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>> Ti 60 oUINTACOUNE OHUEPT ;

* O1d106£01uEC BEPATTEUTIKEC OUCTACEIC

« O 1poT1TOC TTOU ETTIAEYOUUE BepaTreia oTNV KABNUEPIVA KAIVIKRA TTPAEN

« Q1 ouvvoonpodtntec otnv Ywplaoikry apBpitida

« O1 avaykeg Twv aoBevwyv KAl N CUPMETOXH TOUG OTIC BEPATTEUTIKEC ATTOPACEIC



Patient Case #1

>> Mapla 53 €Twv , MOVIPEUEVN UNTEPA 2 TTALOLWV , voonAeUTpLa

* Wwplaon amno 25 etwv , Ywplaotkn ApBpitda amno 2 etiag

>> * Mepidpepikr) katovopr ( mohvapBpitida)
* DAPSA: 25
 BSA: 3, PASI 8 ( petpla tpoc coPapn Ywpiaon)

» Karmnviotpla : 20 pack years

>> « AY, umepuudoipia
e BMI :25, dev yupvaletal

* N VOOOG O£V EAEYYETOIL LKOWVOTIOLNTLKA UE Xopriynon MTX 20mg/w
&/ >> e XpNZeL KALLAKWON TNG OYWYNAG

AUENMEVEC ATTOLLTAOELG KOlL UTTOXPEWOELS OTNV KaBnuepvotnta tnc Mapiag




O1 BaOIKEC APXEC OTNV OTPATNYIKI MOC

1. Goals of therapy

+ Meet low levels of * Disease activity
disease activity + Impact
+ Reduce disease impact « Comorbidities

+ Minimise complications

2. Patient assessment 3. Clinical assessment

Physician
assessment

Assessment

Labaoratory
tests

6. Prompt review

Imaging

Arthritis Rheum. 2016;68(5):1060-71.



O1 0100£01uEC OUOTAOEIC

‘ o
GRAPPA eular
° °
® o0’ EUROPEAMN ALLIANCE
OF ASSOCIATIONS

FOR RHEUMATOLOGY

GrourFoR ReseaRcH 000 @ ®
AND ASSESSMENT OF PSORIASIS AND PSORIATIC ARTHRITIS

Gossec L. et al. Ann Rheum Dis. 2020 Jun;79(6):700-712. doi: 10.1136/annrheumdis-2020-217159.
Coates LC, et al. J Rheumatol. 2022 Jun;49(6 Suppl 1):52-54. doi: 10.3899/jrheum.211331. Epub 2022 Mar 15.



[Toiov dpOuo va akoAoubnow ;

2021 GRAPPA (ReC S) Consider which domains are involved, patient preference, previous/concomitant

therapies; choice of therapy should address as many domains as possible

Group for Research and Assessment
of Psoriasis and Psoriatic Arthritis

E.ggxni;zl] (;Ja%?oarfgcfjoirgzgr;: SEE :::':;?;al dAixs?alse Enthesitis Dactylitis Psoriasis :; it:ase IBD Uveitis
arthritis 2021

NSAIDs, physiotherapy, injections (GCs)* Topicals, procedurals*

Laura C. Coates®'=, Enrique R. Sariano’, Nadia Corp?, Heidi Bertheussen®,
Kristina Callis Duffin®, Cristiano B. Campanholo®, Jeffrey Chau®’, Lihi Eder®,
Daniel G. Fernandez-Avila®, Qliver FitzGerald '°, Amit Garg"', Dafna D. Gladman'?,

Niti Goel’, Philip S. Helliwell', M. Elaine Husni"é, Deepak R. Jadon®', Arnon Katz'?, csDMARD, bDMARDs MTX, bDMARDs MTX, bDMARDs Phototx or bDMARDs TNFi (not TNFi (not
Dhruvkumar Laheru'®, John Lateila', Ying-Ying Leung®?, Christine Lindsay?', bDMARDs (TNFi, (TNFi, (TNFi, IL-12/23i, (TNFi, IL-12/23i, csDMARDs, (TNFi, IL-12/23i, ETN), ETN),
i”’e";;’SLO”;';?;‘; Mjgﬂﬁ‘fgs;ﬂ}”szgﬁg:’f"s t;;f’;’;’[’;fn {"’a";ffiinz;czizg Osullivan’, IL-12/23i, IL-17i, IL-17i) or IL-17i, IL-23i, IL-17i, IL-23i, bDMARDs (TNFi, IL-17i, IL-23i) IL-12/23i, ciclosporin,
Ingrid Steinkoenig®, Macrten de Wit D. A. van der Windt’, Arthur Kavanaugh®? IL-23i, CTLA4-1g),  JAKi CTLA4-Ig), JAKi, CTLA4-1g), JAKI, IL-12/23i,1L-17i, or PDE4i IL-23i, JAKI, MTX
and the GRAPPA Treatment Recommendations domain subcommittees™* * * jAKi. or PDE4i or PDE4i or PDE4i IL-23 i}, JAKF or MTX
NATURE REVIEWS | RHEUMATOLOGY PDE4i

Switch bDMARD Switch Switch bDMARD Switch bDMARD Switch bDMARD Switch bDMARD

(TNFi, IL-12/23i, bDMARD (TNFi, IL-12/23i, (TNFi, IL-12/23i, (TNFi, IL-12/23i, (TNFi, IL-12/23i,

IL-17i, IL-23i, (TNFi, IL-17i, IL-23i, IL-17i, IL-23i, IL-17i, IL-23i), IL-17i, IL-23i) or

CTLA4-1g), JAKi, IL-17i) CTLA4-1g), JAKi, CTLA4-1g), JAKi, JAKi or PDE4i PDE4i

or PDE4i or JAKi or PDE4i or PDE4i

Comorbidities and associated conditions may

impact choice of therapy and/or guide monitoring

|

Treat, periodically re-evaluate treatment
goals and modify therapy as required

Target to treat |

Coates LC, et al. ) Rheumatol. 2022 Jun;49(6 Suppl 1):52-54. doi: 10.3899/jrheum.211331. Epub 2022 Mar 15.



[Toiov dpOuo va akoAoubnow ;

2019 EULAR (Recs)

@ EULAR recommendations for the management of
opmacass  Psoriatic arthritis with pharmacological therapies:
2019 update

Laure Gossec @ ,"? Xenofon Baraliakos,’ Andreas Kerschbaumer ©
Maarten de Wit @, lain Mcinnes,® Maxime Dougados,7 Jette Primdahl @ 5°

4

Dennis G McGonagIe,'O'” Daniel Aletaha, "2 Andra Balanescu,” Peter V Balint,"*
Heidi Bertheussen,* Wolf-Henning Boehncke,'® Gerd R Burmester,”
Juan D Canete © ' Nemanja S Dam}'anov,'gTue Wenzel Kragstrup,

Tore K Kvien, 2 Robert B M Landews, % Rik Jozef Urbain Lories, 2%
\ 2128

2021

Helena Marzo-Ortega, ™' Denis Poddubnyy
Santiago Andres Rodrigues Manica @, Georg Schett
Filip E Van den Bosch,  Désirée van der Heijde ®,%3* Josef S Smolen

' Douglas J Veale @,
53

‘\‘
»

Treat to Target

=
No No
LS
Phase Il L
Start methotrexate®
—_— or leflunomide
or sulfasalazine
Improved®
at 3 months
and target? achieved Yes —J/
xS at 6 months ,
- Continue® i
= No - P
Phase Il J Enthesitis
l Pred inantly axial di:
~
Start bDMARD: 2
TNFi® or IL-12/23i° or IL-17#: FrorL BORMARL:
& = < % TNFi or IL-17#
if bDOMARD inappropriate: start JAKI C (usual practice would'be
(Consider using PDE4i in mild disease if L -
=% = to start a TNFi)
BOMARD and JAKI is inappropriate)
Improved*
[ at 3 months
and target® achieved Yes
at 6 months
No 4
Phase IV - | = v miar
Switch to another bDMARD?” or JAKi or PDE4i Switch bDMARD within or between
(within or between classes) classes of TNFi or IL-17i*
Improved* improved*
at 3 months at 3 months
and target? achieved Yes and target? achieved Yes
at 6 months at 6 months
No No
icts for axial 3 i the of sk 4. Improvernent means at least 50% reducton in 8. For definition of individual . toxt.
2. The target is resission or low disease activily in case of " ity I: recommendations 1. 2. 3. 4. 5
with long » Y OF Lveilis, an anti-TINF 5. As add-on fo methotrexate. Phase Il recornmendations 1. 3, 4. 5, 12
get antibody wowid be preferred. 6. Cx ' dng in Phase Il recommendations 6. 8. 9. 70. 12.
7. Inciuding abatacept. - recommendations 7. 11.1;

Gossec L. et al. Ann Rheum Dis. 2020 Jun;79(6):700-712. doi: 10.1136/annrheumdis-2020-217159.

Phase |l

( Clinical diagnosis of active PsA )

Consider consulting a
dermatologist in case of
major skin involvement

]

<L

1

Polyarthritis (>4 swollen joints) [ Mono/oligoarthritis ] [ Enthesitis ]

[ Predominantly axial disease J

l J

with or without dactylitis

poor prognostic factors present

N —

I
l

[ NSAIDs +/- local glucocorticoid injections J

[ NSAIDs +/- local glucocorticoid injections’ ]

Achieve
target? within
< 4 weeks

Yes —
Continue and adapt J

Achieve
target? within
4-12 weeks

Yes —

l Continue and adapt ) ~




[1aTi TTPETTEI VO aKOAOUBOUPE OPWCG TIC KATEUBUVTNPIEC OUOTAOEIC;

) A
4 4

H ektraideuon Twv 1aTpwyv €I0IKOTEPA O€ €va TTEdI0 oUVEXWY AAAAYWYV OTIC BEPATTEUTIKES ETTINOYEC

H 1mTepiypa@r] TG KaAUTEPNG dUVATHG BEPATTEUTIKAG OTPATNYIKAG ( evidence based, experts consensus)

H peiwon Twv diagopeTikwv( AavBaouévwy) eTTIAOYWYV Kal N BECTTION TTOIOTIKOU EAEYXOU TNG vVOOOU

H TpowBnon kal KaAUTeEPN EKUETAAAEUON TWV JIABECIUWY TTOPWV

H emonuavon yia TNV avaykaiotnTa €peuvag

Rheumatology (Oxford). 2020;59(Suppl 1):i37-i46. doi:10.1093/rheumatology/kez383



[Tw¢ eTTIAEYyoUuE «BepaTreia» oTnNV KAIVIK TTPAEN ;

KAWVIKOG
daLvoTumoC

2UVObEG a7 >oBapotnta

noOAoELg & 3 NG VOOOU

MPOoTLUNOELC
Tou aocBevn

MPOCWTTLKY EKTIUNON TOU OMAOUVTOG



O KAIVIKOG @QaIVOTUTTOG

O OaAukn tpoofoAn

. Evtepikn mpoofoAn

Aeppotiki TPocPoln

MetafoAko cuvdpopo
-0PTNPLOKA UTEPTOON
- ZoKxopwdng drapntng
- TToXuoapKio
-SucAuudarpia
- P kapdrlayyelakog kivbuvog

. ApOpkn ntpooBoln

O Ovuxwn ntpooBoAn

MPOCWTTLKY EKTIUNON TOU OMAOUVTOG



EmiIAoyn Bepartreiag Baon Tou apbpIKNG TTPOCBOANC

MpooBoAn ApBpiTIda EvlsoiTida AakTuAiTI®O
Nuxiwv (30%) 10-30% 10-30% 10-30%

A§o’vu(r| Meprpepikn TPOROANR
(n6vo) (95%)
(5%)
A%oviki + Mepipepikn Mepipepikn (HOVO)
(40%) (55%)
MoAuapBpinida Movo/OAiyoap8piTida MpooBoAn A® KataoTpo@ikn
55% 45% <1%

Klavdianou K et al, Rheumatol Int 2022



O1 ouvvoonpotntec otnv Ywpidapikn ApBpitida

Comorbidity EAM Prevalence, %
CV disease Psoriasis 19; 7-40
Metabolic syndrome IBD 29; 0-29
Diabetes Uveitis 6-20; 2-25
Fibromyalgia - 17.8-54
Depression - 9-22

Anxiety - 15-30
Osteoporosis - 1.4-68.8

CV, cardiovascular; EAM, extra-articular manifestation; IBD, inflammatory bowel disease; PsA, psoriatic arthritis.

