients with established MTX-IR RA and
all four PPFs have a higher risk of joint
destruction progression than those with
fewer than four PPFs if not treated
adequately.

Filgotinib 200 mg can be efficaciously
added on to MTX monotherapy regardless
of PPF status.
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INTRODUCTION

Despite the widespread availability of disease-
modifying antirheumatic drugs (DMARDs),
many patients are not able to achieve and sus-
tain remission of rheumatoid arthritis (RA)
[1, 2]. Failed or inadequate response (IR)to
DMARDs is associated with poor prognosis;
additionally, several disease characteristics have
been identified as poor prognostic factors (PPFs)
in early RA, including seropositivity defined by
rheumatoid factor (RF) or cyclic citrullinated
peptide (CCP) positive, high baseline high-sen-
sitivity C-reactive protein (hsCRP), high base-
line disease activity, and extant bone erosion at
disease onset [3-5].

The 2019 EULAR guidelines for management
of RA recommend early treatment escalation for
patients who do not achieve 50% improvement
within 3 months [3]. On the basis of the pres-
ence of any of these four PPFs, addition of a
biologic DMARD (bDMARD) or a targeted syn-
thetic DMARD is recommended.

As reviewed by Tanaka et al. [6], the efficacy
of filgotinib in combination with conventional
synthetic DMARDs has been demonstrated in
patients with moderately to severely active RA
with IRs to methotrexate (MTX) or prior
bDMARD treatments and in patients who were
MTX naive. Filgotinib has consistently shown
acceptable safety and tolerability profiles,
including those concerning known adverse
events associated with Janus kinase inhibitors,
such as opportunistic infections, major adverse
cardiovascular events (MACE), venous throm-
boembolism (VTE), and hematologic changes
[6, 71].

Aletaha et al. [8] showed that efficacy of fil-
gotinib 200 mg (FIL200) plus MTX was not
compromised in an MTX-naive population
despite the presence of four PPFs by comparing
the subgroup of patients with four PPFs with the
overall study population. The impact of the
multiple PPFs, and of the greater number of
PPFs, on treatment with filgotinib in an MTX-IR
population has not been evaluated. As inade-
quate response to DMARD therapy is itself pre-
dictive of poor response, it is of value to assess

the efficacy of filgotinib treatment in patients
with MTX-IR who have four PPFs.

The population of the FINCH 1
(NCT02889796) [7] trial of filgotinib included
patients who had MTX-IR and at least one of
these four PPFs. In the trial, FIL200 plus MTX
was shown to have superior clinical efficacy and
a comparable safety profile versus MTX alone
and showed comparable efficacy and safety to
the tumor necrosis factor inhibitor adalimumab
(ADA) plus MTX. This post hoc analysis was
conducted to evaluate the efficacy and safety of
FIL200 and FIL100 compared with placebo and
ADA, all with background MTX, in patients
with MTX-IR RA in subgroups of those with all
four PPFs versus those with fewer than four
PPFs.

METHODS

The global, phase 3, double-blind, active-con-
trolled FINCH 1 study, performed in accordance
with the principles of the Declaration of Hel-
sinki and approved by the Advarra Central
Institutional Review Board, has been described
in detail [9]. Patients with MTX-IR who have
moderately to severely active RA were random-
ized 3:3:2:3 to FIL200 or FIL100, subcutaneous
ADA 40 mg biweekly, or placebo, all with
stable weekly background MTX. All patients
were required to have one of the following: one
or more documented joint erosion on radio-
graphs of the hands, wrists, or feet by central
reading and positive result for anti-CCP anti-
bodies or RF (based on central laboratory); three
or more documented erosions on radiographs of
the hands, wrists, or feet by central reading if
both antibodies were negative (based on central
laboratory) or serum hsCRP > 6 mg/L (based on
central laboratory). The study design is shown
in Supplementary Fig.1. At week (W)24,
patients in the placebo group were re-random-
ized to FIL200 or FIL100 while continuing
background MTX. Per protocol, patients with-
out adequate treatment response (< 20%
improvement from baseline in either swollen
joint count 66 or tender joint count 68) at W14
or two consecutive visits after W30 were swit-
ched to standard of care but continued study
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visits. All patients provided written informed
consent.

