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Introduction: Tofacitinib is an oral Janus kinase inhibitor for the treatment of rheumatoid
arthritis (RA).

Objective: To conduct a post hoc analysis of tofacitinib efficacy and safety in Colombian
patients enrolled in global phase III studies.

Methods: Data were pooled from Colombian patients with RA across four phase III tofacitinib
studies: ORAL Sync, ORAL Scan, ORAL Solo, and ORAL Start. Patients received tofacitinib 5 or
10 mg twice daily, methotrexate (ORAL Start only), or placebo as single therapy (ORAL Start
and ORAL Solo), or in combination with csDMARDs (ORAL Sync and ORAL Scan). Data were
pooled from three studies with similar patient populations (Sync, Scan, Solo) for efficacy
analyses, and from all studies for safety analyses, up to Month 24. The efficacy analysis
excluded ORAL Start due to the methotrexate-naive patient population, and placebo and
methotrexate groups, due to low patient numbers.

Results: Data pooled included 77 patients for efficacy, and 125 for safety analyses. Tofacitinib-
treated patients showed improved American College of Rheumatology 20/50/70 response
rates, a mean Disease Activity Score 28-4 (erythrocyte sedimentation rate), and a mean
change from baseline in Health Assessment Questionnaire-Disability Index. Improvements
were sustained in Months 12-24, although patient numbers were low post-Month 12.
The most frequently reported adverse events were anemia, headache, influenza, and
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increased blood creatine phosphokinase. No tuberculosis cases, serious adverse events, or

deaths were reported, and few cases of herpes zoster or malignancies occurred.
Conclusions: Tofacitinib reduced RA signs and symptoms, and improved physical function.
The efficacy and safety of tofacitinib in this Colombian sub-population were consistent with

data from global phase III studies.

© 2018 The Authors. Published by Elsevier Espaiia, S.L.U. on behalf of Asociaciéon
Colombiana de Reumatologia. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Tofacitinib, un inhibidor oral de la janus kinasa, en pacientes
colombianos con artritis reumatoide: analisis de eficacia y seguridad de
los estudios de fase III

RESUMEN

Introduccién: Tofacitinib es un inhibidor oral de la janus kinasa para el tratamiento de la
artritis reumatoide (AR).
Objetivo: Andlisis post hoc para evaluar la eficacia y seguridad de tofacitinib en los pacientes
colombianos que participaron en los estudios globales de fase III.
Métodos: La informacién se obtuvo de los pacientes colombianos con AR que participaron
en 4 de los estudios de tofacitinib de fase III: ORAL Sync, ORAL Scan, ORAL Solo y ORAL Start.
Los pacientes recibieron tofacitinib 5 o 10mg 2 veces al dia, ya sea en monoterapia (ORAL
Start y ORAL Solo) o en combinacién con csDMARDs (ORAL Scan y ORAL Sync), metotrexate
(ORAL Start) o placebo. Para el anélisis de eficacia se utilizaron 3 estudios que incluyeron
poblaciones similares (Sync, Scan y Solo) y para el andlisis de seguridad se utilizaron todos
los estudios, hasta el mes 24. El andlisis de eficacia excluyé tanto el estudio ORAL Start
debido a poblacién metotrexate naive como a los grupos placebo o metotrexate debido al
bajo nimero de pacientes.
Resultados: Se incluyeron 77 pacientes para el andlisis de eficacia y 125 para seguridad.
Los pacientes tratados con tofacitinib mostraron mejorias en las tasas de respuestas del
American College of Rheumatology (ACR) 20/50/70, en el promedio del Disease Activity
Score (DAS) 28-4 (velocidad de sedimentacién globular) y en el cambio promedio desde
la basal en el Health Assessment Questionnaire-Disability Index (HAQ-DI). Las mejorias
fueron sostenidas desde el mes 12 al mes 24, aunque el numero de pacientes luego del
mes 12 fue bajo. Los eventos adversos mas frecuentemente reportados fueron anemia,
cefalea, influenza e incremento de la creatin-fosfoquinasa sérica. No se reportaron casos
de tuberculosis, eventos adversos serios o muertes. Ocurrieron casos poco frecuentes de
herpes zoster y malignidades.
Conclusiones: Tofacitinib redujo los signos y sintomas de la AR y mejoré la funcién fisica. La
eficacia y seguridad en esta subpoblacién colombiana fue consistente con los resultados de
los pacientes que participaron en los estudios globales de fase III.
© 2018 Los Autores. Publicado por Elsevier Espaiia, S.L.U. en nombre de Asociacién
Colombiana de Reumatologia. Este es un articulo Open Access bajo la licencia CC
BY-NC-ND (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

areport from 2005 administrative sources estimated an overall
Colombian prevalence of 0.9%.* These low and varying preva-
lence rates may be due to genetic factors, under-diagnosis and

Rheumatoid arthritis (RA) is a debilitating autoimmune dis-
ease that leads to chronic inflammation and destruction of
the joints and surrounding tissues of the musculoskeletal sys-
tem. Conservative estimates suggest that the prevalence rates
for RA in the Latin American population (as a whole) range
from 0.4% to 1.6%.' A recent review of the epidemiology of
RA in Colombia used medical records data to estimate the
disease prevalence in Colombia to be 0.15%,” and an analy-
sis of RA prevalence specifically for African Colombians from
Quibdo observed a period prevalence rate of 0.01%.> However,

reduced access to treatment.

Consistent with European and US guidelines,>® Latin
American specific guidelines (Pan-American League of Asso-
ciations for Rheumatology [PANLAR] and Grupo Latinoameri-
cano de Estudio de Artritis Reumatoide [GLADAR]) state that
RA treatment should control inflammation, minimize joint
destruction and radiographic progression, preserve functional
and work capabilities and improve quality of life.” However,
clinical management of RA in Latin American countries is
subject to several challenges. For example, patient referral
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to specialist rheumatologists may be restricted or delayed,
access to cost-effective medication, medical resources and
public health services may be limited, and there is a lack
of public policies and education surrounding RA./~10 Early
diagnosis and treatment is important for slowing the struc-
tural progression of RA'!; however, in a survey of Colombian
rheumatologists, 48.6% of respondents considered early RA
to represent the first 3 months after onset of symptoms, yet
54.5% believed that patients were not referred to specialists
until between 3 and 6 months after symptom onset.'?