Extra-Articular Manifestations and Comorbidities in Psoriatic Disease: A Journey Into the Immunologic Crosstalk. Front Med (Lausanne). 2021 Sep 23;8:737079.



O1 kapdlayyelakec ouvvoonpotnTtec otnv Ywplaoikry ApBpiTida

PsA \
/ . Obesity

Genetic PsO
predisposition \ \
e . .
SLE / X Triglycerides,
o e
Inflammatory
+ .
<~} b response C/’Q\, )
- |
Environmental Metabolic
Cardiovascular Eactors syndrome
\ NAFLD
Hypertension /
‘ \ Cardiovascular “
s disease

Update on Cardiovascular Risk and Obesity in Psoriatic Arthritis. Front Med (Lausanne). 2021 Oct 8;8:742713. doi: 10.3389/fmed.2021.742713



‘The Journal of Rheumatology 2022;xx:xxxx J
doi:10.3899/jrheum.220310

First Release lj\h_wcmlwr 12022 R RheumatOIOQV
Management of Psoriatic Arthritis in Patients With
Comorbidities: An Updated Literature Review Informing the

2021 GRAPPA Treatment Recommendations

Cristiano B. Campanholo! @, Ajesh B. Maharaj?®, Nadia Corp*@®, Stacie Bell'®, Luisa Costa®®,
Kurt de Vlam®®, Nicola J. Gullick”®, Majed Khraishi®, Mitsumasa Kishimoto®,

Natalia Palmou-Fontana'"®®, Soumya Reddy'' &, Raffaele Scarpa'@®, Luis Vega*(,

Gleison Vieira Duarte'* (&), Devy Zisman'®, Danielle A. van der Windt'*(2, Mehmet T. Duruoz" (2,
and Alexis Ogdie'®

IL-12/
NSAIDs GCs TNFi IL-17i  23i IL-23i

Elevated risk of CVD Caution - - - - - - Caution -
Congestive heart failure? - Caution - Avoid - - - - -
Elevated risk for VTE - - - - - - - Caution -
Obesity - - Caution - - - - - -
Fatty liver disease - - Avoid - - - - - -
Active hepatitis Bor C - - Avoid Caution  Caution  Caution  Caution  Caution  Caution
HIV - - - Caution Caution Caution Caution Caution Caution
Tuberculosis - - - Caution Caution Caution Caution Caution Caution
History of recent malignancy - - - Caution  Caution  Caution  Caution  Caution  Caution
MS and/or demyelinating disease - - - Avoid - - - - -

Depression and/or anxiety - - - - - - - - Caution



emwotpodn otnv Mapia
ﬂ « Adalimumab 40mg/ 14 nuépec , ouvéxion pe MTX :

6 UNveg uETa

>

v onuavTikn BeATiwon ( kal atrd dEpua Kal atrd apBpwaEIq)
v’ ouoTdon yia SIAKOTTI) KATTVIOUATOS KAl YUUVOOTIKI

v’ ZUuvéXion aywyng Kal TTapakoAoudnon KaBe 4 prveg

MNopoAo thv BeAtiwon o otoxoc akopun dev emitevuyxOet ( REM/LDA)

Note: This is a fictitious patient case
DM, diabetes mellitus; HTN, hypertension; RF, rheumatoid factor.



4 4)’,/

90
» [leTUXOUE TOV OTOXO Bepartreiag yia TNV aoBevr Yag ;

« EmA£Caue T0 owoTd PApuako yia Tnv Mapia ;

* ©@a Bonbouce av cuvattoPacilaue;



[Tolog €ival 0 oTOX0C uag ?

Meiwon Tng evepyoTnTag

EUROPEAMN ALLIANCE
AND ASSESSMENT OF PSORIASIS AND PsorIATIC ARTHRITIS OF ASSOCIATIONS
FOR BHEUMATOLOGY

REM/LDA

‘EAgyX0G TWV OUVVOONPOTATWYV

* Mpo@iA acPAAElag TG AYWYNS



[Tw¢ uttoAoyiloupue Tov OTOXO BepaTreiag ?

Mivakag 1: AsikTng evepyotntag DAPSA

(Disease Activity in PSoriatic Arthritis score)

Uy
RS

DAPSA < 14

ApOpdg svaicntwv apbpwoswv
(TJC: 0-68) (SJC: 0-66)

AplOpdg Soykwpévwv apbpwoswv

Mapapstpot

ApOnog svaiodntwv apbpwoswv (0-68)

AptOoG SLoyKwuEVwV apfpwoswv (0-66)

LUVOALKT] eKTIPUN 0T a6BevoUE yla TNV EVEPYOTHTA TG VOGO (0-10)
(tedevtaia efSoudda)

ExTiunon acOsvoig yia to emitedo Tov apBpikov movov (0-10)
(tedevtaia efSopada)

CRP (mg/dL) (0-10)

TUvoio

1

1

1

1

1

14
XaunAn MéTpia YynARQ
“Ypeon EVEPYOTNTA EVEPYOTNTA EVEPYOTNTA

voéoou voéoou véoou

1

1

1

1

https://www.moh.gov.gr/articles/health/domes-kai-draseis-gia-thn-ygeia/kwdikopoihseis/therapeytika-prwtokolla-syntagografhshs/diagnwstika-kai-therapeytika-prwtokolla-
syntagografhshs/5627-diagnwstika-kai-therapeytika-prwtokolla-syntagografhshs-reymatologikwn-noshmatwn?fdl=13935



O@epatreUoupe oTNV KAIVIKN TTPACN OCUM@WVA JE TOUGC OTOXOUG;

MDA not fulfilled MDA fulfilled
-— —_— > —
N=88 (35%) N=162 (65%)

250 aoB¢eveig TTOU Bdon 30-
TWV 10TPWYV TOUG Eixav

«Qouxn» véoo 5/7 MDA criteria

N
o
1

Total group
(N=250)

% of Patients

-
o
1

35% €& auTtwyv dOgv
ETTITUYXAVOUV TOV OTOXO
TwvV guidelines 0-

MDA score

Rheumatology, Volume 57, Issue 2, February 2018, Pages 283—-290,


https://doi.org/10.1093/rheumatology/kex183

@epatreUoOUPE OTNV KAIVIKA TTPACN CUM@PWVA JE TOUG OTOXOUG;

Tasie 2 Disease activity according to minimal disease activity and other disease activity measures

Disease activity measures

Swollen joint count
Tender joint count
PASI

VASptGlobal
VASptPain

HAQ

Enthesitis: LEI

Patients with an enthesitis on the LEIl, n

Dactylitis, n
ESR, mm/h
BASDAI
VASphys

Total, n=250

0 (0-1)
1(0-5)
0.3 (0-1.5)
10 (3-29)

8 (2-23)
0.25 (0-0.625)
0 (0-0)

17

2

6 (4-11)
14.6 (5.7-35.5)

11 (4-26)

MDA*, n=162

0 (0-0)

0 (0-2)

0 (0-1.2)
6 (1-11)
3 (0-8)

0 (0-0.38)
0 (0-0)

5

0

5 (3-9)

9 (3-18.2)
7 (3-17)

MDA’, n=88 P-value, MDA vs MDA"

1 (0-2)

6 (2-10)
0.8 (0-2.4)
37 (23-56)
32 (20-53)

0.75 (0.5-1.38)

0 (0-0)

12
2
8 (5-16)
41.4 (21-53.5)
23 (9-42)

0.000
0.000
0.002
0.000
0.000

0.000
0.002

0.055
0.000
0.000
0.000

Except where indicated otherwise, values are the median (IQR). Significance of the comparisons is determined by an inde-
pendent sample t-test for continues variables and chi-square test for categorical variables. P < 0.05 was considered signifi-
cant. LEl: Leeds Enthesitis Index; MDA: minimal disease activity; PASI; Psorasis Area Severity Index; VASphys: experience of
global disease activity on a visual analogue scale, scored by the research physician; VASpiGlobal: the patient global assess-
ment of disease activity on a 0-100 VAS; VASptPain: the patient assessment of pain on a 0-100 VAS.

«ATTOOEKTA» OTNV
KaBnuepPIvh KAIVIK)

MOG TTPAGN

Rheumatology, Volume 57, Issue 2, February 2018, Pages 283-290, https://doi.org/10.1093/rheumatology/kex183



https://doi.org/10.1093/rheumatology/kex183

Real life — eTTiTEugn oTOXWV

o 45 peAéTeg
12,469 aoBeveig
86% - real life studies

v' Cross-sectional studies : 39% MDA ( ammd 19% pe csDmards €wg kai 57% pe bdmard)

1 otoug 3
TTETUXAIVEI TOV

v les 1 259
Cohort studies : 25 oTéx0 -MDA

WG TOU XPOVou TTapakoAoubnong)

v Real-life MDA pye bDmard — 30 % vs RTCs MDA pe bDMARD- 32% o€ 6 ufiveg TrapakoAoubnaong )

J Rheumatol. 2020 Jun 1;47(6):839-846. doi: 10.3899/jrheum.190677. Epub 2019 Oct 1. PMID: 31575702.



Epappoloupe T2T oTtnVv KAIVIKN pOg TTpacN ; —

160 peuvpatoloyot :

- TI XPNOIUOTTOIEITE yIa va aélOAOYNOETE TNV TTOPEId Twv aoBsvwy oac

Total sample Hospital-based and private practice
Number of tender and A Number of tender and 1
swollen joint counts O swollen joint counts -
Indexes like DAPSA, PASI, Indexes like DAPSA, PASI, '
achievement of MDA _ 256 achievement of MDA -
Patients’ satisfaction - Patients’ satisfaction |
from treatment 128 from treatment h
A VAS base scale (e.g. - o8 A VAS base scale (e.g. .
pain, stiffness) pain, stiffness) |
I rarely use indexes . 21 I rarely use indexes '
Laboratory tests of - 39 Laboratory tests of .
inflammation like CRP inflammation like CRP % p W ‘ ) > :
100 200 300 40.0 500 0o 100 200 20 0.0 00 L ey
OAol o1 peupatoAdyol VOOOKOEIOKOI IBILITEG

Mediterr J Rheumatol. 2020 May 25;31(Suppl 1):145-151. doi: 10.31138/mjr.31.1.145. PMID: 32676573; PMCID: PMC7361189.



® .