We conducted a post hoc analysis of FINCH
1 with focus on the clinical benefit of filgotinib
among the subgroup of patients who met all
four PPFs at baseline—seropositivity for RF or
anti-CCP, hsCRP > 6 mg/L, Disease Activity
Score for rheumatoid arthritis in 28 joints with
C-reactive protein (DAS28[CRP]) > 5.1, and
erosions—as well as in the subgroup of all other
patients, i.e., those who had fewer than all four
of these PPFs. The PPFs correspond to the cri-
teria used in our recent examination of filgo-
tinib in MTX-naive patients, except that the
hsCRP criterion among MTX-naive patients
was > 4 mg/L, in keeping with the entry criteria
of that trial [8, 10]. The following efficacy out-
comes were examined at W12 and W52: Amer-
ican College of Rheumatology (ACR) response
rates (20/50/70); DAS28(CRP) < 2.6; remission
(Clinical Disease Activity Index (CDAI) < 2.8,
Simple Disease Activity Index (SDAI) < 3.3,
Boolean); low  disease activity (LDA;
DAS28(CRP) < 3.2, CDAI <10, SDAI < 11);
and physical function (Health Assessment
Questionnaire-Disability Index (HAQ-DI)). Joint
destruction [modified total Sharp score (mTSS))
was assessed at W24 and W52, corresponding to
study imaging timepoints. Safety assessments
included treatment-emergent adverse events
(TEAEs), TEAEs leading to study drug discon-
tinuation, deaths, laboratory values, and TEAEs
of interest: serious infections, opportunistic
infections, active tuberculosis, herpes zoster,
MACE, VTE, malignancy, and gastrointestinal
perforation.

Efficacy analyses were based on the full
analysis set, including patients who were ran-
domized and received at least one dose of study
drug. For binary endpoints, 95% confidence
intervals (Cls) for response rate and difference
in response rates were based on normal
approximation method with a continuity cor-
rection. The Fisher’s exact test was used for
comparisons between treatment groups; all P-
values should be considered nominal. Patients
with missing outcomes were set as nonrespon-
ders for binary response measurements. Binary
endpoints were also presented using number
needed to treat (NNT; the number of patients

who would need to receive FIL200 or FIL100 for
one additional patient to achieve the endpoint
at W12). Changes from baseline in HAQ-DI and
mTSS were based on the mixed-effects model for
repeated measures (MMRM), including treat-
ment, visit (as categorical), treatment by visit,
and baseline value as fixed effects and patients
being the random effect. Least-squares mean,
95% CI, and P-values were provided from
MMRM; all P-values should be considered
nominal. Missing change scores were not
imputed using the MMRM approach, assuming
an unstructured variance-covariance matrix for
the repeated measures.

RESULTS

At baseline, 687/1755 patients (39%) had all
four PPFs, while 582 (33%), 404 (23%), 75 (4%),
and 7 (< 1%) had three, two, one, and zero PPFs,
respectively (Supplementary Table 1). Supple-
mentary Fig. 2 shows the number of patients
with each combination of PPFs. Baseline
demographics and clinical characteristics
among patients with four PPFs and fewer than
four PPFs, including age and gender, were sim-
ilar across subgroups; RA duration was 8.3 years
versus 7.4 years in patients with four versus
fewer than four PPFs (Table 1). In addition to
the higher hsCRP and DAS28(CRP) values
implicit in the PPF criteria, patients with four
PPFs had higher CDAI, SDAI, and HAQ-DI
scores than did those with fewer than four PPFs.
Though the proportion of seropositive patients
was higher in the four-PPF subgroup, even the
fewer-than-four-PPF subgroup included
642/1068 (60.1%) patients who were seroposi-
tive for both RF and anti-CCP. mTSS was higher
in patients with four PPFs, although the differ-
ence was small in patients treated with placebo.
Details of baseline DAS28(CRP), SDAI, and
CDAI by number of PPFs present (0-4) are pre-
sented in Supplementary Table 2, and corre-
sponding baseline mTSS and disease duration
are presented in Supplementary Table 3. Each of
these parameters indicated greater disease
activity at baseline as the number of PPFs pre-
sent increased.
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n=284 ne189 n=291