For patients with RA in Colombia, first-line treatment gen-
erally consists of conventional synthetic disease-modifying
antirheumatic drugs (csDMARDs), followed by biologic
disease-modifying antirheumatic drugs (bDMARDs), such as
tumor necrosis factor inhibitors, for patients who do not show
an adequate response to initial treatment.’>"'® Screening for
latent TB prior to initiation of bDMARDs is recommended
in Latin American guidelines.” As the incidence of Mycobac-
terium tuberculosis (TB) in Colombia is intermediate at 31
(range 24-39) cases per 100,000 population; both screening and
monitoring for occurrence of TB during treatment is important
in the Colombian patient population.'” In Colombia, tofaci-
tinib is recommended in adult patients with RA after failure
to csDMARD:s or biologic therapy.'®

Although bDMARDs have not previously been commonly
prescribed in Colombia,>'? a recent retrospective study has
shown an increasing number of prescriptions for bDMARDs
among the study cohort of patients with RA, with more than
one-quarter receiving bDMARDs by the end of the study, with
etanercept and abatacept the most frequently used.'® In the
Colombian patient population, infliximab and adalimumab
have previously been shown to improve functional capacity
and quality of life in patients with refractory RA.'®'® How-
ever, traditionally, the low prescription of bDMARDs may be a
consequence of the high costs associated with bDMARDs, and
the requirement for close clinical and serologic monitoring of
patients. A recent Colombian cross-sectional study showed
that from one-third to half of patients attending a special-
ized care clinic were in remission according to disease activity
score (DAS28 <2.6; DAS erythrocyte sedimentation rate [ESR]
34.1% and DAS28 C-reactive protein [CRP] 49.5%),'® although it
is important to note that acute phase reactant levels may not
always reflect disease activity.’> A Colombian retrospective
cohort analysis showed 42.9% of patients achieving remission
defined as DAS28 <2.6,° highlighting a requirement for alter-
native RA therapies. Moreover, although this remission rate
may seem high, remission rates using different parameters,
such as Routine Assessment of Patient Index Data (RAPID),
Clinical Disease Activity Index (CDAI), Simplified Disease
Activity Index (SDAI), often show lower remission rates.???

Tofacitinib is an oral Janus kinase inhibitor for the treat-
ment of RA. The efficacy and safety of tofacitinib 5 and
10mg twice daily (BID) have been demonstrated in patients
with moderately to severely active RA and various treatment
histories in randomized global phase I1>>-?% and phase III*°3*
studies of up to 24 months’ duration, and in long-term
(LTE) studies with up to 114 months of
observation.®>>’ Safety and efficacy of tofacitinib specif-
ically in Latin American populations have been analyzed
previously in Phase III and LTE studies, due to differences

extension

in epidemiology and treatment guidelines compared with
global populations. 3329 In this post hoc analysis, the efficacy
and safety of tofacitinib 5 and 10 mg BID was evaluated in a
subpopulation of Colombian patients included in the global
phase III studies in RA.

Methods
Patients

This analysis included data from Colombian patients enrolled
in four global phase III studies of tofacitinib for the treatment
of RA. Patient inclusion and exclusion criteria have previously
been reported in detail for each individual study.'®?°-3133 In
summary, eligible patients were aged >18 years and had a
diagnosis of moderately to severely active RA based on Amer-
ican College of Rheumatology (ACR) 20/50/70 response rate
criteria.*® Patients were excluded if they had recent, current
or serious chronic infections; active or inadequately treated
latent TB infection; history of recurrent herpes zoster, dis-
seminated herpes zoster, or disseminated herpes simplex;
hepatitis B or C; human immunodeficiency virus; evidence
or history of malignancy, other than adequately treated or
excised non-metastatic basal or squamous cell cancer of the
skin, or cervical carcinoma in situ; and evidence or history of
lymphoma or lymphoproliferative disease.

Study designs

Data were analyzed from four phase IIl double-blind, random-
ized, controlled studies of 6-24 months’ duration thatincluded
patients from Colombia: ORAL Sync [NCT00856544; 12
months],>° ORAL Scan [NCT00847613; 24 months],' ORAL Solo
[NCT00814307; 6 months]?® and ORAL Start [NCT01039688; 12-
month data-cut, study was ongoing, database not locked].>?
These studies included patients who had previously had an
inadequate response to methotrexate (ORAL Scan), or >1
bDMARD or csDMARD (ORAL Sync and ORAL Solo). Patients
enrolled in ORAL Start were naive to methotrexate treatment
(defined as no prior treatment or <3 weekly doses). In ORAL
Scan, ORAL Sync and ORAL Solo, patients were randomized
to receive tofacitinib 5 mg BID, tofacitinib 10 mg BID, placebo
advanced to tofacitinib 5 mg BID, or placebo advanced to tofac-
itinib 10 mg BID. In the ORAL Sync and ORAL Scan studies,
placebo patients who did not achieve ACR20 at Month 3 were
advanced to tofacitinib treatment according to randomiza-
tion. All remaining placebo patients advanced to tofacitinib
treatment at Month 6. All placebo patients advanced to tofac-
itinib treatment at Month 3 in ORAL Solo. In ORAL Start,
patients were randomized to receive tofacitinib 5mg BID,
tofacitinib 10 mg BID, or methotrexate 10 mg per week titrated
to 20 mg per week over the course of 8 weeks, and maintained
for the duration of the study. Study drug was administered
either as monotherapy (in ORAL Solo and ORAL Start), or in
combination with background methotrexate (ORAL Scan) or
csDMARDs (ORAL Sync). Further information on study initia-
tion, completion dates and Principal Investigators is shown in
Supplementary Table 4.

All studies were conducted in accordance with the Dec-
laration of Helsinki and the International Conference on
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Table 1 - Patient demographics and baseline characteristics by treatment sequence for patients included in the efficacy

and safety analyses.

Efficacy analyses population®

Safety analyses population®

Tofacitinib Tofacitinib Tofacitinib Tofacitinib Placebo MTX
5mg BID 10mg BID 5mg BID 10mg BID (n=12) (n=9)
(n=33) (n=32) (n=53) (n=51)
Mean age, years (range) 51.5 (31-74) 51.6 (29-74) 51.0 (26-74) 50.9 (21-74) 52.4 (32-74) 45.8 (20-67)
Female, n (%) 28 (84.8) 30 (93.8) 45 (84.9) 46 (90.2) 11 (91.7) 8 (88.9)
Race, n (%)
White = 1(3.1) = 1(2.0) - =
Other 33 (100.0) 31 (96.9) 53 (100.0) 50 (98.0) 12 (100.0) 9 (100.0)
Mean RA duration, years (range) 7.5 (0.2-25.3) 10.1 (0.9-35.3) 5.5 (0.1-25.3) 7.2 (0.1-35.3) 13.0 (0.9-40.0) 2.6 (0.1-14.0)
Mean BMI, kg/m? (range) 26.6 (18.0-37.4)  25.6 (14.4-37.7)  25.8(18-37.4)  25.7 (14.4-37.7) 245 (14.6-37.1)  23.2(16.9-32.5)
Baseline DAS28-4(ESR), mean (SD) 6.3 (0.79) 6.2 (1.09) 6.5 (1.00) 6.4 (1.16) 6.7 (0.71) 7.1 (0.96)
Baseline HAQ-DI, mean (SD) 1.6 (0.76) 1.8 (0.66) 1.7 (0.78) 1.7 (0.63) 1.6 (0.73) 1.9 (0.64)
Previous RA treatment, n (%)
Methotrexate 32 (97.0) 32 (100.0) 32 (60.4) 32 (62.7) 11 (91.7) -
Anti-malarial 3(9.1) 4(12.5) 7 (13.2) 9 (17.6) 2(22.2)
Leflunomide 2 (6.1) - 2 (3.8) - 2 (16.7) -
Sulfasalazine 2 (6.1) - 2 (3.8) - 1(8.3) -

BID: twice daily; BMI: body mass index; DAS28-4(ESR): Disease Activity Score28-4(erythrocyte sedimentation rate); HAQ-DI: Health Assessment
Questionnaire-Disability Index; Other: Black/Asian/Hispanic; MTX: methotrexate; RA: rheumatoid arthritis; SD: standard deviation.