Rheumatol Ther (2022) 9:803-821 Check for

https://doi.org/10.1007/s40744-022-00443-y updates Criteria assessed:
MDA / non-MDA/ @ non-VLDA/ @ VLDA+MDA/ @ VLDA/ &
REVIEW DAPSA or cDAPSA nonlDA € non-REM REM+LDA ©  REM ¢
gl e . Patients (%) with HAQ-DI >0.5
Residual Disease Associated with Suboptimal 100
Treatment Response in Patients with Psoriatic
sqe . . . 80 & 74
Arthritis: A Systematic Review of Real-World Evidence . o O >
®
_ - “
Laura C. Coates - Maarten de Wit - Amy Buchanan-Hughes - 3 % " 5 4 52)’ o
] 4 4
Maartje Smulders - Anna Sheahan - Alexis R. Ogdie g 5 0 33 =
é 2 hd 215 248 32.2
o
20 14.4 e 138 g 146 b (;u y
<& 7 877 86 71 87
I d 37 > * 27 « 20> X o 51 43 ®
42 épepa S R g Rt gE s
z s & P & & & 2 & & 5 PN & K Ky \g \Q\ \\\
- 23 peAéteg agioAoynon-MDA AP P R P A Y
- P £ & qh@é & & P & & 49“0 W&Q@ f\x‘
» & Vv
-14 peAéteg afioAéoynon-DAPSA : g A/

DAPSA or cDAPSA non-LDA € non-REM REM+LDA © REM ¢

‘ A Criteria assessed:
@ MDA/ nonMDA/ @ nonVIDA/ @ VLDASMOA/ @ VIDA/ &

&l oy S
100 i B;J : o
80 = &
1ol | BFEE] &
, . , ii..3 3 -

» XaunAOG TTOO0O0TA ETTITEUENC TWV OTOXWV A I A s
> AKOUN Kl Ol A0BEVEIC TTOU «TTIAVOUV» e s e
TOV OTOX0 N VOOOC UTTONOITTETAN f;é’ﬁ SIS S



Patient Case #1

>> Mapla 53 €Twv , MOVIPEUEVN UNTEPA 2 TTALOLWV , voonAeUTpLa

* Wwpiaon ano 25 stwv , Ywplaoikn ApBpitida amno 2 tiag
>> * Nepidepikn katavoun ( moAvapbOpitida)

* DAPSA: 25

* BSA:3, PASI 8 ( uértpia npo¢ coBapn Ywpiaon)

» Karmnviotpla : 20 pack years
AY , uteplAutdatpio
BMI :25, 6gv yupvaletat

>

* N vooog Sev EAEYXETAL LKAVOTIOLNTLKA UTIO xopriynon MTX 20mg/w
>> e  XpNlel KALAKWON TNG AYWYNAS

AUENMEVEC ATTOLLTAOELG KOlL UTTOXPEWOELS OTNV KaBnuepvotnta tnc Mapiag




« EmA&Caue T0 cwWOTO PApuako yia Tnv Mapia ;
« [lloia B8a nrav n dikn oag emiAoyn ;

‘ AvaoTtoAegig PDE4i | Apremilast

* Methotrexate (MTX)
. Tofacitinib
AvooToAeig o
JAK Upadacitinib
DDIVIARD
Anti- Anti- AvaoToAéag
IL-12/23 IL-23 ouvdiéyepong
(bs)Adalimumab Ustekinumab Ixekizumab Guselkumab Abatacept*
Certolizumab pegol Secukinumab Risankizumab
(bs)Etanercept
Golimumab
(bs)Infliximab




AvoBewpnUEVEC OepaTeUTIKEC ovotaoelc tTnc GRAPPA - 2021

ZuoxertifovTal: ol EKBNAWOEIg TNG VOOOU, Ol TTIPOTINNCEIG KABe aoBevoug, ol TTponyoUpeveG/OUYXOpNYOUpEVEG aYWYES

H emiAoyn Tng Bepartreiag Ba pétrel va arreuBuveTal o€ 600 TO SUVATOV TTEPICCTOTEPOUG TOMEIG

Peripheral Arthritis

1

csDMARDs

!

Biologics
(TNFi, IL-12/23i
IL-17i, IL-23i),
or JAKi, PDE4i

!

Switch
Biologic (TNFi,
IL-12/23i or IL-
17i, IL-23i) or
JAKI, PDEA4i,

NSAIDs and IAl corticosteroids as indicated
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Axial Disease

—

NSAIDs

-

S || TINFi, IL-17i

2 || or JAKI

°

8

g

A"

5] .

g || Switch

£ || Biologic
(TNFi, IL-17i
or JAKi)

Limited direct evidence for
therapies in axial PsA,
recommendations based
on axial SpA literature

Y

!

Enthesitis

I

NSAIDs

|

MTX, TNFi,
IL-12/23i, IL-
17i, IL-23i,
JAKi, PDEA4i

|

Switch
Biologics (TNFi,
IL-12/23i, IL-17i,
IL-23i) or JAKI,
PDEA4i

Physiotherapy

CS injections: consider on
an individual basis due to
potential for serious side
effects; no clear evidence
for efficacy

O1 ouvvoonpPOTNTEG UTTOPEI VA ETTNPEACOUV TNV ETTIAOYNA TN
OepaTtreiag R/Kal TRV EQAppOyn TwV 0dnywv

Standard Therapeutic Route

Expedited Therapeutic Route

!

Dactylitis

1
1

NSAIDs

|

MTX, TNFi,

IL-12/23i IL-
17i, IL-23i or
JAKIi, PDE4i

|

Switch
Biologics
(TNFi, IL-12/23i
IL-17i, IL-23i)
or JAKi, PDE4i

Corticosteroid injections as indicated
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Topicals
(keratolytics,
steroids, vit D
analogues,
emolients,
calcineurin i)

v

Phototx or
csDMARDs,

TNFi, IL-12/23i,

IL-17i, IL-23i,
JAKi, PDE4i

v

Switch
Biologic
(TNFi, IL-
12/23i, IL-17i,
IL-23i, JAKi,
PDEA4i

Topical
therapies,
pulsed dye
laser,
csDMARDs,
acitretin, JAKi

v

TNFi, IL-12/23i,
IL-17i, IL-23i or A
PDE4i

v

Switch
Biologic
TNFi, IL-
12/23i, IL-17i,
IL-23i or
PDEA4i

OepatreloTe, erava§ioAoynoTe TePIOSIKA TOUG OTOXOUG
OepaTreiag KAl TPOTTOTTOINCTE Tr OEPATTEIA OTTWG ATTAITEITAI

Black text: strong recommendation; Grey text: conditional recommendation

csDMARD=Copventional Synthetic DMARD; CS=Corticosteroids; DMARD=Disease-modifying Antirheumatic Drug; IL-6i=Interleukin-6 Inhibitor; IL-12/23i=Interleukin-12/23 Inhibitor; IL-
17i=Interleukin-17 Inhibitor; IL-23i=Interleukin-23 Inhibitor; JAKi=Janus Kinase Inhibitor; MTX=Methotrexate; NSAIDs=Nonsteroidal Anti-inflammatory Drugs; PDE4i=Phosphodiesterase 4
inhibitor; PsA=Psoriatic Arthritis; TNFi=Tumor Necrosis Factor Inhibitor.

Laura C. Coates, Nadia Corp, Danielle A. van der Windt, Denis O’Sullivan, Enrique R. Soriano, Arthur KavanaughThe Journal of Rheumatology Jun 2022, 49 (6 Suppl! 1) 52-54



An approach based on phenotype

Peripheral arthritis Entheseal Predominant Poor prognostic factors:

disease axial disease Polyarthritis - Structural

damage - Elevated acute
phase reactants -Dactylitis -
Nail involvement

Polyarthritis Oligoarthritis,
no poor prognostic
factors
Oligoarthritis, APPA.-
poor prognostic v aﬂéqjtwv GR
factors @ U,oeétﬂ"" T™w
oudldcﬂ

Gossec L et al, EULAR recommendations
Kerschbaumer A, et al. Ann Rheum Dis. 2020,;79(6):778-786



AvoBewpnueEveg OepameUTIKEC ouoTtaoelg TG EULAR — 2023 (pre pub)

Reco. 4: peripheral arthritis, after a csDMARD € U lar

fighting rhoumatic & musculoskeletal

4. In patients with peripheral arthritis and an inadequate response to at
least one csDMARD, therapy with a bDMARD should be commenced.

1a A
9.5+1.3

bDMARDs= biological disease-modifying anti-rheumatic drugs, this term includes here TNF inhibitors, drugs targeting
the IL17 and IL12-23/IL23p19 pathways. No order of preference is given.

bDMARD TNF IL17A IL12/23 IL23p19 IL17 A&F
Mode of inhibitor inhibitor inhibitor inhibitor inhibitor
action
Adalimumab Ixekizumab Ustekinumab | Guselkumab Bimekizumab
Certolizumab | Secukinumab Risankizumab | - Pending
Drugs Etanercept approval
Infliximab
Golimumab

Italics: drug not approved as of June 2, 2023

Gossec L, et al. EULAR 2023 (OP)



ACR20 avtarmnokpion tnv €B6. 24 otic peAEtec €ykplong (Epnpeon cuykplon)

TNFi: Adalimumab’ IL17i: Secukinumab? IL17i: Ixekizumab?®
_ » PBO » PBO = 100 - »PBO IXE Q4W
£ 100 - £ 100 - & o
2 | P L 3 ] 57.9
g % 57.0 § o Ea 510 $ 60 - 53.3

60 - e 60 - : ' P 30.2
3 ] 8 40 . O e 19.5
2 15.0 2 17.3 15.3 2 20 -
o 20 - e 20 1 o
14 0 - 4 0 - x 0 4
ADEPT FUTURE1 FUTURE 2 SPIRIT-P1  SPIRIT-P2
IL12/23i: Ustekinumab34 IL23p19i: Guselkumab?®10 IL23p19i: Risankizumab'1-14
»PBO L
£ 100 - 2 100 - mEE £100 - =
2 80 - 2 80 - 64.0 2 80 - 57.0
€ 60 | € 60 - 52.0 c 601 340 i
§ 40 - § 40 41 220 g 20 -
8 20 - g 20 - ;i 0 -
0 - 0 - KEEPSsAKE KEEPsAKE
PSUMMIT1 PSUMMIT 2 DISCOVER 2DISCOVER 1 1 2

1 Mease PJ, et al. Arthntis Rheum. 2005,52(10):3279-3289 2 Mease P, et al. Rheumatol Ther 2016,3(1)5-29 3 Mclnnes 1B, et al Lancet 2013,382(9894) 780-789. 4 Rutchlin C, et al. Ann Rheum Dis. 2014,73(6) 990-999 5 Kavanaugh A, et al. Ann Rheum
Dis. 2014,73(6):1020-1026. 6. Cutolo M, et al. J Rheumatol 2016;43(9).1724-1734. 7. Edwards CJ, et al Ann Rheum Dis. 2016,75(6).1065-1073. 8. Kerschbaumer A, et al. Ann Rheum Dis. 2020,79(6).778-786. 9. Deodhar A Lancet 2020, 10. Mease PJ_ et al
Lancet 2020,395(10230):1126-1136; 11 Knstensen LE et al Ann Rheum Dis. 2022. 81:225-231; 12. O stor A et al. Ann Rheum Dis. 2022 81:351-358, 13. Knstensen LE, et al. Ann Rheum Dis 2021,80:1315-6, 14 Knstensen LE, et al Oral presentation
D1T01 4 presented at the 30th European Academy of Dermatology and Venereology Congress, 29 Seplember-2 Oclober2021, EADV Virtual congress



Pzoriatic zkin inflammation

Rizakinzumab otnv WA

Schett G. et al., Nature Reviews 2022




Two Phase 3, multicenter, randomized, double-blind, placebo-controlled studies in active moderate to severe PsA

O O O
Tpli e

|é Efficacy results

Efficacy across all PsA domains

O

Sample size: 964

Axial
oip
= o5
L Baseline
Demographics
Dactylitis Age
Sex
BMI
Race
@ Peripheral
- arthritis
Enthesitis

Population: csDMARD-IR patients
RZB doses: 150 mg q12w after initiation doses
Primary endpoint: ACR20 vs PBO at Week 24

Efficacy across patient groups

Population: csDMARD-IR & bDMARD-IR patients
RZB doses: 150 mg q12w after initiation doses
Primary endpoint: ACR20 vs PBO at Week 24
Sample size: 443

Eé Safety results

Consistent safety profile

Disease

Characteristics
PsA duration ‘:D:
Baseline . . . g .
H Concomitant Consistent with known safety profile in PsO
sCRP Medication Use
Baseline concomitant
= csDMARD . . o
- Siologic No new safety risks identified
se

Prior Biologic
Use No lab monitoring required

ACR, American College of Rheumatology; cs, conventional synthetic; DMARD, disease-modifying anti-rheumatic drug; hsCRP, high sensitive c-reactive protein; IR, inadequate response; PBO, placebo; PsA, psoriatic arthritis; PsO, psoriasis.