Fig. 1 Proportions (%) of patients with four and fewer
than four PPFs achieving ACR20/50/70 response over
time for A ACR20 B ACR50 C ACR?70. All treatment
groups also received methotrexate. For ACR20, response
rates with FIL200 and FIL100 were significantly different
(P < 0.05) versus PBO at weeks 2-24, except for FIL100
at week 14, in the four-PPF subgroup and at every
timepoint in the fewer-than-four-PPF subgroup. Response
rates with FIL200 were significantly different (P < 0.05)
versus ADA at weeks 30, 44, and 52 among patients with
four PPFs, while FIL100 was not significantly different
from ADA at any timepoint. Among patients with fewer
than four PPFs, response rates among both filgotinib
groups were similar to those of ADA. For ACRSO0,
response rates with FIL200 and FIL100 were significantly

ACR response rates (20/50/70) over time are
shown in Fig. 1. In the placebo (+ MTX) arm,
the ACR20 response rate was numerically
greater among patients with four PPFs than
among those with fewer than four PPFs. Among
patients with four PPFs, FIL200 and FIL100
showed greater response rates than placebo for
ACR20, ACRS50, and ACR70 (P < 0.05 for all),
which was consistent with findings for the
study’s overall population [7]; proportions
achieving ACR20 were 77.5%, 75.7%, 70.6%,
and 55.2% at W12 in the FIL200, FIL100, ADA,

ne199 neel

different (P < 0.05) versus PBO at every timepoint in the
four-PPF subgroup and in the fewer-than-four-PPF sub-
group. For ACR70, response rates with FIL200 were
significantly different (P < 0.05) versus PBO at every
timepoint in both subgroups except at week 2 among
patients with four PPFs. FIL100 was significantly different
from PBO at every timepoint except weeks 2 and 4 in both
subgroups. Response rates with FIL were not significantly
different versus ADA at weeks 26-52 in either subgroup.
ACR20/50/70 American College of Rheumatology 20%,
50%, and 70% improvement; ADA adalimumab; BL
baseline; FILI00 filgotinib 100 mg; FIL200 filgotinib
200 mg; PBO placebo; PPF poor prognostic factor

and placebo groups, respectively. At W52, the
only significant difference in ACR response
between either filgotinib dosage and ADA was
for ACR20 among patients with four PPFs trea-
ted with FIL200. Compared with those with
four PPFs, patients with fewer than four PPFs
had similar ACR response rates across treatment
arms, although no formal analysis was per-
formed between the four-PPF and fewer-than-
four-PPF groups. FIL200 and FIL100 also were
associated with increased rates of ACR
improvement versus placebo at W12 among
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Table 2 Proportions of patients achieving efficacy endpoints

FIL200 FIL100 ADA PBO
4 PPFs < 4 PPFs 4 PPFs < 4 PPFs 4 PPFs <4 4 PPFs <4
(n=191) (n = 284) (n = 189) (mn = 291) (» = 126) PPFs (» = 181) PPFs
(2 = 199) (2 = 294)
DAS28(CRP) < 2.6 at 59 (30.9) 103 (36.3) 37 (19.6) 77 (26.5) 20 (159) 57 (286) 11(61) 33 (112)
W12
95% CI, % 24.1, 37.7 305, 42.0 13.7, 25.5 21.2, 31.7 9.1, 22.7 22.1,352 23,98 7.4, 15.0
P-value versus PBO < 0.001 < 0.001 < 0.001 < 0.001
P-value versus ADA 0.002 0.095 0.46 0.61
DAS28(CRP) < 2.6 ac 102 154 (542) 71 (37.6) 135 (46.4) 50 (39.7) 100
Ws2 (534) (50.3)
95% CI, % 46.1, 60.7  48.3, 60.2 30.4, 44.7 40.5, 52.3 307, 48.6  43.1,574
P-value versus ADA 0.021 0.41 0.72 0.41
CDAI < 28 ac W12 18 (94) 41 (144) 18 (9.5) 35 (12.0) 6(48)  13(65) 422  9(1)
95% CI, % 5.0, 13.8 10.2, 18.7 5.1, 14.0 8.1, 159 0.6, 8.9 2.8, 10.2 0.0, 4.6 09,52
P-value versus PBO 0.004 < 0.001 0.003 < 0.001
P-value versus ADA 0.14 0.008 0.13 0.046
CDAI < 28 ac W52 58 (304) 82 (289) 42 (222) 74 (25.4) 27 (214) 47 (23.6)
95% CI, % 23.6, 37.1 234, 343 16.0, 28.4 20.3, 30.6 13.9,29.0 175,298
P-value versus ADA 0.092 0.21 0.89 0.67
SDAI < 3.3 at W12 19(99) 42 (148) 14 (7.4) 31 (107) 6(48)  16(80) 4(22) 10 (34)
95% CI, % 5.4, 145 10.5, 19.1 34, 114 69, 144 0.6, 8.9 4.0, 12.1 0.0, 4.6 12,5.6
P-value versus PBO 0.002 < 0.001 0.028 < 0.001
P-value versus ADA 0.13 0.032 0.48 0.35
SDAI < 3.3 at W52 55 (28.8) 86 (30.3) 43 (22.8) 75 (25.8) 28 (222) 50 (25.1)
95% CI, % 221,355 248,358 16.5, 29.0 20.6, 31.0 14.6,29.9 188,314
P-value versus ADA 0.24 0.22 1.00 0.92
Boolean remission at 13 (6.8) 32 (11.3) 10 (5.3) 21 (7.2) 4(3.2) 13 (6.5) 3 (1.7) 6 (2.0)
W12
95% CI, % 3.0, 10.6 7.4, 15.1 1.8, 8.7 4.1, 104 0.0, 6.6 2.8, 10.2 0.0, 3.8 0.3, 3.8
P-value versus PBO 0.019 < 0.001 0.088 0.003
P-value versus ADA 0.21 0.082 0.42 0.86
Boolean remission at 45 (23.6) 62 (218) 34 (18.0) 58 (19.9) 18 (143) 37 (18.6)
W52
95% CI, % 17.3,29.8 169, 26.8 122, 23.7 15.2, 247 7.8, 20.8 12.9, 24.2
P-value versus ADA 0.045 0.42 0.44 0.73