@ Efficacy analyses were based on three studies: ORAL Scan, ORAL Solo and ORAL Sync.

b Safety analyses were based on four studies: ORAL Scan, ORAL Solo, ORAL Sync and ORAL Start.

Harmonisation Good Clinical Practice Guidelines, and were
approved by Institutional Review Boards and/or Independent
Ethics Committees at each of the investigational centers par-
ticipating in the study. All patients provided written informed
consent.

Efficacy endpoints

Efficacy endpoints assessed up to Month 24 included: ACR20,
ACR50 and ACR70 response rates; mean Disease Activity
Score (DAS)28-4 (erythrocyte sedimentation rate [ESR]) scores;
and mean change from baseline in Health Assessment
Questionnaire-Disability Index (HAQ-DI) scores.

Safety endpoints

Endpoints included reporting of adverse events (AEs), seri-
ous AEs, discontinuations due to AEs, and mortality cases.
Malignancy events were adjudicated by an independent adju-
dication committee, which carried out a blinded review of
each biopsy case with at least two independent, board-
certified pathologists. Major cardiovascular AEs and all deaths
were adjudicated by a blinded, independent, external car-
diovascular safety endpoint adjudication committee for all
phase III studies. Patients were screened for latent or
untreated TB before enrollment, in accordance with the pro-
tocol for patients using bDMARDs in other Latin American
countries.*#? All available safety data were analyzed up to
Month 24.

Statistical analysis

All efficacy and safety analyses were based on observed
cases (i.e. no imputation of missing values) in the full
analysis set (FAS), which included all patients who were

randomized and received at least one dose of study treat-
ment (tofacitinib, placebo or methotrexate). Efficacy analyses
were assessed using FAS pooled data from three studies
(ORAL Scan, ORAL Solo and ORAL Sync). Patients from ORAL
Start were not included in efficacy analyses as they were a
methotrexate-naive population, and therefore represented a
different patient population versus the populations in the
other three studies. Efficacy data are reported for tofacitinib
groups only, as patient numbers in the placebo and methotrex-
ate groups were too low for meaningful comparison. Safety
analyses were performed on FAS data pooled from all four
studies (ORAL Scan, ORAL Solo, ORAL Sync and ORAL Start).
Despite low patient numbers in some groups, safety data are
reported for all groups for completeness. All analyses were
descriptive in nature, and general trends were described. Due
to small sample sizes, no statistical hypothesis testing was
performed; therefore, all differences described in the Results
section refer to numerical differences only.

Results
Patients

In total, 77 Colombian patients from three studies (ORAL Scan,
ORAL Solo and ORAL Sync) were included in the efficacy anal-
ysis, and 125 Colombian patients from four studies (ORAL
Scan, ORAL Solo, ORAL Sync and ORAL Start) were included
in the safety analyses. Baseline demographics and character-
istics were generally similar across treatment groups within
the efficacy and safety analyses populations, although in the
safety population the mean duration of RA was higher in the
placebo groups and both the mean duration of RA and mean
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Fig. 1 - Proportion of responders for (A) ACR20, (B) ACR50 and (C) ACR70 (SE) over time for the tofacitinib 5 and 10 mg BID
groups in the efficacy subpopulation (FAS, observed).

ACR20/50/70: American College of Rheumatology 20/50/70 response rates; BID: twice daily; FAS: full analysis set; SE,
standard error.

N represents the numbers of patients with non-missing ACR response. Efficacy analyses were based on three studies: ORAL
Scan, ORAL Solo and ORAL Sync.
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age were lower in the methotrexate-treated groups versus the
other treatment groups (Table 1).

Efficacy

AtMonth 1, ACR20 response rates for both tofacitinib 5 mg BID
(75.0%) and tofacitinib 10 mg BID (74.2%) were similar. Between
Month 3 and Month 9, ACR20 responses ranged from 66.7-to
74.2% and 76.7-86.2% for tofacitinib 5 and 10 mg BID, respec-
tively (Fig. 1A and Supplementary Table 1). By Month 12, ACR20
response rates for both tofacitinib 5 and 10mg BID groups
improved further (82.4% and 93.8%, respectively). Therefore,
although patient numbers reduced after Month 6, ACR20
response rates across all treatment groups were generally
sustained to Month 12 (Fig. 1A and Supplementary Table 1).
After Month 12, patient numbers were low; however, improve-
ments in ACR20 responses appeared to be generally sustained
through Month 24 (Fig. 1A and Supplementary Table 1).

ACR50 response improved over time for both tofacitinib
5and 10 mgBID groups from Month 1 (21.9% and 41.9%, respec-
tively), and from Month 3 (48.5% and 53.3%, respectively)
through to Month 12 (52.9% and 75.0%, respectively) (Fig. 1B
and Supplementary Table 1). Tofacitinib 10 mg BID appeared
to show higher ACR50 responses than tofacitinib 5mg BID,
although no formal statistical analysis was performed. From
Month 12 to Month 24, patient numbers were low for both
tofacitinib 5 and 10mg BID groups, and ACR50 responses
ranged from 33.3-83.3% and 66.7-83.3%, respectively (Fig. 1B
and SupplementaryTable 1).

Similarly, ACR70 response rates improved over time for
both tofacitinib 5 and 10mg BID groups from Month 1 (3.1%
and 9.7%, respectively), and from Month 3 (21.2% and 20.0%,
respectively) through to Month 12 (41.2% and 43.8%, respec-
tively) (Fig. 1C and Supplementary Table 1). ACR70 responses

were comparable among both tofacitinib groups from Month
3 to Month 12. From Month 12 to Month 24, ACR70 responses
varied over time with tofacitinib 5mg BID (0-50.0%), and were
generally sustained with tofacitinib 10mg BID (28.6-44.4%);
however, patient numbers for these time points were low
(Fig. 1C and Supplementary Table 1).