1. Kristensen LE, et al. Ann Rheum Dis 2021;80:1315-1316; 2. Ostor A, et al. Ann Rheum Dis 2021;80:138-139.




Proportion

ACR20/50/70 otnv €fdouada 24
KEEPsAKE‘Q‘y KEEPsAKEV

(csDMARD-IR Population) (Mixed Population)
100 100
90 90
80 80
[ % %]+
70 57,3 70 [#%%] t
< 60 — 60 51,3
vy * % % 8 é 50
+ 50 L2 n
GCJ 335 33,4 £ ¥ * k%
S 40 ’ 82 40
o I * % % o D 26,3
S 30 a o 30 -
15,3 o
20 11,3 20 12,0
9,3 5 g
: «Hom ol
0 L 0
ACR20 ACR50 ACR70 ACR20 ACR50 ACR70
PBO (n=481) B RZB (n=483) PBO (n=219) B RZB (n=224)

aBased on full analysis set, NRI-C ..
*Primary endpoint; ***p<0.001 for vs PBO; * p<0.05 for vs PBO; Comparisons adjusted for multiplicity [ ]. 1. Kristensen LE, et al. Ann Rheum Dis 2021;80:1315-1316; 2. Ostor A, et al. Ann Rheum Dis 2021;80:138-139.
ACR50/70, 50/70% improvement in American College of Rheumatology criteria; PBO, placebo; RZB, Risankizumab.



MDA o€ gfdouadeg 24, 52 and 100

KEEPSAKE
(csDMARD-IR Population)

50
RCT OLE

. 45 5 4 >
2 10 38,3 38,2
(%]
S 35
=] [% % %]
£ 30
“ 25,0
S 25
(@)
£ 20
8 15
2 10,2

10

0

n=481 n=483 n=481 n=483
Week 2431 Week 52° Week 100P

PBO H RZB

EE TS

p<0.001 for vs PBO; Comparisons adjusted for multiplicity [ ]. 2Based on full analysis set, NRI-C. Based on full analysis set, NRI (as
observed with imputation) was used for missing data. Vertical dashed line represents the point at which all PBO patients were switched to
RZB 150 mg. MDA: achieve five of seven outcome measures: TJC <1; SIC <1; PASI <1 or BSA-Ps <3%,; patient assessment of pain <1.5 (0-10
NRS); PtGA-disease activity <2 (0—10 NRS); HAQ-DI score <0.5; and tender entheseal points <1

Proportion of Patients (%)

KEEPSAKEV

(Mixed Population)

1. Kristensen LE, et al. Ann Rheum Dis 2021;80:1315-1316; 2. Ostor A, et al. Ann Rheum Dis 2021;80:138-139;
3. Kristensen LE, et al. 31st European Academy of Dermatology and Venereology Congress 2022, Milan, Italy

50
s L RCT i OLE )
40
35 33
[ % %]

30 25,6 27,2
25
20
15 11,4
10

5

0

n=219 n=224 n=224 n=224
Week 2422 Week 52° Week 100
PBO H RZB



AvwTtepn PASI 90 amokplon vs Secukinumab ko Ustekinumab og PsO

\immerge ultimma-1
H2H vs secukinumab H2H vs ustekinumab
100 100
[ % %]
kkk KKk

xx ¥** xxx 86,6 [% % %]

[% % %] * ¥ — A hoxok * ok 82
80 80
X S
3 o
(@)} (e)]
60 5 60 a
2 57,1 2
< <
= S 44
40 E 40 5
= =
c c
2 @
+— +—
& &
20 20
0 0
0 4 8 12 16 20 24 28 32 36 40 44 48 52 0 4 8 12 16 20 24 28 32 36 40 44 48 52
B RZB (n=164) M SEC (n=163) M RZB (n=304) W UST (n=100)

***5<0.001 for vs SEC/UST; Comparisons adjusted for multiplicity [ ].

Co-primary endpoints immerge: PASI 90 vs SEC (non-inferiority) at Week 16; PASI 90 vs SEC (superiority) at Week 52 1. Warren RB, et al. BrJ Dermatol 2021;184:50-9;
Co-primary endpoints ultima-1: PASI 90 and sPGA (0/1) vs placebo at Week 16NRI used for missing data. 2. Gordon KB, et al. Lancet 2018;392:650-661.
NRI, non-responder imputation; PASI, Psoriasis Area and Severity Index; RZB, risankizumab; SEC, secukinumab; UST, ustekinumab.



Risankizumab: atroTeAEOUATIKOTNTA O€ OAEC TIC ETTINEPOUG EKONAWOEIC OTNV €30 52

\}}» 1. Nepid. apBpitidat

7199 ACR20

2. Acppat?

3. Ovuyia®b

68% PASI 90

56% KkoBapad r eAaxlotn aAloilwon o€ vuxLa

G AN 4. EvBecitidalef

5@ E€aAewn evBeoitidag

5. Aaktulitdal-df

76%) E€aAewpn daktuAitidag

0 6. Afov. NpooPoin3ef

2patients with >3% BSA at baseline; Ppatients with nail psoriasis at baseline; ¢patients with LEI >0 at baseline; dpatients with LDI >0 at
baseline; epatients with spondylitis at baseline; fPooled from KEEPSAKE 1 and KEEPSAKE 2.

-1.72 mean change in BASDAI at week 24

1. Kristensen LE, et al. POS1024 presented at EULAR 2022, 1 June — 4 June 2022, Copenhagen;

2. Kristensen LE, et al. J Eur Acad Dermatol Venereol. 2022 May;36(5):e389-e392;

3. Ostor A, et al. P1349 presented at the 30th European Academy of Dermatology and Venereology
Congress, 29 September—2 October 2021, EADV Virtual congress.




Event Rates (E/100PY)

Risakinzumab — dedoueEva pakpoxpoviag acg@aAeiac ( 5,5 €1n)

B

9

Serious
Infections

Adjudicated
MACE

RZB in PsO

PSOLAR range
(PsO)

RZB in PsA

PSOLAR range
(PsA)

RZB in PsO

PSOLAR range
(PsO)

MarketScan PsO
MarketScan NB

RZB in PsA
PsA Vaengebjerg et

al.

RZB in PsO
MarketScan® PsO
RZB in PsA

RZB in PsO

PSOLAR range
(PsO)

RZB in PsA
PsA UK CPRD

n PY
11,953,
145 2
62 2,741.6
74 11,953.4
12 2,741.6
72 11,953.4
14 2,741.6
11,953.4
10 2,741.6

E/100 PY (95%
1.2 (1.02-1.4%})

0.93-2.91
2.3 (1.73-2.90)
1.00-3.01

0.6 (0.49-0.78)
0.48-0.84

1.42
1.53
0.4 (0.23-0.76)

0.48 (0.33-0.66)

0.6 (0.5-0.8)
1.80
0.5 (0.3-0.9)

0.5 (0.40-0.66)
0.51-0.64

0.4 (0.17-0.67)
0.56 (0.43-0.71)

E, events; MACE, major adverse cardiovascular event; NB, non-biologics arm; NMSC, non-melanoma skin cancer; PsA, psoriatic arthritis

population; PsO, psoriasis population; PSOLAR, Psoriasis Longitudinal Assessment Registry; PY, patient-years; TEAEs, treatment-emergent
adverse events; UK CPRD, the United Kingdom Clinical Practice Research Datalink.
Reference data from PSOLAR: 2-4 (range for ustekinumab, infliximab, other biologics, and non-biologics presented), MarketScan® claims
database cohort study: 5, Vaengebjerg et al: 6 and UK CPRD: 7.

Rates of AEs of special
interest were low and
no higher than reported

benchmarks for both
PsO and PsAl

Adapted from:

1. Gordon KB, et al. P1607 Presented at the 31st Congress of the European Academy of Dermatology
and Venerology (EADV 2022), 7-10 September 2022, Milan, Italy; 2. Papp K, et al. J Drugs Dermatol.
2015;14(7):706-14; 3. Ritchlin CT, et al. BMC Rheumatol. 2019;3:52; 4. Papp KA and Langholff W. J
Drugs Dermatol. 2020;19(6):571-2; 5. Kimball AB, et al. Br J Dermatol. 2015;173(5):1183-90; 6.
Vaengebjerg S, et al. JAMA Dermatol. 2020;156(4):421-9; 7. Li L, et al. J Clin Rheumatol.
2015;21(8):405-10.



Oa Bonbouce av cuvatmoPacifaue OUCIAOTIKA;

Combining Perspectives

CLINICIANS PATIENTS

- Guidelines - Lifestyle
- Experience - Values
- Evidence - Preferences

. Disease Goals - Resources
- Personal goals




T1 OEAouE gueic Kal TI oI aoB¢gveic pag ;

2,3,5 1,2,4,5,6
* Evepyotnta voocou * 'EAeyx0C TOU MOVOU KoL KOTIWOoNG,
* ApBpwoelg, SaktuAitida, BeAtiwon tou umvou
evBeoitida, afovikOG OKEAETOC * BeAtiwon tng kaBnuepvotntag
* Wwplaon * |[kavotnta epyaociog
.

OKTLVOAOYLKN Ttp0060C * avetaptnoia

(NS
FF A
4
Is this important? YES

Different expectations can lead to patient anxiety, poor adherence to therapy, and treatment
failure

Adapted from: 1. Strand V, et al. J Rheumatol. 2015;42(11):2046-54; 2. Khan NA, et al. Arthritis Care Res (Hoboken). 2012;64(2):206-14; 3. Van Hulst LT, et al. Arthritis Care Res (Hoboken). 2011;63(10):1407-14;
4. Gossec L, et al. Ann Rheum Dis. 2009;68(11):1680-5; 5. Orbai AM, et al. Ann Rheum Dis. 2017;76(4):673-80; 6. Garrido-Cumbrera M, et al. Rheumatol Ther. 2017;4(2):219-31.

oll

7



TI evOla@pEPEl OPWG TOUC iIdIOUG TOUC AODOEVEIG

If you could improve one thing about your disease,

what would it be? « 87 —aobBeveig pe YA
-48 eTWV PEan nAKia
-70% A&ANale Beparreia

Méon evepyoTnTa VOO OU

Tender Joints : 8,5

Pain

Skin

Cure or Eliminate Disease
Faigue

Prevent damage or progression

Joint swelling

Swollen joints : 4,3

Stiffness Vasphys. : 4,6
Mobility VasPtGl: 4,7
Use of hands

Drug free remission
Joint Function
Daily activities

Nals

O 1évocg Kal To dEpUA gival ol

MEYAAUTEPEC TTPOTEPAIOTNTES
TWV 000evwv

Stronger Immune System

Reduce flares

Family Role

0

*

10% 20% 30% 40% S0% 60%

ABO0769 PATIENT IDENTIFIED TREATMENT GOALS IN PSORIATIC ARTHRITIS: DECREASING PAIN AND INCREASING ACTIVITY LEVEL ARE HIGH PRIORITIESAnnals of the Rheumatic Diseases 2019;78:1853-1854



[Twg o1 idlol oI aoBeveic Kpivouv eTTITUXNUEVN TNV BEpaTreia ;

What would an effective treatment change for you?
« 87 — aoBeveig ye WA

Life(gen:ra;; —— -48 eTWV PEan nAKia
Acmx -70% A&AAade BeparTreia
Mobility
Recreztiondl ag‘:iowd Méon evepyoTnTa VOO OU
... Tender Joints : 8,5
Exercise Swollen joints : 4,3
Enjoyment Vasphys. : 4,6

