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Prescribing notes:
• Prescribe by brand name (due to availability of biosimilars*).

• Where possible, prescribe the least expensive agent (take into account individual patient factors e.g. 

presence of comorbidities, extra-articular manifestations, and administration costs, dosage, price per 

dose and commercial arrangements). Note – biosimilars* are cost-effective treatment choices.

• Infliximab# is recommended only if treatment is started with the least expensive infliximab product.

• When using BASDAI and spinal pain VAS scores, take into account any physical, sensory or learning 

disabilities, or communication difficulties that could affect the responses to the questionnaires, and 

make any adjustments they consider appropriate.

• Clinicians should refer to the SmPCs for each individual drug for full prescribing information, noting 

▼black triangle status where applicable – click here 

• TNF inhibitors should be avoided in patients with any of the following co-morbidities:-

• (∆ Specific patient population) Proven malignancy in last 10 years; malignant melanoma at any 

point; MS; Bronchiectasis; Pulmonary Fibrosis; SLE; Congestive heart failure (NYHA Class III / 

IV). 

• JAK inhibitors∞ –The MHRA have issued a drug safety update (DSU) bulletin (April 2023) detailing 

new measures to reduce risks of major cardiovascular events, malignancy, venous thromboembolism, 

serious infections and increased mortality with JAK inhibitors. See MHRA advice on measures to 

consider before considering prescribing a JAK inhibitor.
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Box 1- Adequate response 

• A reduction in the Bath Ankylosing 
Spondylitis Disease Activity Index 
(BASDAI) score to 50% of the 
pre-treatment value or by 2 or 
more units and

• A reduction in the spinal pain visual 
analogue scale (VAS) by 2 cm or 
more.

Preferred treatment selection options 
in patients with co-morbidities:
• Consider adalimumab if: Uveitis; IBD; 

moderate to severe psoriasis; PsA, 
Hidradenitis suppurativa, pregnancy 
(1st & 2nd trimester).

• Consider certolizumab pegol if: Uveitis; 
IBD; pregnancy (all trimesters); 
breastfeeding; predominant 
enthesitis; PsA.

• Consider secukinumab if: (weight 
≥90kg and) severe psoriasis / PsA ; no 
IBD.

• Consider etanercept if: pregnancy (1st

& 2nd trimester), risk of TB 
reactivation.

• Consider golimumab if: weight 
>100kg; IBD; nail psoriasis.

• Consider upadacitinib if: psoriasis / 
PsA; ulcerative colitis.

Assess patient's response - have they 
achieved an adequate response (see box 1)? 

Withdraw if adequate response is not 
achieved or maintained long-term  and move 

to next stage in the pathway. 

Treatment requests beyond the end of the pathway, where clinical exceptionality can be demonstrated, can be 

considered via the Individual Funding Request (IFR) route.

This algorithm is only applicable for use in patients with severe active disease (BASDAI and VAS ≥4) who have 
responded inadequately to, or who cannot tolerate, non-steroidal anti-inflammatory drugs. 

Ankylosing Spondylitis:
With radiological changes on x-ray

Non-Radiographic Axial Spondyloarthritis:
• With MRI changes, OR
• No MRI changes, but elevated CRP

TNF inhibitors, TA383 (review at 12 
weeks)
• Adalimumab* or
• Certolizumab pegol or
• Etanercept* or
• Golimumab or
• Infliximab IV/SC*#

IL-17A inhibitor, TA407 (review at 16 
weeks)
• Secukinumab

TNF inhibitors, TA383 and TA497  
(review at 12 weeks)
• Adalimumab* or
• Certolizumab pegol or
• Etanercept* or
• Golimumab

Continue with 6-12 
monthly monitoring 

Second line treatment options
Consider changing to an alternative treatment option if:
• the patient does not respond adequately to the first treatment (primary failure).
• the patient initially responds adequately but subsequently loses this 

response (secondary failure).
• the first treatment option cannot be tolerated or becomes contraindicated.

Ankylosing SpondylitisNon-Radiographic Axial Spondyloarthritis

Second line treatment options:
Adalimumab* or Certolizumab  pegol or
Etanercept* or Golimumab or Infliximab IV/SC*#

or Bimekizumab or Ixekizumab or Secukinumab
or Tofacitinib∞ or Upadacitinib∞ 

Second line treatment options:
Adalimumab* or Certolizumab pegol or
Etanercept* or Golimumab or 
Bimekizumab or Ixekizumab or
Secukinumab or Upadacitinib∞ 

Assess patient's response - have they achieved an adequate response (see 
box 1)?  Withdraw if adequate response is not achieved or maintained long-

term and move to next stage in the pathway. 

Continue 
with 6-12 
monthly 
monitoring 

Yes

No

Yes

No

TNF inhibitors suitable?

IL-17A inhibitors TA407, TA718 and TA719
• Bimekizumab (review at 16 weeks) or
• Ixekizumab (review at 16-20 weeks) or
• Secukinumab (review at 16 weeks) 

JAK inhibitor, TA829  and TA861
• Upadacitinib ∞ (review at 16 weeks)

No

Yes Yes

Third and Fourth Line Options: 

• Following the use of a second TNF inhibitor: consider switching to an IL-17 inhibitor or a JAK inhibitor. 
Following the use of an IL-17 inhibitor or a JAK inhibitor second line: Consider switching to a TNF inhibitor if the 
patient develops inflammatory bowel disease or experiences an adverse drug reaction.

• Clinicians can consider switching to a fourth agent with a different mode of action which has not been tried 
previously.

• A maximum of four treatment options (including two TNF inhibitors) will be routinely funded.
• Treatments should be continued or discontinued as per NICE criteria (see box 1). 

∞ See MHRA 
advice for 
measures to 
consider before 
prescribing a 
JAK inhibitor

JAK inhibitor, TA920
• Tofacitinib ∞ (review at 16 weeks)

https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/our-publications/individual-funding-requests-ifr/
https://www.gov.uk/drug-safety-update/janus-kinase-jak-inhibitors-new-measures-to-reduce-risks-of-major-cardiovascular-events-malignancy-venous-thromboembolism-serious-infections-and-increased-mortality
https://www.gov.uk/drug-safety-update/janus-kinase-jak-inhibitors-new-measures-to-reduce-risks-of-major-cardiovascular-events-malignancy-venous-thromboembolism-serious-infections-and-increased-mortality
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