Mean DAS28-4(ESR) steadily improved over time for both
tofacitinib 5 and 10mg BID groups from baseline (6.3 and
6.2, respectively), to Month 1 (4.6 and 4.0, respectively), to
Month 3 (4.3 and 3.9, respectively) and through to Month 12
(3.7 and 2.8, respectively) (Fig. 2 and Supplementary Table 2).
Although patient numbers were low after Month 12, improve-
ments in mean DAS28-4(ESR) appeared to be generally sus-
tained through to Month 24 (Fig. 2 and Supplementary Table 2).

Improvements from baseline in mean HAQ-DI scores were
observed for both tofacitinib 5 and 10 mg BID groups as early
as Month 1 (—0.4 and —0.9, respectively), and were sustained
over time to Month 3 (0.6 and —0.9) through to Month 12
(-1.0 and —0.8) (Fig. 3, Supplementary Table 3). Although
patient numbers were low after Month 12, improvements
in mean HAQ-DI scores appeared to be generally sustained
through to Month 24 (—0.9 and —1.0, respectively).

Safety

In total, 15 patients receiving tofacitinib treatment discon-
tinued from the studies; 13 of these discontinuations were
considered unrelated to study drug, and two patients (one
each in the tofacitinib 5 and 10 mg BID groups) discontinued
due to AEs related to study drug (Table 2). No serious AEs or
deaths were reported in any treatment group. A higher pro-
portion of patients reported treatment-emergent AEs (TEAEs)
after Month 6 compared with the Month 0-3 and Month 3-6
treatment periods (Table 2).
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Fig. 2 - Mean (SE) DAS28-4(ESR) over time for the tofacitinib 5 and 10 mg BID groups in the efficacy subpopulation (FAS,

observed).

BID: twice daily; DAS28-4(ESR): Disease Activity Score-erythrocyte sedimentation rate; FAS: full analysis set; SE: standard

error.

N represents the numbers of patients with non-missing DAS28-4(ESR). Efficacy analyses were based on three studies: ORAL

Scan, ORAL Solo and ORAL Sync.
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Fig. 3 - Mean (SE) change from baseline in HAQ-DI (SE) over time for the tofacitinib 5 and 10 mg BID groups in the efficacy
subpopulation (FAS, observed).

BID: twice daily; FAS: full analysis set; HAQ-DI: Health Assessment Questionnaire-Disability Index; SE: standard error.

N represents the numbers of patients with non-missing HAQ-DI. Efficacy analyses were based on three studies: ORAL Scan,
ORAL Solo and ORAL Sync.

Table 2 - Summary of safety outcomes for all treatment groups.

Tofacitinib 5 mg BID Tofacitinib 10 mg BID Placebo MTX
n (%) (n=53) (n=51) (n=12) (n=9)
Discontinuations
Related to study drug

AE 1(1.9) 1(2.0)° - -

Lack of efficacy - - - 1(11.1)
Not related to study drug 4 (7.5) 9 (17.6) 2 (16.7) 2 (22.2)
AEs
TEAE Month 0-3 21 (39.6) 18 (35.3) 7 (58.3) =
TEAE Month 3-6 19 (34.5) 21 (36.8) 1 (25.0) =
TEAE Month 6+ 34(77.3 34(77.3 NA 6 (66.7)
SAEs - - - -
Deaths = = = =

AE: adverse event; BID: twice daily; MTX: methotrexate; NA: not applicable; SAE, serious adverse event; TEAE: treatment-emergent adverse

event.

@ Patient discontinued due to increased blood creatine phosphokinase, but not adjudicated SAE

b patient discontinued due a persistent elevation in function liver tests (alkaline phosphatase, alanine aminotransferase, aspartate amino-
transferase, gamma-glutamyltransferase), but not adjudicated SAE
Placebo patients advanced to tofacitinib 5 or 10 mg BID at Month 3 or 6, depending on American College of Rheumatology 20 response rate.
Safety analyses were based on data from four studies: ORAL Scan, ORAL Solo, ORAL Sync and ORAL Start.

During the first 3 months of treatment, the most fre- 3 and 6. No TEAEs were reported in patients receiving

quently reported TEAEs were anemia for the placebo and
tofacitinib 5mg BID groups, and anemia and urinary tract
infection for the tofacitinib 10 mg BID group; no TEAEs were
reported in the methotrexate group (Table 3). One case each of
hypotension and hematoma were with tofacitinib 5mg BID
and one case of hypertensive crisis was reported with tofaci-
tinib 10 mg BID. Between Months 3 and 6, the most frequently
reported TEAEs were hematuria, headache and increased
blood creatine phosphokinase with tofacitinib 5mg BID, and
anemia with tofacitinib 10 mg BID. One case of non-melanoma
skin cancer (NMSC; basal cell carcinoma) malignancy was
reported in the tofacitinib 10 mg BID group between Months

methotrexate, and no particular TEAE was more frequent in
the placebo group. Post-Month 6, the most frequently reported
TEAEs for tofacitinib-treated patients were anemia, headache,
influenza and increased blood creatine phosphokinase; no
particular TEAE was more frequent in the methotrexate group
(Table 3). Differences were observed between AEs reported for
patients receiving tofacitinib 5 or 10mg BID post-6 months,
with a higher number of reported headaches, influenza and
gastrointestinal disorders (upper abdominal pain and dys-
pepsia) in patients receiving tofacitinib 10 mg BID compared
with those receiving tofacitinib 5 mg BID. Post-Month 6, there
was one other reported case of NMSC (basal cell carcinoma)



Table 3 - Most frequently reported TEAEs (>5%) in any treatment group.

Months 0-3 Months 3-6 Month 6+
Tofacitinib Tofacitinib Placebo MTX Tofacitinib Tofacitinib Placebo MTX Tofacitinib Tofacitinib MTX
5mg BID 10 mg BID 5mg BID 10 mg BID 5mg BID 10mg BID

n (%) (n=53) (n=51) (n=12) (n=9) (n=55) (n=57) (n=4) (n=9) (n=44) (n=44) (n=9)
Anemia 5 (9.4) 3(5.9) 3 (25) = 2 (3.6) 5 (8.8) = = 6 (13.6) 5 (11.4) 1(11.1)
Diarrhea - — 1(8.3) — - — - — 4(9.1) (9.1) -
Abdominal pain NA NA NA NA = 1(1.8) 1 (25.0) = 0(0.0) 3(6.8) 1(11.1)

(upper)
Dyspepsia - 2 (3.9) - - - 1(1.8 - - 3(6.8) -
Bronchitis 1(1.9) 1(2.0) - - - (1 - - 1(2.3) 3(6.8) -
Urinary tract - 3(5.9) - - - 3(5 - - 2 (4.5) 5(11.4) 1(11.2)

infection
Influenza = = = = 1 (1. 1(1.8 = = 5(11.4 7 (15.9) 1(11.1)
Blood creatine 3(5.7) 2(3.9) - - 3(5.5) 2(3 - - 6 (13.6) 3(6.8) -

phosphokinase

increased
Hypercholesterolemia - 1(2.0) - - 1(1.8) - - 1(2.3) 3(6.8) -
Hypertriglyceridemia 1 (1.9) 1(2.0) = = 1(1.8) = = = 4(9.1) 4(9.1) =
Headache 1(1.9) 1(2.0) 1(8.3) = 3(5.5 2 (3.5) 1 (25.0) = 4(9.1) 7 (15.9) =
Hematuria 2 (3.8) - - 3(5.5) - - - 4(9.1) 1(2.3) -
Onychomycosis - - 1(8.3) - - - - 1(2.3) 1(2.3) -
Erythema - - 1(8.3) - - - - - - - -
Skin lesion - - 1(8.3) - - - - - 1(2.3) - -