Socid isolation

Prevent damage, deformity
Yard/Home work

Feel better/no limitations
Sdf eseem or confidence
Sleep

Drug free remission
Function better

Wezr High Heels

VasPtGl : 4,7

s H oTToTEAEOUOTIKOTNTA TNS BEPATTEIOC
ares - - - i
itch KPIVETAI TTO TNV AVTATTOKPION GTOV TTOVO
Financial , - -
Kal TNV €TTiopaocn otnVv wn YEVIKOTEPO
0% 10% 20% 30% 40% S0% 60% r] p r] r] C r] Y p

ABO0769 PATIENT IDENTIFIED TREATMENT GOALS IN PSORIATIC ARTHRITIS: DECREASING PAIN AND INCREASING ACTIVITY LEVEL ARE HIGH PRIORITIESAnnals of the Rheumatic Diseases 2019;78:1853-1854



To ouOIa0TIKO OQEAOC TNG CUV-ATTOPACNG

503 aoBeveic pe WA :

0 uvynAa nmoocootd CUPUETOXNAG aveEAPTNTA TNG
aAlayng otnv Beparmeia

0 Epmotoolvn otoug BepAmovieg Kot
avoyvwpLon tng mPoomnadsLag Toug aveéaptnta
NG evepyoTNTAC

P179 Table 1. Patient characteristics, disease activity, treatment, perceptions of shared decision making

JOURNAL ARTICLE

P179 Shared decision-making in psoriatic arthritis

consultations @

Lily L Watson, Conor Coyle, Melanie Brooke, Uta Kiltz, Ennio Lubrano, Rubén Queiro,

David Trigos, Jan Brandt-Juergens, Salvatore D'Angelo, Andrea Delle Sedie ... Show more

Rheumatology, Volume 62, Issue Supplement_2, April 2023, kead104.220, https://doi.org
/10.1093/rheumatology/kead104.220
Published: 24 April 2023

France (n—=100) Germany (n—101) Italy (n—84) Spain (n=111) UK (n=107) All (n=503)

Age, years:
Median (range) 55.0 (29.0-83.0) 56.0 (22.0-81.0) 65.0 (21.0-81.0) 56.0 (18.0-79.0) 51.0 (28.0-80.0) 55.0 (18.0-83.0)
Disease duration, years:
Median (range) 12.8 (1.0-63.0) 9.0 (1.0-41.0) 11.8 (1.0-56.0) 11.0 (1.0-50.0) 9.7 (0.0-36.0) 10.8 (0.0-63.0)
Female sex:
N (%6) 47.0 (47.0%) 58.0 (57.4%) 29.0 (34.5%) 54.0 (48.6%) 59.0 (55.1%) 247.0 (49.1%)
Predominant subtype:
Peripheral arthritis, n (%) 72.0 (72.0%) 84.0 (83.2%) 73.0 (B6.9%) 91.0 (82.0%) 101.0 (94.4%) 421.0 (83.7%)
Axial, n (%) 21.0 (21.0%) 11.0 (10.9%) 5.0 (6.0%) 15.0 (13.5%) 4.0 (3.7%) 56.0 (11.1%)
Enthesitis, n (%) 7.0 (7.0%) 6.0 (5.9%) 6.0 (7.1%) 4.0 (3.6%) 1.0 (0.9%) 24.0 (4.8%)
Physician overall assessment of

disease severity (scored 0-10):
Mean (s.d.) 2.7(2.1) 2.6 (2.1) 2.8 (2.3) 3.1 (2.2) 3.7 (2.3) 3.0 (2.2)
Total HAQ score (scored 0-3):
Mean (s.d.) 0.6 (0.6) 0.5 (0.5) 0.5 (0.5) 0.6 (0.6) 0.9 (0.8) 0.6 (0.6)
Total PsAID score (scored 0-10):
Mean (s.d.) 3824 2.8(2.2) 3.2 (2.5) 3522 4.8 (2.6) 3.6 (2.5)
PEPPI score (scored 5-25):
Mean (s.d.) 22.7 (3.4) 211 (3.9) 19.8 (4.1) 20.8 (4.3) 22,6 (3.6) 21.4 (4.0)
CollaboRATE score (scored 0-9):
Mean (s.d.) 8.5(1.2) 8412 6.5 (2.8) 7.8(1.8 8.4 (1.4) 8.0(1.9
Treatment*:
cs DMARDS 52.0 (52.0%) 45.0 (44.6%) 27.0 (32.1%) 54.0 (48.6%) 71.0 (66.4%) 249.0 (49.5%)
TNF inhibitors 26.0 (26.0%) 26.0 (25.7%) 24.0 (28.6%) 33.0 (29.7%) 20.0 (18.6%) 129.0 (25.7%)
Non-TNFi biologics 37.0 (37.0%) 43.0 (42.6%) 38.0 (45.2%) 36.0 (32.5%) 19.0 (17.8%) 173.0 (34.3%)
Change in treatment:
Any change 30.0 (30.0%) 34.0 (33.7%) 24.0 (28.6%) 39.0 (35.1%) 55.0 (51.4%) 182.0 (36.2%)
Treatment Increase 28.0 (28.0%) 26.0 (25.7%) 20.0 (23.8%) 35.0 (31.5%) 51.0 (47.7%) 160.0 (31.8%)
Additional medication 9.0 (9.0%) 12.0 (11.9%) 6.0 (7.1%) 16.0 (14.4%) 28.0 (26.2%) 71.0 (14.1%)
Switch medication 8.0 (8.0%) 9.0 (8.9%) 13.0 (15.5%) 9.0 (8.1 %) 15.0 (14.0%) 54.0 (10.7%)
Dose increase 8.0 (8.0%) 4.0 (4.0%) 3.0 (3.6%) 7.0 (6.3 %) 8.0 (7.5%) 30.0 (6.0%)

*Patients may be on more than one treatment so percentages will not sum to 100.

H «evepyoc» ouppeToxn Twv acBevwyv odnyel cuxvotepa otnv KALLAKWON TtNS Beparmeiog




Patient Case #2

@
4

>> Nikoc 46 etwv , mavipepeEvog pe 1 madi, avtutpoownog o€ eTalpeia

e Wwpiaon aro 20 etwv (aykwvec —BSA : 2,5)
>>  Wwplaolkn ApBpitida amod €toug

* OAwoapBpitda (4" ADOD, 2" EQD, Aykwvag AP)
* DAPSA : 19 (p€TpLa evepyOTNTQ)
* BSA:2,5, PASI 4 ( ustpia Ywpiaon — aykwvec / yovara)

* [lpwnv kamviotnc (dtekoPe 34 eTwv)

>> * Avtiotaon otnv tvooulivn (xwpic papuoka)
e BMI :25.2, Tupvaletol cuoTNUOTIKA (TPEELLO)

* N vooog 6ev EAEYXETAL LKAVOTIOLNTLKA UTIO Yopriynon MTX 25mg/w sc
>> e  XpNlel KALAKWON TNG AYWYNAS

AUENMEVEC ATTOLLTAOELG KOl UTTOXPEWOELC 0TNV KaBnuepwvotnta tou Nikou




Controversies in Rheumatology!!

Rheumatology 2012;51:1388-1377

R H E U MATO LOGY doi:10.1 083 rheumatology/kes001

Advance Access publication 17 February 2012

Original article

A randomized placebo-controlled trial of

methotrexate in psoriatic arthritis
Gabrielle H. Kingsley"?, Anna Kowalczyk®, Helen Taylor', Fowzia Ibrahim’,
Jonathan C. Packham?®, Neil J. McHugh?, Diarmuid M. Mulherin®,

George D. Kitas®, Kuntal Chakravarty’, Brian D. M. Tom?,
Aidan G. O’Keeffe®, Peter J. Maddison® and David L. Scott’°

Individual Outcomes in MIPA Trial

Outcome | Effect

Tender joint count No
Swollen joint count No
ESR No
C-reactive Protein No
HAQ No
Pain No
Patient global Yes
Physician’s global Yes
‘ Disease Modifying | | Symptom Modifying ‘

...The MIPA trial

70% -
60% -
50% -
40% -
30% -
20% -
10% -
0% -

Global index

PsARC

ACR20 responders
DAS-28 responders

OR {95% Cl) P.value
1.77 (0.97, 3.23) 0.06
2 00 (0.65, 6.22) 0.23
1.70 (0.90, 3.17) 0.10

ORs ware adjusted for age, sex and diseasa duration.

Composite Measures

Completer Analysis with Observed Data

3 Months

¥ Methotrexate 70% -

¥ Placebo

60% -

NS NS

PsARC ACR20

[Lati OAoL mpwta Eekvouv pe pebotpetatn;

50% -
40% -
30%
20% -
10% -

0% -

6 Months

Significant

PsARC

NS

ACR20

o MTX
* Pos (o)t sc)
* w¢15mg/epod
 15mg tnv 8" efbop
e AfloAoynon tnv 12" g6



Mati oAol mpwta éektvouv pe pebotpeéatn; (mapa tnv MIPA trial?)

Rheumatology 2021;60:780-784

RH E U MATO LO GY doi:10.1093/rheumatology/keaa399

Advance Access publication 14 August 2020

Concise report

First-line csDMARD monotherapy drug retention in
psoriatic arthritis: methotrexate outperforms
sulfasalazine

Marleen E. Jacobs'?, Juliétte N. Pouw'?, Paco Welsing’,
Timothy R. D. J. Radstake'? and Emmerik F. A. Leijten ® 12

100+
90+
804
70+
60+

40+
30+
204
10+

Percent retention

504 %

— Methotrexate
----- Sulfasalazine

log-rank test:
p=0.016

.f ‘ . ' L 'ﬁ l L) l . " v ' A rl l L)
24 48 72 96 120 144 168 192 216

months

Main reason for csDMARD monotherapy retention failure

7%

Other

52%

Main side effect leading to csDMARD cessation

HOEON

Gastrointestinal
Malaise
Hepatotoxicity
Infection

Other

24%



Reco. 3: peripheral arthritis, first-line treatmente Ll I d r

uloskele

. . . .?nqnthrr

3. In patients with polyarthritis, or those with mono-/oligoarthritis and poor
prognostic factors (e.g. structural damage, elevated acute phase reactants,
dactylitis or nail involvement), a csDMARD should be initiated rapidly, with
| methotrexate preferred in those with clinically relevant skin involvement.

1b/4
B/C

9.3%0.8

csDMARDs= conventional synthetic disease-modifying anti-rheumatic drugs, such as methotrexate, sulfasalazine, or
leflunomide

Gossec L, et al. EULAR 2023 (OP)



O «ouvnBnc» aoBevinc pe Ywplaown ApBpitida... (~70%)

% ouxvotnta KAWIKwV ekdnAwoswv otnv WA The Corrona / CorEvitas Psoriatic

o2 e, ® . 12
Afoviki MpocBols, Arthritis/spondyloarthritis Registry data

15-50%3

Wwpiaon
69-98%7/8* YoBapn npooPoAn Sépuatog (>3% BSA) mapovoa oe
XOUNAG TT0000TO TwV aoBevwy pe WA1L?

Nepudepkn ApBpitida
>90%*

WwpLaotkn ovuyia

44-83%8-10 Méon cuppetoxn 6€éppoatog (BSA)

329 * Corrona PsA/SpA Registry

Aoktulitida n IONE BSA >3% (ocUvoho aoBevwv): 5.6%12
16-49%> 2—-4%711 .
68% * Melétn LOOP:14

BSA <3% PeupatoAoyLkn ektipnon 6.6%
EvBeoitida PELA  PayosiSitida Agppotoloyikr) ektipnon 13.1%
35-52%67 @ @ 1-25%"2

1. Gladman DD et al. Ann Rheum Dis 2005;64(Suppl. 2):ii14—ii17; 2. Pittam B et al. Rheumatology (Oxford) 2020;59:2199-2206;

*36% with BSA >3%13. 3. Baraliakos X et al. Clin Exp Rheumatol 2015;33(Suppl. 93):531-5; 4. Gladman DD et al. QJ Med 1987;62:127-141;
BSA, body surface area; IBD, inflammatory bowel disease; 5. Kaeley GS et al. Semin Arthritis Rheum 2018;48:263-273; 6. Polachek A et al. Arthritis Care Res 2017;69:1685-1691;
MSK, musculoskeletal; PsA, psoriatic arthritis; Pso, psoriasis; 7. Boehncke WH et al. J Eur Acad Dermatol Venereol 2020;34:2035—-2043; 8. Ogdie A et al. Ann Rheum Dis 2019;78:922-923; 9.
SpA, spondyloarthritis. Williamson L et al. Rheumatology 2004;43:790-794; 10. Mease PJ et al. RMD Open 2019 24;5:e000867; 11. Bergman MJ et al. Arthritis

Rheumatol 2018;70(Suppl 10):Abstract 285; 12. Niccoli L et al. Int ) Rheum Dis 2012;15:414-8; 13. Mease PJ et al. Arthritis Care Res
2017;69:1692-9; 14. Boehncke W-H et al. Ann Rheum Dis 2018;77:371, Abstract THU0306.