Proportions are reported as 7 (%). All treatment groups also received methotrexate
ADA adalimumab, CDAI Clinical Disease Activity Index, CI confidence interval, DAS28(CRP) Disease Activity Score for rheumatoid arthritis in 28 joints
with C-reactive protein, FIL100 filgotinib 100 mg, FIL200 filgotinib 200 mg, PBO placebo, PPF poor prognostic factor, SDAI Simple Disease Activity

Index, W week
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compared with MTX monotherapy

Fig. 2 Number needed to treat for one additional patient
to achieve each efficacy endpoint A FIL200 B FIL100. All
treatment groups also received methotrexate. Error bars are
not shown when the values span zero. ACR20/50/70
American College of Rheumatology 20%, 50%, and 70%
improvement, CDAI Clinical Disease Activity Index, CI

patients with fewer than four PPFs (P < 0.05);
proportions of FIL200, FIL100, ADA, and pla-
cebo groups who reached ACR20 at W12 were
76.1% (95% CI 70.9-81.2%), 66.0% (95% CI
60.4-71.6%), 70.4% (95% CI 63.8-76.9%), and
46.6% (95% CI 40.7-52.5%).

Proportions achieving DAS28(CRP) < 2.6,
CDAI < 2.8, SDAI < 3.3, and Boolean remission
at W12 and WS52 are presented in Table 2. At
W12, the proportion of patients achieving each
endpoint was significantly greater in both fil-
gotinib groups versus placebo, except for Boo-
lean remission in patients with four PPFs
receiving FIL100. Proportions of filgotinib-trea-
ted patients achieving DAS28(CRP) < 2.6 or
clinical remission were lower among patients
with four PPFs versus patients with fewer than
four PPFs at W12. At W52, FIL200 showed
greater improvement compared with the ADA-
treated group for DAS28(CRP) < 2.6 and Boo-
lean remission among patients with four PPFs.

B
ACR20 - NNT (95% CI
4 PPFs —e 5(3.3-9.6)
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ACR50 -
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4 PPFs o e 7 (4.7-14.7)
<4 PPFs H | > | 10 (6.3-20.8)
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SDAI 511 T
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SDAI <3.3 -
4 PPFs TS 19 (10.0-250)
<4 PPFs © 14 (8.5-35.7)
Boolean remission -
4PPFs- @ 28
<4 PPFs o 19
T T 1

T T T
30 25 20 15 10 5 0

NNT to achieve one additional event
pared with MTX therapy

confidence interval, DAS28(CRP) Disease Activity Score
for rheumatoid arthritisin 28 joints with C-reactive
protein, FILI00 filgotinib 100 mg, FIL200 filgotinib
200 mg, MTX methotrexate, PPF poor prognostic factor,
NNT number needed to treat, SDAI Simple Disease
Activity Index

At W52, similar proportions of patients who
were treated  with FIL200 achieved
DAS28(CRP) < 2.6 among those with four PPFs
or with fewer than four PPFs (53.4% and
54.2% respectively);  likewise, = proportions
achieving Boolean remission were 23.6% with
four PPFs and 21.8% with fewer than four PPFs.