BID: twice daily; MTX: methotrexate; NA: not applicable; TEAE: treatment-emergent adverse event.
Placebo patients could advance to tofacitinib 5 or 10 mg BID at Month 3 depending on American College of Rheumatology 20 response rate; all remaining placebo patients advanced at Month 6 to
tofacitinib 5 or 10 mg BID. Abdominal pain upper was not listed for Month 0-3.

Safety analyses were based on data from four studies: ORAL Scan, ORAL Solo, ORAL Sync and ORAL Start.
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malignancy in the tofacitinib 10mg BID group, and a sin-
gle reported case of herpes zoster in the tofacitinib 5mg BID
group; no other cases of herpes zoster were reported. One
case each of tachycardia was reported with tofacitinib 5 and
10 mg BID, respectively. There were no reported cases of TB,
opportunistic infections, serious infections or gastrointestinal
perforations.

Discussion

This post hoc analysis of the efficacy and safety of tofacitinib
in Colombian patients with RA demonstrated that tofacitinib
Smg BID and tofacitinib 10mg BID reduced the signs and
symptoms of RA, as measured by ACR20, ACR50 and ACR70
response rates and mean DAS28-4(ESR), and improved phys-
ical function, as measured by mean change from baseline
in HAQ-DI. Although patient numbers were low post-Month
12, efficacy improvements were generally sustained through
to Month 24 in the tofacitinib 5 and 10mg BID groups.
Demographics were generally similar among the Colombian
populations studied here and the global data, with the excep-
tion of race, where the majority of Colombian patients were
non-white; however, additional analysis of this category was
not conducted. Mean RA duration was generally slightly
shorter (excluding placebo which was higher) and HAQ-DI was
generally higher in the data reported here, compared with
global data for these studies.??343839

Similar improvements in efficacy outcomes at Month
3 were observed for Colombian patients receiving tofaci-
tinib 5mg BID and tofacitinib 10mg BID, compared with
the Latin American population in tofacitinib phase III
studies and generally similar efficacy outcomes compared
with LTE studies.®® The efficacy analyses presented here
showed that ACR response rates, change from baseline
in HAQ-DI, and mean DAS28-4(ESR) were also gener-
ally similar compared with the global phase III RA
population.?°-3438

Unlike many bDMARDs, which require subcutaneous or
intravenous administration, tofacitinib is administered orally.
This may be particularly beneficial in Colombia, where some
patients may not have easy access to resources related to
transportation, storage and administration of these medi-
cations. However, patients receiving tofacitinib do require
routine monitoring of neutrophils, lymphocytes, hemoglobin,
liver enzymes and lipids, as well as baseline screening for TB
and viral hepatitis. “> Our results for Colombian patients with
RA support the global findings that tofacitinib could provide
an effective oral alternative to bDMARDs.

There were no reported cases of serious AEs, seri-
ous infections, or deaths in any of the treatment groups,
and the overall safety profile of tofacitinib was gener-
ally similar between the Colombian subpopulation and
both the global phase III RA population’3* and the
Latin American population.>® However, in interpreting these
findings it is important to acknowledge that the global
and Latin American populations included a larger num-
ber of patients, with greater total tofacitinib exposure
analyzed, compared with the Colombian subpopulation.
Two cases of NMSC malignancies were reported in the

tofacitinib 10mg BID group. No cases of lymphoma, or
lymphoproliferative disorders were reported in Colombian
patients.

No cases of TB were reported in this Colombian subpopu-
lation, which is consistent with the low incidence reported in
the Latin American and global phase III and LTE populations.
29-34,38,39.44 1t {s important to note that patients enrolled into
tofacitinib clinical trials were screened for latent or untreated
TB before enrollment, and it is recommended that all patients
(including those from countries where TB is not endemic)
should be screened for TB before initiating tofacitinib treat-
ment, as is already the case for patients using bDMARDs in
other Latin American countries.*’*? Furthermore, previous
reports have indicated that the risk of developing TB while
receiving immunosuppressant therapy varies according to the
background TB rate in the underlying population.***’ The
latest World Health Organization Global Tuberculosis Report
listed incidence of TB in Colombia as intermediate, therefore
monitoring for TB as a possible AE of special interest was
important in this population.’’

Overall, fewer AEs, serious AEs and deaths were reported
for the Colombian subpopulation compared with the Latin
American and global populations; however, this is most
likely the result of the small sample size in the Colom-
bian subpopulation.?®343839 Investigator-reported increases
in blood creatine phosphokinase were observed in some
patients receiving tofacitinib in this Colombian subpopu-
lation; however, proportions of events were no higher
than in the long-term extension studies in the Latin
American population.®® Similarly, throughout the entire
global RA program generally, mean values for serum cre-
atine phosphokinase remained within normal reference
ranges.*®

Treatment with bDMARDs can increase the risk of infec-
tions and infestations compared with csDMARDs in patients
in Latin American countries.**>*° No opportunistic infections
or serious infections were reported in this analysis of Colom-
bian patients, and there was one case of non-serious herpes
zoster in the tofacitinib 5 mg BID group; however, it should be
noted that the comparatively low Colombian patient numbers
may not enable generalization to the wider population. In the
global tofacitinib studies, increased rates of herpes zoster were
observed with tofacitinib treatment compared with placebo,
but reports of complicated herpes zoster events have been rare
for tofacitinib-treated patients in longer-term studies.??-3>°1
Therefore, there were no cases of TB, opportunistic infec-
tion, gastrointestinal perforation, or serious cardiovascular
AEs, and few cases of herpes zoster or malignancies were
reported in Colombian patients receiving tofacitinib in these
phase III studies. However, it remains important to routinely
monitor patients for these AEs, as is already recommended
in Colombian guidelines for other immunosuppressant
therapies.'*16