O «ouvABNC» aoBeVAC...ue TN «ouvRBN» e€EALEN TNC vOoou

TIME-DEPENDENT TRENDS IN THE RELATIVE FREQUENCIES OF
SPECIFIC SUBGROUPS OF PSORIATIC ARTHRITIS

Peripheral arthritis Arthritis
P— mutilans

Polyarthritis

Mono/

oligoarthritis

Spondyloarthritis (+ arthritis)

Onset ¢ -

Disease duration

Ymotumnog

AcUupeTpn oAyoapBpitida

JUMMETPLKN oAV apBpiTida
(“RA-Like”)

MpooBoAr ADD apBpwoewv

Kataotpodikn-AKpwTtnpLACTIKA
(mutilans)

MpocPoAn AfovikoU okeAeToU

Xapaktnplotikn ekdnAwon

AaKTUALTIO O — «AKTLVWTH T(POCGBOAN»

MpooBoAn NXK apBpwoewv —
«opllovtia» pooBoArn apBpwoswv

AN\OLWOELG OVUXWV

«TNAEOKOTIKA SAKTUAQLY - 0GTEOAUGN

AcUpuEeTPN Lepohayovitida —
evBeoitida
AcUppetpa «bulky» cuvbeopoduta

Zuyvotnta(%

)

7-15

2-10

5-30

Relative frequency of various subtypes of psoriatic arthritis in selected clinic series displayed according to duration of disease in the cohort studied

First author DIP predominant Oligoarticular Polyarticular Spondyloarthritis Arthritis mutilans
Jones® Onset 200* 63001 25% 10% 0%
Veale" 4 yr (median) 16% o 49, 2%
Gladman® 8 yr (mean) 12% 1494 40% 2% 16%
Jones® 12 yr (median) 1%p* 26% 63% 6% 405

Note: Jones and collS0qUes UoauiiDet
*Defined as DIP only in this series.
"This includes monoarticular and oligoarticular onset.
‘The balance in this series had overlapping patterns.
DIP distal interphalangeal

ot onset and follow-up.

Textbook of Rheumatology Hochberg et all 6t edition



NMwg eTIAEyoUE «BgpaTreia» oTnVv KAIVIKR TTpAnN ;

KAWVIKOG
dalvoTuTOog

2UVOOEG ” 2oBapotnta

nabnoeLg NG vOoou

MPOTIUAOELG
ToUu aoBevn

MPOCWTTLKY EKTIUNON TOU OMAOUVTOG



AvoBewpnUEVEC OepaTeUTIKEC ovotaoelc tTnc GRAPPA - 2021

ZuoxertifovTal: ol EKBNAWOEIg TNG VOOOU, Ol TTIPOTINNCEIG KABe aoBevoug, ol TTponyoUpeveG/OUYXOpNYOUpEVEG aYWYES

H emiAoyn Tng Bepartreiag Ba pétrel va arreuBuveTal o€ 600 TO SUVATOV TTEPICCTOTEPOUG TOMEIG

Peripheral Arthritis

1

csDMARDs

!

Biologics
(TNFi, IL-12/23i
IL-17i, IL-23i),
or JAKi, PDE4i

!

Switch
Biologic (TNFi,
IL-12/23i or IL-
17i, IL-23i) or
JAKI, PDEA4i,

NSAIDs and IAl corticosteroids as indicated

4]
=
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=
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o
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[92]
[%]
[]
[92]
0
<

'

Axial Disease

—

NSAIDs

-

S || TINFi, IL-17i

2 || or JAKI

°

8

g

A"

5] .

g || Switch

£ || Biologic
(TNFi, IL-17i
or JAKi)

Limited direct evidence for
therapies in axial PsA,
recommendations based
on axial SpA literature

!

Enthesitis

I

NSAIDs

|

MTX, TNFi,
IL-12/23i, IL-
17i, IL-23i,
JAKi, PDEA4i

|

Switch
Biologics (TNFi,
IL-12/23i, IL-17i,
IL-23i) or JAKI,
PDEA4i

Physiotherapy

CS injections: consider on
an individual basis due to
potential for serious side
effects; no clear evidence
for efficacy

!

Dactylitis

1
1

NSAIDs

|

MTX, TNFi,

IL-12/23i IL-
17i, IL-23i or
JAKIi, PDE4i

|

Switch
Biologics
(TNFi, IL-12/23i
IL-17i, IL-23i)
or JAKi, PDE4i

Corticosteroid injections as indicated

y

O1 ouvvoonpPOTNTEG UTTOPEI VA ETTNPEACOUV TNV ETTIAOYNA TN
OepaTtreiag R/Kal TRV EQAppOyn TwV 0dnywv

Standard Therapeutic Route

Expedited Therapeutic Route

°
L
@
L2
T
£
%]
]
>
Q
]
I
@
<
S
]
2
5]
K=
o
©
o
]
o
]
2
Q
o
2

Topicals
(keratolytics,
steroids, vit D
analogues,
emolients,
calcineurin i)

v

Phototx or
csDMARDs,

TNFi, IL-12/23i,

IL-17i, IL-23i,
JAKi, PDE4i

v

Switch
Biologic
(TNFi, IL-
12/23i, IL-17i,
IL-23i, JAKi,
PDEA4i

Topical
therapies,
pulsed dye
laser,
csDMARDs,
acitretin, JAKi

v

TNFi, IL-12/23i,
IL-17i, IL-23i or A
PDE4i

v

Switch
Biologic
TNFi, IL-
12/23i, IL-17i,
IL-23i or
PDEA4i

OepatreloTe, erava§ioAoynoTe TePIOSIKA TOUG OTOXOUG
OepaTreiag KAl TPOTTOTTOINCTE Tr OEPATTEIA OTTWG ATTAITEITAI

Black text: strong recommendation; Grey text: conditional recommendation

csDMARD=Copventional Synthetic DMARD; CS=Corticosteroids; DMARD=Disease-modifying Antirheumatic Drug; IL-6i=Interleukin-6 Inhibitor; IL-12/23i=Interleukin-12/23 Inhibitor; IL-
17i=Interleukin-17 Inhibitor; IL-23i=Interleukin-23 Inhibitor; JAKi=Janus Kinase Inhibitor; MTX=Methotrexate; NSAIDs=Nonsteroidal Anti-inflammatory Drugs; PDE4i=Phosphodiesterase 4
inhibitor; PsA=Psoriatic Arthritis; TNFi=Tumor Necrosis Factor Inhibitor.

Laura C. Coates, Nadia Corp, Danielle A. van der Windt, Denis O’Sullivan, Enrique R. Soriano, Arthur KavanaughThe Journal of Rheumatology Jun 2022, 49 (6 Suppl! 1) 52-54



gmwotpodn otov Niko

» Adalimumab 40mg/ 14 nuépec , ouveExion e MTX .

o
q .
)

3 URveg uera

>

v ZXETIKA BeATiwon ( kai atrd dépua Kal 2 apBpwaEIq)
v DAPSA: 9 (o116 15) — ouveyilel n apBpiTida aykwva
v’ ZUuvéXion aywyng Kal TTapakoAoudnon KaBe 4 prveg

v’ ZKETITIKIOPOG Yia TNV evéaiun Bepartreia (dev «BOAEUEI»)

MapoAo tnv BeAtiwon o otoxoc akopn dev enttevxOei (REM)

Note: This is a fictitious patient case
DM, diabetes mellitus; HTN, hypertension; RF, rheumatoid factor.



[aTi TaA dlaAecaue Tov anti-TNFa w¢ 11 Bgpartreia;

S8 0

0] 0] 0]
Methoetrexat Etanercept Infliximab | Golimumab Cegtgleié%'lﬂa
(1964) (2002) (2006) (2009) (2013)

Sulfasalazin Leflunomide IEEIEREEE Apremilast Ixekizumab
e (2004) (2005) PDEA4i IL-17Ai
(1990) (2014) (2018)
EULAR 2019 GRAPPA 2021 EULAR 2023
4 z - /4 Guidelines Guidelines Guidelines
H o1a0so1uornra véwyv Beparmrsiwyv odnyei o€

avabswpnon Twv Kareubuvrnpiwyv odnyiwv B
2023

Adapted from:

. L. . 1. Coates L, Gossec L. Joint Bone Spine, 2023;90(1):105469; 2. Risankizumab Product Monograph; 2.
EULAR, European Alliance of Associations for Rheumatology; GRAPPA, Group for Research and Assessment of Psoriasis and Gossec L, et al. Ann Rheum Dis. 2020;79(6):700-712; 3. Coates LC, et al. Nature Reviews Rheumatol.

Psoriatic Arthritis; i, inhibitor; IL, interleukin; JAK, janus kinase; PDE4, phosphodiesterase 4. 2022;18(8):465-479

Guselkumab
IL-23i

8
5078 - (2020)




MNatt aAl StaAe€ape tov anti-TNFa w¢ 1" Oepaneia;

Rheumatol Ther (2022) 9:875-890
https://doi.org/10.1007/540744-022-00440-1

ORIGINAL RESEARCH
Bio-experienced PsA patients

Analysis of the Pharmacoutilization of Biological B

Drugs in Psoriatic Arthritis Patients: A Real-World 2017 (N= 3,084) 2018 (N= 3,863) 2019 (N= 4,474) 2020* (N=1,752)

Retrospective Study Among an Italian Population

Valentina Perrone (3 - Serena Losi - Erica Filippi - Maurizio Mezzetti -

Melania Dovizio - Diego Sangiorgi - Luca Degli Esposti

=  Owveeg Uepamneieg bev Exouv
éemepaoel o€ TOOOOTO TNV
xopnynon twv anti-TNFa

c Bio-naive PsA patients
= ¢ bio-exp aoUeveic n xpnon e o
rwv IL17i givar unAdTepn 2037 e 35 i ) e ’
oo ToucC bio-naive

58,8%

= Ta nmoooota xpnong twv IL17i
o€ bio-naive aoUeveic
TTOPOAUEVOUV TA (Ola LETO ATTO
nopouvoia 4 etwv




ZuvnUiougvo...
noAAol aoBevelc Oev KaTaAPEPVOUV TOV OTOXO TNC LPEONC N TOUAAXLOTOV TNC EAAXLOTNC
gevepyotntac vooou (MDA)

* H enaywyn Vdeonc MDA cuoxetiletal onpavtika pe puololoyikn dpaotnplotnta, BeAtiwon TnNg mMoLOTNTOC
{WNC KoL LELWHEVN EEEALEN VOOOU (KALVLKA KOl OKTLVOAOYLKA)?!

* Meletn pe 142 aoBeveiq pe WA:? Mooooto enitevéng vdeong (omotednmote) ko
edpatwpévng vdeong oe opada acBevwv pe WA oe
OUVONKEG KAONMUEPLVAG KAWVIKAG TTPAKTIKAG?