To further describe the clinical benefit of
filgotinib in patients with four PPFs, the NNT
for FIL200 and FIL100 versus placebo was cal-
culated for ACR response rates, DAS28(CRP) <
2.6 and < 3.2, CDAI <2.8 and < 10, SDAI
< 3.3 and < 11, and Boolean remission (Fig. 2).
For ACR response rates, DAS28(CRP) < 2.6
and < 3.2, and LDA by CDAI and SDAI, NNTs
among patients with four PPFs were comparable
to those among patients with fewer than four
PPFs for both FIL200 and FIL100. Regarding
remission criteria, NNTs for patients with four
PPFs were numerically greater than for those
with fewer than four PPFs; NNTs for FIL200 for
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Fig. 3 CFB in HAQ-DI among patients with four PPFs
or others at A W12 and B W52. *P < 0 .05 versus PBO
at W12; P < 0.05 versus ADA at W52. Comparison
to ADA at W12 is out of scope for statistical calculation.
All treatment groups also received methotrexate. ADA

CDAI < 2.8, SDAI < 3.3, and Boolean remission
were 14, 13, and 20 among patients with four
PPFs versus 9, 9, and 11 for those with fewer
than four PPFs, respectively. NNTs for FIL100
were consistently larger than NNTs for FIL200.

Filgotinib treatment was associated with
benefits in physical function versus placebo at
W12: Both filgotinib dose groups showed
greater change from baseline (CFB) in HAQ-DI
score versus placebo at W12 among patients
with or without four PPFs, as shown in Fig. 3.
Among patients with four PPFs, FIL200 showed
significant improvement compared with ADA at
W52, and reductions from baseline in HAQ-DI
with FIL200 were numerically larger among
patients with four PPFs versus those with fewer
than four PPFs (—1.07 versus —0.79).

FIL200 FIL100 ADA |
<4 PPFs

adalimumab, CFB change from baseline, FIL100 filgotinib
100 mg, FIL200 flgotinib 200 mg, HAQ-DI Health
Assessment Questionnaire-Disability Index, PBO placebo,
PPF poor prognostic factor, W week

Figure 4 displays CFB in mTSS among
patients with four PPFs and fewer than four PPFs
at W24 and WS52. At W24, FIL200 and FIL100
showed significantly reduced CFB versus pla-
cebo in patients with four PPFs and numerically
smaller CFB versus placebo in patients with
fewer than four PPFs. The change in mTSS at
W24 was significantly higher for patients with
four PPFs than for those with fewer than four
PPFs in the placebo group (P =0.007) and
numerically higher among other treatment
groups (Supplementary Table 4); proportions of
patients with no radiographic progression were
numerically lower in the four-PPF subgroup
than inthe fewer-than-four-PPF subgroup
across treatment arms (Supplementary Fig. 3).
FIL200 was associated with consistently higher
proportions of patients with no radiographic
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Fig. 4 CFB in mTSS among patients with four PPFs or
fewer than four PPFs. *P < 0.05 versus PBO at W24 or
versus ADA at W52. *P < 0.01 versus PBO at W24 or
versus ADA at W52. All treatment groups also received

progression than was placebo. At W52, only
FIL200 reduced CFB versus ADA in patients with
four PPFs (0.29 versus 0.80), while both FIL200
and FIL100 reduced CFB versus ADA in patients
with fewer than four PPFs (0.14 and 0.25 versus
0.53). Supplementary Fig. 3 shows proportions
without radiographic progression at W24 (based
on < 0.5-point change). FIL200 was associated
with higher proportions free from progression
in patients with four PPFs and those with fewer
than four PPFs. Supplementary Fig. 4 shows CFB
in mTSS score by treatment and number of PPFs,
and Supplementary Fig.5 shows cumulative
percentile of mTSS CFB at W24 and WS52.
[lustrating the effects of any of the four PPFs
on joint destruction, Fig.5 shows that both
FIL200 and FIL100 reduced CFB in mTSS at W24
compared with placebo in patients with any of
the four PPFs as well as in patients with all four
PPFs. At W24, the lowest CFB seen in the FIL200
treatment group was 0.1 in patients with ero-
sions > 0, with the highest (0.22) being in
patients with hsCRP > 6 mg/L. At W52, FIL200
showed reduced CFB in mTSS versus ADA in
patients with any of the four PPFs or all four
PPFs, while reduction of CFB in mTSS with
FIL100 was comparable to that with ADA.
Safety data (Table 3) showed no sign that
having four PPFs was associated with any