With the exception of ORAL Start, in which patients were
MTX-naive, the patient populations among ORAL Scan, ORAL
Solo and ORAL Sync were generally very similar and were
DMARD-IR. Therefore, this post hoc analysis was somewhat
limited by the use of pooled data, which can provide a het-
erogeneous patient population. Moreover, there were some
differences in designs and methodologies of the phase III
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studies included in this analysis. As such, efficacy analy-
ses included patients from ORAL Scan, ORAL Solo and ORAL
Sync only, as patients in ORAL Start were methotrexate-
naive, and represented a different patient population that
was not directly comparable. A greater proportion of Colom-
bian patients were identified as non-white compared with
the global populations; however, further investigation of race
within the non-white listing category was not conducted.
At all time points, patient numbers in the placebo and
methotrexate groups were too low to allow meaningful com-
parison to be made with the tofacitinib groups, and therefore
the exclusion of these groups from efficacy analyses limits
the interpretation of the findings. For completeness, placebo
and methotrexate groups were included in the safety analy-
sis; however, the placebo group was smaller and had shorter
exposure than the tofacitinib groups, which limits meaning-
ful between group comparisons. Another important limitation
of this post hoc analysis is the low patient numbers for all
groups post-Month 12. Due to these low patient numbers, effi-
cacy outcomes for tofacitinib groups post-Month 12, and any
safety differences between active treatment and placebo post-
Month 12, should be interpreted with caution. Due to the small
sample sizes of this analysis of the Colombian sub-population,
no formal statistical analyses were conducted. Also anal-
yses were not powered to identify differences in efficacy
or safety between treatment groups, therefore, conclusions
are not definitive and are based on descriptive analyses
only.

Conclusion

Two studies observed that from one-third to half of patients
with RA in Colombia may be achieving remission;'>!> as
such, there may be an unmet clinical need in Colombia for
new RA therapies that can improve treatment outcomes for
patients who have an inadequate response to csDMARDs
and bDMARDs. Our results suggest that tofacitinib 5mg BID
and tofacitinib 10mg BID were efficacious over 12 months
(Month 24 data also presented) for the treatment of RA in
Colombian patients in phase III studies; this was consistent
with the findings from the global phase IIl and Latin American
populations.

The data presented here for the Colombian sub-population
suggest that there are no major differences in terms of effi-
cacy or safety compared with patients from Latin American
or global populations. Therefore, no significant differential
factor emerged between the Colombian populations and
other populations, which may be important when con-
sidering that incidences of some infections and neglected
tropical diseases are more frequent in Latin American
countries.”>3

Both tofacitinib doses demonstrated a manageable safety
profile in the Colombian subpopulation. Overall, our results
support the favorable benefit-risk of tofacitinib as an oral alter-
native to bDMARDs for the treatment of patients with RA in
Colombia.

Funding

This study was funded by Pfizer Inc.

Author roles and contributions

All authors meet the criteria for authorship and have approved
the final article.

Conflict of interest

P Vélez and W Otero Escalante have no conflicts of interest to
declare. JJJaller has no conflicts of interest to declare. EG Garcia
and K Persand were employees and shareholders of Pfizer Inc
at the time the studies were conducted. R Rojo, D Chapman,
and G Matiz are employees of Pfizer Inc.

Acknowledgments

The authors would like to thank the patients, investiga-
tors and study teams involved in the studies included in
this analysis. The authors would also like to thank Elaine
Hoffman for providing statistical support. Medical writing
support, under the direction of the authors, was provided by
Rebecca Douglas, PhD, CMC Connect, a division of Complete
Medical Communications Ltd, Macclesfield, UK and was
funded by Pfizer Inc, New York, NY, USA in accordance with
Good Publication Practice (GPP3) guidelines (Ann Intern Med
2015;163:461-464). This analysis was previously presented
in poster form at Asociacién Colombiana de Reumatologia
Medellin, Colombia, August 15-18, 2013.>*

Appendix A. Supplementary data

Supplementary data associated with this article can be found,
in the online version, at doi:10.1016/j.rcreu.2018.08.002.

REFERENCES

1. Burgos-Vargas R, Catoggio LJ, Galarza-Maldonado C,
Ostojich K, Cardiel MH. Current therapies in rheumatoid
arthritis: a Latin American perspective. Reumatol Clin.
2013;9:106-12.

2. Machado-Alba JE, Ruiz AF, Medina Morales DA. The
epidemiology of rheumatoid arthritis in a cohort of
Colombian patients. Rev Colomb Reumatol. 2015;22:148-52.

3. Anaya JM, Correa PA, Mantilla RD, Jimenez F, Kuffner T,
McNicholl JM. Rheumatoid arthritis in African Colombians
from Quibdo. Semin Arthritis Rheum. 2001;31:191-8.

4. Diaz-Rojas JA, Davila-Ramirez FA, Quintana-Lopez G,
Aristizabal-Gutiérrez F, Brown P. Prevalencia de artritis
reumatoide en Colombia: una aproximacién basada en la
carga de la enfermedad durante el afio 2005. Rev Colomb
Reumatol. 2016;23:11-6.

5. Smolen JS, Landewé R, Bijlsma J, Burmester G,
Chatzidionysiou K, Dougados M, et al. EULAR
recommendations for the management of rheumatoid
arthritis with synthetic and biological disease-modifying
antirheumatic drugs: 2016 update. Ann Rheum Dis.
2017;76:960-77.

6. Singh JA, Saag KG, Bridges SL Jr, Akl EA, Bannuru RR,
Sullivan MC, et al. 2015 American College of Rheumatology



REV COLOMB REUMATOL. 2018;25(4):233-244

243

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

guideline for the treatment of rheumatoid arthritis. Arthritis
Rheumatol. 2016;68:1-26.

. Cardiel MH. First Latin American position paper on the

pharmacological treatment of rheumatoid arthritis.
Rheumatology (Oxford). 2006;45 Suppl 2:ii7-22.

. Cardiel MH. Treating rheumatoid arthritis in Latin America:

current challenges and future treatment strategies. Int J Clin
Rheumatol. 2012;7:139-42.

. Cardiel MH, Pons-Estel BA, Sacnun MP, Wojdyla D, Saurit V,

Marcos JC, et al. Treatment of early rheumatoid arthritis in a
multinational inception cohort of Latin American patients:
the GLADAR experience. ] Clin Rheumatol. 2012;18:

327-35.

Mody GM, Cardiel MH. Challenges in the management of
rheumatoid arthritis in developing countries. Best Pract Res
Clin Rheumatol. 2008;22:621-41.

Finckh A, Liang MH, van Herckenrode CM, de PP. Long-term
impact of early treatment on radiographic progression in
rheumatoid arthritis: a meta-analysis. Arthritis Rheum.
2006;55:864-72.

Caballero Uribe CV, Londofio JD, Chalem JP. Tratamiento de la
artritis reumatoide en Colombia. Applicacién practica de los
conceptos tedricos por parte de los reumatélogos
colombianos. Rev Colomb Reumatol. 2002;9:242-50.
Bautista-Molano W, Fernandez-Avila D, Jimenez R, Cardozo R,
Marin A, Soler MD, et al. Epidemiological profile of Colombian
patients with rheumatoid arthritis in a specialized care clinic.
Reumatol Clin. 2016;12:313-8.