100
9 =\
2/3 46, A’, £ L) 35
AcBeviv eixav ’ acBevwv eiyav ' 3 35— 20 e
UTLOAEUTOEVN HETPLOL TLPOG ocoBapn = 30— n=
EVEPYOTNTA gvepyotnta @ 25— , ,
Vc’,pgougz (cDAPSA)? S 50 Bl Mia dopd
0 q5_ B ESpatwpévn
8 10_ (>12 prveg)
T
* Movo 5.7% twv acBevwv pe WA mAnpouoav 0
Ta KpLTpLa Vpeonc kat povo 22.9% ta VLDA DAPSA
kptthpla yia MDA otnv kabnuepvr) KALWVLKN B
MPAKTLKAS3
1. Coates, LC et al. BMC Rheumatol 2018;13;2:24;
*According to the treating rheumatologist. 2.van Mens LJJ et al. Arthritis Res Ther 2017;10;19(1):226;
cDAPSA, cﬁnical Disease Activity Index for Psoriatic Arthritis; DAPSA, Disease Activity Index for Psoriatic Arthritis; MDA, 3. Michelsen B et al. J Rheumatol 2017;44:431-436;

minimal disease activity; PsA, psoriatic arthritis; VLDA, very low disease activity. 4. Lubrano E et al. Rheumatol Ther 2019;6:521-528.



* Methotrexate (MTX)
e Leflunomide (LEF)

o EmA£Caue 10 cwoTd Pappako yia Tov Niko ;
« [lloia B8a nrav n dikn oag emiAoyn ;

(bs)Adalimumab
Certolizumab pegol
(bs)Etanercept
Golimumab
(bs)Infliximab

Anti-
IL-12/23

Ustekinumab

Ixekizumab
Secukinumab

AvaoToAegig PDE4i | Apremilast
tsDMARDs
. Tofacitinib
AvooToAeig o
JAK Upadacitinib
Anti- AvaoToAéag
IL-23 ouvoiéyepong
Guselkumab

Risankizumab

Abatacept*




QOverarching principles

These recommendations, which include the most current data concerning the optimal therapeutic approaches
to PsA, present contextual considerations to empower shared decision-making

The ultimate goals of therapy for all patients with PsA are:

To achieve the lowest possible level of disease activity in all domains of disease. As definitions of remission
and low or minimal disease activity become accepted, these will be included in the goal

To optimize functional status, improve quality of life and wellbeing, and prevent structural damage to the
greatest extent possible

To avoid or minimize complications, bath from untreated active disease and from therapy

Assessment of patients with PsA requires consideration of all disease domains, including peripheral arthritis,
axial disease, enthesitis, dactylitis, skin psoriasis, psoriatic nail disease, uveitis and IBD. The impact of disease
on pain, function, quality of life and structural damage should be examined

Clinical assessment ideally includes patient-reported measures with a comprehensive history and physical
examination, often supplemented by laboratory tests and imaging technigues (for example, X-ray, ultrasound
or MRI). The most widely accepted metrics that have been validated for PsA should be utilized whenever
possible

Comorbidities and related conditions should be considered and their impact on the approach to the condition
and its treatment addressed appropriately. Such conditions include obesity, metabolic syndrome, cardiovascular
disease, depression and anxiety, liver disease (for example, non-alcoholic fatty liver disease), chronic infections,
malignancy, bone health (for example, osteoporosis), central sensitization (for example, fibromyalgia) and
reproductive health. Multidiseiplinary and multispeciality assessment and management may be most beneficial

For imdiidiial noaticnte

Therapeutic decisions need to be individualized and are made jointly by the patient and their clinician.
Treatment should reflect patient preferences, with patients being provided with the best information
concerning relevant options. Treatment choices may be affected by various factors, including disease activity,
previous therapies, prognostic factors such as structural damage, comorbid conditions and patient factors
such as cost, convenience and choice

TUE DLy, PaLiSTiLs SNUUIU LS TEVIEwWoU DHNOTIpPrLLy, Ungrcu reyguid) SYdilgLionmuy appn DR iale Speuiglisis, allild niave
treatment adjusted as needed in order to achieve the goals of therapy. Early diagnosis and treatment is likely
to be of benefit

IBD, inflammatory bowel disease: PR, patient research partner; PsA, psoriatic arthritis.

PRP agreement Clinician
(%) (n=9)

100

§7.5

87.5

§7.5

87.5

100

U

EVIDENCE-BASED

agreement (%)
{(n=161)
96‘3 | '] Check for updates J
96.3
Group for Research and Assessment
of Psoriasis and Psoriatic Arthritis
(GRAPPA): updated treatment
recommendations for psoriatic
94.4 L
arthritis 2021
Laura C. Coates®'®, Enrique R. Soriano?, Nadia Corp®, Heidi Bertheussen®,
95.0 Kristina Callis Duffin’, Cristiano B. Campanholo®, Jeffrey Chau®’, Lihi Eder®,
Daniel G. Fernandez-Avila®, Oliver FitzGerald(°, Amit Garg'!, Dafna D. Gladman(®'?,
Niti Goel', Philip S. Helliwell'*, M. Elaine Husni'®, Deepak R. Jadon® ', Arnon Katz'?,
Dhruvkumar Laheru'®, John Latella’, Ying-Ying Leung®?°, Christine Lindsay®?',
938 Ennio Lubrano®?, Luis Daniel Mazzuoccolo®?3, Philip J. Mease®?*, Denis O’Sullivan®,
Alexis Ogdie?®, Wendy Olsder?’, Penelope Esther Palominos?®, Lori Schick®®,
Ingrid Steinkoenig®®, Maarten de Wit»3', D. A. van der Windt3, Arthur Kavanaugh*?
and the GRAPPA Treatment Recommendations domain subcommittees™-* *
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Coates, L.C., Soriano, E.R., Corp, N. et al. Group for
Research and Assessment of Psoriasis and Psoriatic

Arthritis (GRAPPA): updated treatment recommendations for

psoriatic arthritis 2021.
Nat Rev Rheumatol 18, 465—-479 (2022)



ABSTRACT NUMBER: 1165

“What Matters”: Patient and Clinician Perspectives in
Psoriatic Arthritis Care

Philip Mease', Dan Furst?, Evan Siegel?, Vibeke Strand?, Melissa Mcilraith®, Elaine Husni® and M.
Cameron Hay’, 'Swedish Medical Center/Providence St. Joseph Health and University of Washington,
Seattle, WA, 2University of California Los Angeles, Los Angeles, CA, 3Arthritis and Rheumatism
Associates, Potomac, MD, 4Stanford University School of Medicine, Portola Valley, CA, SM.Mc.
Consulting, Dallas, TX, 5Cleveland Clinic, Cleveland, OH, “Miami University (Ohio), Oxford, OH
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Meeting: ACR Convergence 2021
Figure 1. Top Patient and Physician Priorities
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*Not in set of highest ranked items for that group
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avid M Meads: d meads@leeds.ac.uk; Paul Emery: p.emery@,\eeds.ac.uk; Philip G ean*x=SD
agreement of
Taskforce members
(0-10)

é}'Dwyer: j.odwyer@\eéds.ac.uk; Davi
ghan@leeds.ac.uk
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O aolevrnc «bladeée» Fepaneia yia tnv aplpitida navw ano oAda...

(ArtoteAéouarta ano eykpLtikeC HEAETEG TNV 24" eBoouada — Oyt aueon cuykptlon — naive tTAnSuouog)

tsDMARD/Bio ACR20 ACR70 Placebo ACR20 Placebo ACR50

Adalimumab?3® 67,1 22,6 45,2 18,9
Apremilast 30mg? 45 20 11 13 4
Tofacitinib (5mg-m3)? 50 29 16.8 28 12,3
Upadacitinib 15mg3 73,4 52,4 28,7 45,2 18,9
Secukinumab (150/300mg)*  63,5/58,2 44,4/38,8 27/22,4 15,9 6,3
Ixekizumab (2/4w)> 62,1/57,9 46,6/40,2 34/23,4 30,2 15,1
Ustekinumab (45mg)® 42,4 24,9 12,2 22,8 8,7
Guselkumab (4/8w)’ 64/64 33/31 13/19 33 14

1. Kavanaugh A. et al. Ann Rheum Dis 2014; 73(6): 1020-1026

2. Mease PJ et al N Engl ) Med 2017;377:1537-50

3. Mease PJ et al. Ann Rheum Dis 2021;80:312-320

4. Kavanaugh A., Mclnnes IA., Mease PJ et al ] Rheum Sep 2016, 43 (9) 1713-1717
5. Mease PJ, van derHeijde D, Ritchlin CT, et al. Ann Rheum Dis 2017;76:79-87

6. McInnes |, Kavanaugh A. et al Lancet 2013; 382: 780—-89

7. Mease PJ, Rahman P, Gottlieb AB, et al., Lancet. 2020;395(10230): 1126-1136



O agfevrii¢ «blaAeée» Gepaneia yia tnv apfpitida Kat arto to oToud...

(ArtoteAéouata ano eyKPLTIKEC HEAETEC UETA o ~1 £€to¢ o€ Fepaneia
— OxL aueon ouykpion — naive rtAnSuouog)

tsDMARD/Bio

Adalimumab3”

ACR20 ACRS50

56

Upadacitinib 15mg3 74
Secukinumab (150/300mg)* 74
Guselkumab (4/8w)’ 71/75

1. Kavanaugh A. et al. Ann Rheum Dis 2014; 73(6): 1020-1026

2. Mease PJ et al N Engl ) Med 2017;377:1537-50

3. Mease PJ et al. Ann Rheum Dis 2021;80:312-320

4. Kavanaugh A., Mclnnes IA., Mease PJ et al ] Rheum Sep 2016, 43 (9) 1713-1717
5. Mease PJ, van derHeijde D, Ritchlin CT, et al. Ann Rheum Dis 2017;76:79-87

6. McInnes |, Kavanaugh A. et al Lancet 2013; 382: 780—-89

7. Mease PJ, Rahman P, Gottlieb AB, et al., Lancet. 2020;395(10230): 1126-1136



SELECT PsA 1:
Upadacitinib vs. Adalimumab avtanokpion katd ACR 20/50/70

Primary endpoint: ACR 20 vs. PBO at @ Acbeveic ue evepyn WA.
@ 12 €Bd. Zxediaopocg yia ouykpion UPA E ;S) Biologic-naive kai csDMARD-IR UPA
vs ADA o€ B'yevi) KaTaAnKTIKa onueia Evepyog 1 ATou. Avapv. ywpiaong ACR20/50/70
ACR20 ACR50 ACR70 napopola o€

eBdouada 12 o€
oxeon pe ADA

~100 #

[y
o
o
[T’y
o
o

(=] i # ? /o\
S 73,4 # # 74,4 < | z
8 80 e m 2 80 ; # 2 80
c S # | o
= 60 % 60 52,4 ¢4 T o7 B 60 ## by
2 68,1 8 § 8 | 406 ACR20/50/70
S 40 ° 40 5 51,0 2 4 28,244 # KaAUTEpa o€
=} o 44,3 o : ;
e e o Rroasaly
S S 159 S 22,6 31,2 :
a o a o 132 & o0 280005 Kai 56
0 8 16 24 32 40 48 56 0 8 16 24 32 40 48 56 0 8 16 24 32 40 48 56
Weeks Weeks Weeks
B PBO pooled (n =423) UPA 15 mg QD (n = 429) B ADA 40 mg EOW (n = 429)

Comparisons not adjusted for multiplicity: #p<0.05, ##p<0.01; ###p<0.001 for UPA vs ADA; ***p<0.001 for
UPA vs PBO.

Comparison of UPA with placebo for ACR 50/70 were prespecified; however, CI were not adjusted for multiple comparisons, and no conclusions can be Adapted from:

drawn from the results. Data up to Week 24 are from the Week 24 analysis: data cut-off 13 December 2019. Data cut-off for weeks 24-56: 24 July 1. llctnes [B eta. N EnglJ Med 22%22117%SC‘E_(;‘();_ZEZO7O‘118233é9f

Sgioi;'he dashed lines represent the change in data set for the UPA treatment arm and the timepoint at which patients receiving placebo switched 0 yirnes 16 of al. Ann Rheum bie 2020:79(Suppl. 1):12-13.
mg.