0.8

0.6

04

0.2

0

<4 PPFs

W24
FIL100 =#=ADA =+=PBO

Baseline W52

=o=F|L200

methotrexate. ADA adalimumab, CFB change from base-
line, FIL100 filgotinib 100 mg, FIL200 filgotinib 200 mg,
mTSS modified total Sharp score, PBO placebo, PPF poor
prognostic factor, W week

particular TEAE. Overall, approximately 70% of
patients with four PPFs or with fewer than four
PPFs in FIL200, FIL100, and ADA groups had
TEAEs. Incidences of laboratory abnormalities,
serious infections, herpes zoster, MACE, VTE,
malignancy, and gastrointestinal perforation
were low in patients with four PPFs or with
fewer than four PPFs. Among patients with four
PPFs originally randomized to placebo, serious
TEAEs occurred in 7.2% during the 24-week
placebo administration and in 3.6% and 4.5%
of patients after switching to FIL200 and
FIL100, respectively. Latent tuberculosis was
found in one patient receiving FIL100 in the
fewer-than-four-PPF subgroup.

DISCUSSION

Previous post hoc analysis of the FINCH 3 trial
found treatment with FIL200 (plus background
MTX) to provide substantial benefits in disease
control, including higher rates of remission,
improved physical function, and reduced
radiographic progression, compared with MTX
alone in MTX-naive patients with four PPFs [8].
The present analysis extends these findings to
an MTX-IR population with notably longer
duration of disease. Among this MTX-IR popu-
lation, the subgroup with four PPFs was likely to
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be at higher risk of radiographic progression
compared with those with fewer than four PPFs
as observed in the placebo arm at W24,
although several clinical responses were com-
parable between four-PPF and fewer-than-four-
PPF subgroups. Results of this subgroup analysis
showed that efficacy of FIL200 and FIL100 (with
background MTX) in patients with four PPFs
was comparable to the efficacy in the overall

0.8 &
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4PPFs
0.4 *ok 0.4 o
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- -
0.0 08 T
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from baseline, DAS28(CRP) disease activity score for
rheumatoid arthritis in 28 joints with C-reactive protein,
FIL100 filgotinib 100 mg, FIL200 filgotinib 200 mg,
hsCRP high-sensitivity C-reactive protein, LS least squares,
mTSS modified total Sharp score, PBO placebo, PPF poor
prognostic factor, Sero (+) seropositivity for rheumatoid
factor or anti-yclic citrullinated peptide, W week

population of patients with MTX-IR shown in
the primary report [9]. This analysis also showed
that FIL200 had numerically greater efficacy in
this population than did FIL100, regardless of
the presence of four PPFs or fewer than four
PPFs.

By W12, multiple endpoints showed advan-
tages for filgotinib versus placebo in both sub-
groups of patients. Patients with four and fewer
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than four PPFs had higher rates of ACR20/50/70
response at W12 with FIL200 and FIL100 versus
placebo. Patients in the FIL200 and FIL100
treatment groups had significantly higher pro-
portions achieving DAS28(CRP) < 2.6, CDAI
< 2.8, and SDAI < 3.3 among both four-PPF
and fewer-than-four-PPF subgroups, and CFB in
HAQ-DI was greater among both dose groups of
filgotinib versus placebo. By W24, improve-
ments in radiographic assessment could be seen
with either filgotinib dose versus placebo. At
W52, FIL200 showed benefits in
DAS28(CRP) < 2.6, Boolean remission status,
and change in HAQ-DI versus ADA while
maintaining a comparable safety profile.