Londofio JD, Gutiérrez JR, Cortés MD, Uribe OU, Gonzélez
Buritica H, Caballero Uribe CV, et al. Recomendaciones del
comité de expertos de la Asociacién Colombiana de
Rheumatologia para el empleo de terapia bloqueadora del
factor de necrosis tumoral en artritis reumatoide. Rev Colomb
Reumatol. 2001;8:296-302.

Machado-Alba JE, Ruiz AF, Machado-Duque ME. Effectiveness
of treatment with biologic- and disease-modifying
antirheumatic drugs in rheumatoid arthritis patients in
Colombia. Int J Clin Pract. 2016;70:506-11.

Universidad Nacional de Colombia. Guia de Practica Clinica
artritis reumatoide; 2014. Available from:
http://gpc.minsalud.gov.co/gpc_sites/Repositorio/Conv_563/
GPC_art_reumatoide/gpc_art_reumatoide_completa.aspx
World Health Organization. Global Tuberculosis Report; 2016.
Available from:

http://www.who.int/tb/publications/global report/en/
[accessed 11.9.17].

Londono J, Molina J, Guzman R, Caballero C, Chalem M,
Janiot M, et al. Efficacy and safety of 40 mg adalimumab twice
per month in Colombian patients with rheumatoid arthritis
(RA) with failure of conventional treatment. An open study in
a group of unselected patients “Real life study”. Ann Rheum
Dis. 2005;64 Suppl. II1:475.

Londono PJ, Fernandez A, Daniel G, Salazar JC, Saiibi DL,
Molina JF, et al. Cambio en la capacidad funcional, calidad de
vida y actividad de la enfermedad, en un grupo de pacientes
colombianos con artritis reumatoide refractaria al
tratamiento convencional, que recibieron terapia con
Infliximab como medicamento de rescate. Rev Med.
2009;17:40-9.

Kay J, Morgacheva O, Messing SP, Kremer JM, Greenberg JD,
Reed GW, et al. Clinical disease activity and acute phase
reactant levels are discordant among patients with active
rheumatoid arthritis: acute phase reactant levels contribute
separately to predicting outcome at one year. Arthritis Res
Ther. 2014;16:R40.

Anderson JK, Zimmerman L, Caplan L, Michaud K. Measures
of rheumatoid arthritis disease activity: patient (PtGA) and
Provider (PrGA) Global Assessment of Disease Activity,

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Disease Activity Score (DAS) and Disease Activity Score with
28-Joint Counts (DAS28), Simplified Disease Activity Index
(SDAL), Clinical Disease Activity Index (CDAI), Patient Activity
Score (PAS) and Patient Activity Score-II (PASII), Routine
Assessment of Patient Index Data (RAPID), Rheumatoid
Arthritis Disease Activity Index (RADAI) and Rheumatoid
Arthritis Disease Activity Index-5 (RADAI-5), Chronic Arthritis
Systemic Index (CASI), Patient-Based Disease Activity Score
With ESR (PDAS1) and Patient-Based Disease Activity Score
without ESR (PDAS2), and Mean Overall Index for Rheumatoid
Arthritis (MOI-RA). Arthritis Care Res (Hoboken). 2011;63
Suppl 11:514-36.

Munoz JGB, Giraldo RB, Santos AM, Bello-Gualteros JM,
Rueda JC, Saldarriaga EL, et al. Correlation between rapid-3,
DAS28, CDAI and SDAI as a measure of disease activity in a
cohort of Colombian patients with rheumatoid arthritis. Clin
Rheumatol. 2017;36:1143-8.

Fleischmann R, Cutolo M, Genovese MC, Lee EB, Kanik KS,
Sadis S, et al. Phase IIb dose-ranging study of the oral JAK
inhibitor tofacitinib (CP-690,550) or adalimumab
monotherapy versus placebo in patients with active
rheumatoid arthritis with an inadequate response to
disease-modifying antirheumatic drugs. Arthritis Rheum.
2012;64:617-29.

Kremer JM, Cohen S, Wilkinson BE, Connell CA, French JL,
Gomez-Reino J, et al. A phase IIb dose-ranging study of the
oral JAK inhibitor tofacitinib (CP-690,550) versus placebo in
combination with background methotrexate in patients with
active rheumatoid arthritis and an inadequate response to
methotrexate alone. Arthritis Rheum. 2012;64:

970-81.

Kremer JM, Bloom BJ, Breedveld FC, Coombs JH, Fletcher MP,
Gruben D, et al. The safety and efficacy of a JAK inhibitor in
patients with active rheumatoid arthritis: results of a
double-blind, placebo-controlled phase Ila trial of three
dosage levels of CP-690,550 versus placebo. Arthritis Rheum.
2009;60:1895-905.

Mclnnes IB, Kim HY, Lee SH, Mandel D, Song YW, Connell CA,
et al. Open-label tofacitinib and double-blind atorvastatin in
rheumatoid arthritis patients: a randomised study. Ann
Rheum Dis. 2014;73:124-31.

Tanaka Y, Suzuki M, Nakamura H, Toyoizumi S, Zwillich SH,
Tofacitinib Study Investigators. Phase II study of tofacitinib
(CP-690,550) combined with methotrexate in patients with
rheumatoid arthritis and an inadequate response to
methotrexate. Arthritis Care Res (Hoboken). 2011;63:1150-8.
Tanaka Y, Takeuchi T, Yamanaka H, Nakamura H,

Toyoizumi S, Zwillich S. Efficacy and safety of tofacitinib as
monotherapy in Japanese patients with active rheumatoid
arthritis: a 12-week, randomized, phase 2 study. Mod
Rheumatol. 2015;25:514-21.

Fleischmann R, Kremer ], Cush J, Schulze-Koops H,

Connell CA, Bradley JD, et al. Placebo-controlled trial of
tofacitinib monotherapy in rheumatoid arthritis. N Engl J
Med. 2012;367:495-507.

Kremer J, Li Z-G, Hall S, Fleischmann R, Genovese M,
Martin-Mola E, et al. Tofacitinib in combination with
nonbiologic disease-modifying antirheumatic drugs in
patients with active rheumatoid arthritis: a randomized trial.
Ann Intern Med. 2013;159:253-61.

van der Heijde D, Tanaka Y, Fleischmann R, Keystone E,
Kremer ], Zerbini C, et al. Tofacitinib (CP-690,550) in patients
with rheumatoid arthritis receiving methotrexate:
twelve-month data from a twenty-four-month phase III
randomized radiographic study. Arthritis Rheum.
2013;65:559-70.

van Vollenhoven RF, Fleischmann R, Cohen S, Lee EB, Garcia
Meijide JA, Wagner S, et al. Tofacitinib or adalimumab versus



244

REV COLOMB REUMATOL. 2018;25(4):233-244

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

placebo in rheumatoid arthritis. N Engl ] Med.
2012;367:508-19.

