VCertolizumab Inhibits Radiographic Progression Even in RA Patients with High Rheumatoid Factor Levels:

A Pooled, Post-Hoc Analysis of Two Phase 3 Trials
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Change from Baseline in mTSS

« By Week 52, mean (standard deviation [SD]) mTSS numerically increased from baseline in
PBO-treated participants with both high RF (CfB: 2.36 [6.20]) and low RF (CfB: 1.37 [3.43]), but was
similar among CZP-treated participants (high RF: CfB: 0.28 [2.63]; low RF: CfB: 0.14 [3.11]) (Table 2).

— Similar trends were observed with CfB in median mTSS.

discontinuers are participants who discontinued at Week 24 due to lack of efficacy (using time to discontinuation up to 168+5

Full analysis set; [a] Data presented are observed case, except for PBO early escapers, where linear extrapolation was employed; [b] Not all participants with baseline mTSS data had Week 24 and Week 52 change from baseline data available, hence differing n values. days maximum); [a] Observed case data are used except for PBO early escapers, where linear extrapolation was employed.

ACPA: anti-citrullinated protein antibodies; anti-CCP: anti-cyclic citrullinated peptide; BMI: body mass index; CfB: change from baseline; CRP: C-reactive protein; CZP: certolizumab pegol; DAS28-ESR: Disease Activity Score 28 - Erythrocyte Sedimentation Rate; DMARD: disease-modifying antirheumatic drug; Fc: fragment crystallizable; HAQ-DI: Health Assessment Questionnaire - Disability Index; IQR: interquartile range; lU/mL: international units per milliliter; MCID: minimum clinically important difference;
mg/dL: milligrams per deciliter; mTSS: modified Total Sharp Score; MTX: methotrexate; OC: observed case; PBO: placebo; RA: rheumatoid arthritis; RF: rheumatoid factor; SD: standard deviation; TNF: tumor necrosis factor; TNFi: tumor necrosis factor inhibitor.
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Proportion of Participants with Worsening Radiographic Progression

 The proportion of participants with meaningfully worsening radiographic progression was
numerically higher in the overall group of PBO-treated participants with high RF compared to
low RF at both Week 24 (6.48% vs 2.84%) and Week 52 (17.59% vs 10.43%) (Figure 1).

— By contrast, a smaller proportion of CZP-treated participants experienced meaningful
worsening, and the proportion was similar between participants with high and low RF
(Week 24: 0.00% vs 1.05%; Week 52: 5.29% vs 3.147%, respectively).
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