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Use standard DMARD treatment(s) for 

rheumatoid arthritis (CG79) 

Has the patient undergone 2 6-month 
DMARD trials including MTX 

This algorithm is a tool to aid the implementation of 
NICE guidance on biologic drugs for the treatment of 
RA with modification as per local agreement with 
commissioners. Commissioners and clinicians should 
refer to the relevant technology appraisal for each 
biologic drug for further information about their eligibility 
and prescription. 

 

DAS28 score: 
> 5.1 or 

≥ 3.2 for Filgotinib (676)/Upadacitinib (744) 
≥ 3.2 for Adalimumab/Etanercept/Infliximab (715) 

Yes 

Is the patient intolerant to MTX, or 
is treatment with MTX considered 

to be inappropriate? 

No 

With MTX: use most cost effective option 
Adalimumab/Etanercept/Golimumab/Infliximab (375/715) 
Certolizumab (415) 
Abatacept (375) 
Tocilizumab (375) 
Baricitinib (466)/Tofacitinib (480) 

Filgotinib (676)/Upadacitinib (744/ 665) 

Monotherapy: use most cost effective option 
Adalimumab/Etanercept (375/715) 
Certolizumab (415) 
Tocilizumab (375) 
Baricitinib (466)/Tofacitinib (480) 
Filgotinib (676)/Upadacitinib (744/ 665) 

Has the biologic been withdrawn 
because of adverse event? 

 

Does the patient have a contraindication 
to rituximab? 

Has the biologic been withdrawn because 
of adverse event? 

 

Adequate DAS28 response at 6 months 

Does the patient have a contraindication 
to rituximab? 

Rituximab + MTX (195) Rituximab (locally commissioned) 

Has rituximab been withdrawn 
because of an adverse event?  

Has rituximab been withdrawn 
because of an adverse event?  

Adequate DAS28 
response at 6 months 

Monotherapy: use most cost effective option 
Adalimumab/Etanercept (375/715) 
Certolizumab (415) 
Tocilizumab (375) 
Baricitinib (466)/Tofacitinib (480) 
Filgotinib (676)/Upadacitinib (744/ 665) 
 

With MTX: use most cost effective option 
Adalimumab/Etanercept/Golimumab/Infliximab 
(375/715) 
Certolizumab (415) 
Abatacept (375) 
Tocilizumab (375) 
Baricitinib (466)/Tofacitinib (480) 

Filgotinib (676)/Upadacitinib (744/ 665) 
 

Has the biologic been withdrawn 
because of adverse event? 

 
Has the biologic been withdrawn 

because of adverse event? 
 Adequate DAS28 response at 6 months 

 

Adequate DAS28 
response at 6 months 

Adequate DAS28 response at 6 months 

Adequate DAS28 response at 6 months 
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Key to terms 
DAS28: disease activity score 
DMARD: disease modifying anti-rheumatic drug 
MTX: methotrexate 
(NUM): NICE technology appraisal number 
Adequate DAS28 response: score improvement > 0.6 

 



 

Selection of the most appropriate biologic 

In line with general NICE guidance, biologic treatment should normally be started with the drug with the lowest 

acquisition cost. However, this is assuming there are no patient factors that would negate this which is often not the 

case.   

 

The biologic risk: benefit profile of each individual is evaluated when making treatment decisions1. An individual’s co-

morbidity will mean this profile may vary from one patient to another. The risk: benefit assessment for an individual 

may also change over time. This might lead to seemingly contrasting choices in patients that have similar drug history 

profiles or in the same patient over time, and emphasises the need for individual clinical judgment to be applied. 

What is the patient’s serological status?  Current evidence (SLR and meta-analysis) suggests that rituximab is 

more efficacious in seropositive patients/less efficacious in seronegative patients2 and associated with a poorer side 

effect profile in the latter group (although on an individual level, some patients may respond). NICE does not 

differentiate the use of rituximab with regards to the antibody status of a patient (this practice is outside of NICE 

guidance). Please refer to the updated consensus statement on the use of rituximab in patients with rheumatoid 

arthritis3. BSRBR data illustrates TNFi are more efficacious in seronegative patients4, supporting the use of a second 

TNFi over rituximab, following initial biologic failure, in this group of patients. 

Can the patient take methotrexate?  Where methotrexate is contra-indicated the following biologics are suitable as 

monotherapy:- 

• Tocilizumab 

• Abatacept 

• Adalimumab 

• Etanercept 

• Certolizumab 

• Golimumab 

• Rituximab  

 

Preferably all patients will be prescribed methotrexate in conjunction with their biologic, as this is associated with 

optimal response rates. However, there are a proportion of patients who are unable to tolerate methotrexate or its 

use is contra-indicated due to co-morbidities. Where monotherapy is necessary due to patient intolerance or 

contraindication to MTX, monotherapy is to be considered. Rituximab monotherapy is accepted in line with locally 

commissioned. 
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