The introduction of bDMARDs helped
address the unmet need to slow radiographic
progression in patients who were MTX-IR [11].
Of note, FIL200 was associated with smaller CFB
in mTSS versus ADA among patients with four
PPFs and those with fewer than four PPFs. The
sustained efficacy of FIL200 for reducing CFB
mTSS among the four-PPF subgroup may be
related to the lower mean baseline mTSS for
FIL200 (37.8) compared with FIL100 (49.8) or
ADA (46.5). Baseline mTSS could affect subse-
quent radiographic progression, as suggested by
increased mTSS progression according to higher
baseline mTSS associated with the number of
PPFs present under treatment with placebo plus
MTX (Supplementary Tables 3 and 4, Supple-
mentary Fig. 4D). Baseline mean and median
mTSS among patients treated with FIL100 or
ADA who had fewer than four PPFs were com-
parable with scores among patients treated with
FIL200; nonetheless, patients treated with ADA
progressed more compared with those receiving
FIL200 or FIL100 at W52. The cause of the dif-
ference observed at W52 is not clear, but it is
unlikely to be a mere product of potential out-
liers in the ADA arm.

As hsCRP > 6 mg/L is among the four PPFs
included in this analysis, with a notably higher
baseline hsCRP level among patients in the
four-PPF subgroup, it might be expected that
rates of disease-activity measures that incorpo-
rate hsCRP, such as DAS28(CRP) < 2.6, CDAI
< 2.8, and Boolean remission, might be lower
among patients with four PPFs. However, the
treatment effects of filgotinib, as well as those of

ADA and of MTX, in such patients did not
appear to be substantially reduced compared
with their effects in patients with fewer than
four PPFs.

There was no sign of increased safety risk
among patients with four PPFs, and despite
greater efficacy associated with FIL200 com-
pared with FIL100, there was no safety penalty.
Serious infections occurred in 2.6% and 2.8% of
patients taking FIL200 in the four-PPF and
fewer-than-four-PPF  subgroups, respectively,
and herpes zoster respectively occurred in 0.5%
and 1.8% of patients, a lower-than-expected
incidence rate. Rates of serious TEAEs did not
increase after patients originally randomized to
placebo switched to filgotinib.

Attempts to refine models to predict RA
clinical course are ongoing and may incorporate
a wide variety of clinical variables [12-14]; these
efforts are complicated by a lack of consensus
on the ideal definition of clinical remission to
use as the target of therapy. While the PPFs
included in this analysis are recognized as useful
in assessing patients’ risk of rapid progression
[3, 15, 16], these factors may not be the most
useful for predicting response in all patient
populations [17], and evidence-based risk scor-
ing may not perform satisfactorily when applied
in clinical practice [18]. The present study
shows, however, that presence of the four PPFs
confers greater risk of radiographic progression
under standard of care (MTX). Adding FIL200
resulted in consistent efficacy regardless of the
presence of these four PPFs, and safety was
acceptable.

As in MTX-naive patients with PPFs, patients
with MTX-IR who have these characteristics
may benefit from additional therapy besides
MTX monotherapy to achieve desired treat-
ment responses. Furthermore, while there is still
debate about whether the number of PPFs
matters [19, 20], the present analysis, coupled
with the previous analysis of filgotinib in an
MTX-naive population [6], suggests that greater
numbers of PPFs may be associated with greater
risk of radiographic progression. Combination
of PPFs might be considered in the future,
although the present study is limited in its
ability to detect such combinations owing to its
sample size.
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Limitations of this analysis include its post
hoc nature. Numbers of patients with and
without four PPFs were unbalanced, and popu-
lations had additional, possibly relevant, base-
line factors in addition to PPF status that may
have contributed to their outcomes. Additional
factors or combinations of factors likely exist
that may have affected treatment outcomes but
that were neither identified nor evaluated in
this analysis.

CONCLUSIONS

FIL200 plus MTX treatment in patients with RA
provided disease control observed by W12
across numerous disease assessments, including
among patients with four PPFs, who may be
considered at risk for severe progressive disease.
Whether all four PPFs or fewer than four PPFs
were present, FIL200 provided consistent
symptom relief, physical function improve-
ment, and suppression of radiographic progres-
sion, while the other treatment groups offered
mixed results, with more robust effects among
patients with fewer than four PPFs. Patients
with four PPFs did not show higher safety risks
with filgotinib treatment versus those with
tewer than four PPFs. Filgotinib may thus rep-
resent a beneficial treatment option for patients
with RA who have had inadequate response to
MTX and have high risk of disease progression
and poor prognosis.
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