Lee EB, Fleischmann R, Hall S, Wilkinson B, Bradley J,
Gruben D, et al. Tofacitinib versus methotrexate in
rheumatoid arthritis. N Engl ] Med. 2014;370:2377-86.
Burmester GR, Blanco R, Charles-Schoeman C, Wollenhaupt J,
Zerbini C, Benda B, et al. Tofacitinib (CP-690,550) in
combination with methotrexate in patients with active
rheumatoid arthritis with an inadequate response to tumour
necrosis factor inhibitors: a randomised phase 3 trial. Lancet.
2013;381:451-60.

Wollenhaupt J, Silverfield J, Lee EB, Curtis JR, Wood SP,

Soma K, et al. Safety and efficacy of tofacitinib, an oral Janus
kinase inhibitor, for the treatment of rheumatoid arthritis in
open-label, longterm extension studies. ] Rheumatol.
2014;41:837-52.

Yamanaka H, Tanaka Y, Takeuchi T, Sugiyama N, Yuasa H,
Toyoizumi S, et al. Tofacitinib, an oral Janus kinase inhibitor,
as monotherapy or with background methotrexate, in
Japanese patients with rheumatoid arthritis: an open-label,
long-term extension study. Arthritis Res Ther. 2016;18:34.
Wollenhaupt J, Silverfield J, Lee EB, Terry K, Kwok K,
Strengholt S, et al. Tofacitinib, an oral Janus kinase inhibitor,
in the treatment of rheumatoid arthritis: safety and efficacy
in open-label, long-term extension studies over 9 years.
Arthritis Rheumatol. 2017;69:683-4.

Radominski SC, Cardiel MH, Citera G, Goecke A, Jaller JJ,
Lomonte AB, et al. Tofacitinib, an oral Janus kinase inhibitor,
for the treatment of Latin American patients with
rheumatoid arthritis: pooled efficacy and safety analyses of
Phase 3 and long-term extension studies. Reumatol Clin. 2016
[accessed 11.6.18]. 10.1016/j.reuma.2016.04.010.

Castaneda OM, Romero FJ, Salinas A, Citera G, Mysler E,
Rillo O, et al. Safety of tofacitinib in the treatment of
rheumatoid arthritis in Latin America compared with the rest
of the world population. J Clin Rheumatol. 2017;23:

193-9.

Arnett FC, Edworthy SM, Bloch DA, McShane DJ, Fries JF,
Cooper NS, et al. The American Rheumatism Association
1987 revised criteria for the classification of rheumatoid
arthritis. Arthritis Rheum. 1988;31:315-24.

da Mota LM, Cruz BA, Brenol CV, Pereira IA, Rezende-

Fronza LS, Bertolo MB, et al. 2012 Brazilian Society of
Rheumatology Consensus for the treatment of rheumatoid
arthritis. Rev Bras Reumatol. 2012;52:152-74.

Cardiel MH, Diaz-Borjon A, Vazquez Del Mercado EM,
Gamez-Nava ]I, Barile Fabris LA, Pacheco TC, et al. Update of
the Mexican College of Rheumatology guidelines for the
pharmacologic treatment of rheumatoid arthritis. Reumatol
Clin. 2014;10:227-40.

US Food and Drug Administration. XELJANZ® (tofacitinib)
highlights of prescribing information; 2017. Available from:
http://labeling.pfizer.com/ShowLabeling.aspx?id=959
[accessed: 3.28.18].

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

Winthrop KL, Park SH, Gul A, Cardiel MH, Gomez-Reino JJ,
Tanaka Y, et al. Tuberculosis and other opportunistic
infections in tofacitinib-treated patients with rheumatoid
arthritis. Ann Rheum Dis. 2016;75:1133-8.

Carmona L, Gémez-Reino JJ, Rodriguez-Valverde V, Montero D,
Pascual-Gémez E, Mola EM, et al. Effectiveness of
recommendations to prevent reactivation of latent
tuberculosis infection in patients treated with tumor necrosis
factor antagonists. Arthritis Rheum. 2005;52:

1766-72.

Marino S, Sud D, Plessner H, Lin PL, Chan J, Flynn JL, et al.
Differences in reactivation of tuberculosis induced from
anti-TNF treatments are based on bioavailability in
granulomatous tissue. PLoS Comput Biol. 2007;3:

1909-24.

Ramiro S, Gaujoux-Viala C, Nam JL, Smolen JS, Buch M,
Gossec L, et al. Safety of synthetic and biological DMARDs: a
systematic literature review informing the 2013 update of the
EULAR recommendations for management of rheumatoid
arthritis. Ann Rheum Dis. 2014;73:529-35.

FDA. Tofacitinib for Treatment of Rheumatoid Arthritis (NDA
203214) Advisory Committee Meeting Briefing Document
(NDA 203214); 2012. Available from:
https://www.accessdata.fda.gov/drugsatfda_docs/nda/2012/
2032140rig1s000MedR.pdf [accessed 8.30.17].

Titton DC, Silveira IG, Louzada-Junior P, Hayata AL,

Carvalho HM, Ranza R, et al. Brazilian biologic registry:
biobadaBrasil implementation process and preliminary
results. Rev Bras Reumatol. 2011;51:152-60.

Ventura-Rios L, Banuelos-Ramirez D, Hernandez-Quiroz MC,
Robles-San RM, Irazoque-Palazuelos F, Goycochea-Robles MV.
Patient survival and safety with biologic therapy. Results of
the Mexican National Registry Biobadamex 1.0. Reumatol
Clin. 2012;8:189-94.

Wollenhaupt J, Silverfield J, Lee EB, Wood SP, Terry K,
Nakamura H, et al. Tofacitinib, an oral Janus kinase inhibitor,
in the treatment of rheumatoid arthritis: open-label,
long-term extension safety and efficacy up to 6 years.
Arthritis Rheumatol. 2014;74:5375.

Barreto SM, Miranda JJ, Figueroa JP, Schmidt MI, Munoz S,
Kuri-Morales PP, et al. Epidemiology in Latin America and the
Caribbean: current situation and challenges. Int ] Epidemiol.
2012;41:557-71.

Hotez PJ, Bottazzi ME, Franco-Paredes C, Ault SK, Periago MR.
The neglected tropical diseases of Latin America and the
Caribbean: a review of disease burden and distribution and a
roadmap for control and elimination. PLoS Negl Trop Dis.
2008;2:e300.

Velez P, Jaller JJ, Otero W, Persand K, Mahgoub EY, Mebus C,
et al. Tofacitinib, an oral Janus kinase inhibitor, in patients
from Latin America with rheumatoid arthritis: pooled efficacy
and safety analyses. Asociacién Colombiana de
Rheumatologia, Medellin, Colombia, August 15-18, 2013.



	Tofacitinib, an oral Janus kinase inhibitor,in patients from Colombia with rheumatoidarthritis: Pooled efficacy and safety analyses of datafrom phase III studies