ACR 20/50/70, American College of Rheumatology 20%/50%/70% improvement; ADA, adalimumab; csDMARD-IR, conventional synthetic disease modifying anti-rheumatic drug incomplete
responders; PBO, placebo; PsA, psoriatic arthritis; PsO, psoriasis; QD, once daily; UPA, upadacitinib.



SELECT PsA 1:
Upadacitinib vs. Adalimumab otnv €Bd 56: HAQ-DI ko rtovog

HAQ-DI Patient’s assessment of pain

0,0
v o 90 Rpp ;
£ = ' -0,9 BeATiwon o€
a 02 3 -10 1,4 HAQ-DI kai
0 a 2,3 MEiwon Tou
E 04 E 20 2,9 novou
tt uL: '313 ]

napopoia oTnv

g v 30 ¢ ¢
e 06 T > eBd. 12 Kal
_rCU Hit #H# © HHE HH] g # ¥
O S 40 LA i KAAuTEPA TOU
5 08 S UPA o€
> Y 50 '
> s S OUYKPION HE

-1,0 024 8 12 16 20 24 28 32 36 44 56 ADA ot B3 56

024 8 12162024283236 44 56 Weeks
Weeks
PBO (n = 412) UPA 15 mg QD (n = 42®)ADA 40 mg EOW (n = 425)

HAQ-DI data were analyzed using a mixed-effect model for repeated measures and are shown as least squares means with 95% Cls.

L . . T Adapted from:
#P<0.05, ##P<0.01, upadacitinib 15 mg versus adalimumab; nominal P values are shown and were not multiplicity controlled. 1. McInnes IB, et al. Rheumatol Ther 2022‘);15;1_18;

Pain data were analyzed using a mixed-effect model for repeated measures and are shown as least squares means with 95% Cls. #P<0.05, 2.Mclnnes IB, et al. N Engl J Med. 2021;384:1227-39.
##P<0.01, ###P<0.001 upadacitinib 15 mg versus adalimumab; nominal P values are shown and were not multiplicity controlled.

PBO values taken from the 24-week data set. ***, P<0.001 for UPA vs. PBO.
ADA, adalimumab; EOW, every other week; HAQ-DI, Health Assessment Questionnaire-Disability Index; QD, once daily; UPA upadacitinib.



Patients achieving reductions from baseline in PGA of pain at Week 24

Proportion of patients achieving 230%, 250%, and 270% reductions from baseline
in PGA of pain NRS scores (NRI) with UPA at Week 24

~ <30% improvement (76%)

D >30% to <50% improvement (10%)
D >50% to <70% improvement (11%)

. >70% improvement (3%)

30/ 50/ nd 270% reductions from baseli
r 15% reductio fro

in patient assessment of back p d MCID in pain
uctiol ucf n} na T eline
nima I I IIy |mp ortant differ e; NRI, non-responder i

edon"Whatisthea of bac kp n tha ty ced at any time in the last week?
ion; , Nu Itg ale; PBO, plac: bPGApt tGIbIA essment; QD, o

n_

sed a
(>1 pomt
MCID, m

e daily; UPA, upadacitinib.

~ <30% improvement (53%)

D >30% to <50% improvement (8%)
D >50% to <70% improvement (17%)

. >70% improvement (22%)

Mclnnes IB et al. Arthritis Rheumatol 2020;72(Suppl. 10):Abstract 0896.



Rheumatology 2022;61:3257-3268

RHE U MATO LO GY https://doi.org/10.1093/rheumatology/keab805

Advance Access publication 3 December 2021

Original article

Efficacy endpoints N treatment effect {95% (

Upadacitinib as monotherapy and in combination

—— 189 33.7124.4,43)
- - - - . . - . 99— 353 359(29.0,42.8)
with non-biologic disease-modifying antirheumatic ACR20 at week 12 . a1 so@rwn
H H HH 39.3{32.5,46.1
dl‘ugs for psorlatlc arthritis ':g:: - 396 {33.7.45.5;
—o— 189 24.9(17.7,32.0)
1 N 3 5 N .6 ».x' 353 26.5(20.3,32.7)
Peter Nash ® 7, Pascal Richette®?, Laure Gossec*®, Antonio Marchesoni®, ACRS0 at week 12 81 21 {gi; gﬁ}
Christopher Ritchlin’, Koji Kato®, Erin L. McDearmon-Blondell®, 8 30 33(200.427)
Elizabeth Lesser®, Reva McCaskill?, Dai Feng®, Jaclyn K. Anderson® and 180 11.7(7.1,16.2)
Eric M. Ruderman® .é: ass T TR
ACR70 at week 12 —o— pr 198 ((si.i, zé.a’)
7 W Bohes e

B 3 .8,
e <= 3 2s(4s 129
Resolution of enthesitis ,:8: ;:; 24.0{16.1, 31.9)
= week —— 299(19.0,409
".E' o’ at e x ;:; 245 }lS.S. 3!.5;
285 25.4(17.5,333)
@ UPA 15 mg QD monotherapy @ UPA 30 mg QD monotherapy e e 53 36.5(19.3,53.8)
108 359(234,484)
Resolution of dactylitis —— 138 34.5(23.7,45.3)

s 3 (26.6,
@) UPA 15 mg QD with MTX only @ UPA 30 mg QD with MTX only (LE1 = 0) at week 24° m'—’—‘ % 75047508
% 127 386(27.7,494)
() UPA15 mg QD with any non-biologic DMARD () UPA 30 mg QD with any non-biologic DMARD ——i 153 29620%.38.2)
SIGA 0/1 at week 16 -8 H—4: 162 21(334.508
%3 = B2

326 376 ~ K
—— 106 41.8{31.0,52.6)
== = B

PASI 75 at week 16¢ 238 1(29.8,
108 57.8 (47.6,67.9)
:$4 187 34.0(24.8,43.3)
e 1 133 (=179, -087) ——i e e {i:f ;;;;
3L < 193 28.6(20.2,37.0)
Change from BL in patient’s 84 3% 1.38{~1.71,~1.04) PASI 90 at week 16¢ x 238 27.5(19.9,35.1)
global assessment of pain A @ -137(165-1.08 ey e et e
a p O I.I O I a -4 i} ~1.81(-2.15,-1.48) —o— :g: 211:,‘3((:309. l;f.,’,

e an 179 (-2.08, 1,501 ,'x‘ 24139,
ATTOTEAEOMATIKOTNTO . W dDundm  Memesetis e = Eimis
Change from BLin ® 33 -0.34(-041,-0.26) ,’x‘ -4 e g
HAQ-DI at week 12 B 429 -0.29(-036,-0.23) [ 19 ;:::::; ;;:}
KOl wg o Ml OISE0AL028) MDA at week 24 ’xc as1 23.1(17.3.28.4)
(5] EYE} «0.34 (041, <0.26) —— ;:: 23:2 g‘;: ;:; ;
e 1 8 a =032(-038,-0.25) x} 244 28.9(23.5, 34.2)

OVOUEPATTEIA r ) : . ; B
” -3 0 3 0 25 50 75
Placebo-subtracted treatment Placebo-subtracted treatment

effect (95% Cl) effect (95% C1)



MATWE OUWE TIPETIEL TIPWTA VAL OKEPTOUE TNV AOPAAELX TOU AloBEeVN;

Meilova kapdiayyeiaka cuppBauara

NeonAaoieg

NOINWEEIC

e 2
N

AAAEPYIKEG avTIOPACTEIG

' HnaTtoTo&ikoTnTa

Adapted from:
iomed Res Int. 2018;2018:3140983;
nn Rheum Dis. 2020;79(6):778-786.

> o

, etal.



Mean+SD

Seven Overarching Principles (one new) agreement of

Taskforce members
(0-10)

A. Psoriatic arthritis is a heterogeneous and potentially severe disease, which may require multidisciplinary treatment

10.0%0.1

B. Treatment of psoriatic arthritis patients should aim at the best care and must be based on a shared decision between the
patient and the rheumatologist, considering efficacy, safety, patient preferences and costs. 97406

C. Rheumatologists are the specialists who should primarily care for the musculoskeletal manifestations of patients with
psoriatic arthritis; in the presence of clinically significant skin involvement a rheumatologist and a dermatologist should
collaborate in diagnosis and management. 97+05

D. The primary goal of treating patients with psoriatic arthritis is to maximise health-related quality of life, through control of
symptoms, prevention of structural damage, normalisation of function and social participation; abrogation of inflammation is an
important component to achieve these goals. 99+03

E. In managing patients with psoriatic arthritis, consideration should be given to each musculoskeletal manifestation and
treatment decisions made accordingly. 9.8+04

F. When managing patients with psoriatic arthritis, non-musculoskeletal manifestations (particularly skin, eye and
gastrointestinal tract) should be taken into account; comorbidities such as obesity, metabolic syndrome, cardiovascular disease
or depression should also be considered. 97+07

G. The choice of treatment should take account of safety considerations regarding individual modes of action to optimize the

benefit-risk profile. # 99+04
Gossec L, et al. EULAR 2023 (OP)



Reco. 5: peripheral arthritis, JAK-inhibitors © U lar

fighting rheumatic & musculoskelotal

. . ‘ disoaseos together
i
117

/| 5. In patients with peripheral arthritis and an inadequate response to at

« | least one bDMARD, or when a bDMARD is not appropriate, a JAKi may be
3 'j}ﬁf considered, taking safety considerations* into account. 1b/4
B/D
m 9.1%1.5

 Licensed JAK inhibitors: tofacitinib and upadacitinib

« Kept in algorithm after a bDMARD or if a bDMARD is not appropriate: would include
contra-indication, non-adherence to injections...

*For JAK-inhibitors, caution is needed for patients aged 65 years or above, current or past
long-time smokers, with a history of atherosclerotic cardiovascular disease or other 0

cardiovascular risk factors or with other malignancy risk factors; with known risk factors for EUROPEAN MEDICINES AGENCY
VTE.

https://www.ema.europa.eu/en/medicines/human/referrals/janus-kinase-inhibitors-jaki
Gossec L, ef al. EULAR 2023 (OP)



O1 kateuBuvTApIeg 0Onyiec TN GRAPPA 2021 Aaufdavouv utréywn Kal TIG
ouUVvoOonNPOTNTES TWV aocBevwy TTOU TTIBAVWG Ba eTTNPEdoEl N BepaTreia

GRAPPA 2021 PsA Treatment Recoygpgpdations

Comorbidit
Elevated risk of CVD

Congestive heart failure?
Elevated risk for VTE
Obesity

Fatty liver disease
Active hepatitis B or C
HIV

Tuberculosis

History of recent malignancy

MS and/or demyelinating
disease

Depression and/or anxiety

Caution

Caution
Avoid

Avoid

TNFi

Caution
Caution
Caution

Caution

Avoid

Note: IBD and uveitis are considered related conditions and not comorbidities of PsA by GRAPPA Guidelines

aSevere or advanced; class III or IV according to the New York Heart Association (NYHA) Functional Classification.
CVD, cardiovascular disease; GC, glucocorticoid; HIV, human immunodeficiency virus; i, inhibitor; IL, interleukin; JAK, Janus kinase; LEF, leflunomide; MS, multiple

IL-17i

Caution
Caution
Caution

Caution

IL-
12/
23i

Caution
Caution
Caution

Caution

IL-23i

Caution
Caution
Caution

Caution

JAKi
Caution
Caution

Caution
Caution
Caution

Caution

PDE4i

Caution
Caution
Caution

Caution

Caution
Adapted
from:

1. Coates LC, et al. Nature Reviews Rheumatol. 2022;18:465-479; 2. Yang K, et al. Am J Clin
Dermatol. 2021;22:173-192.

sclerosis; MTX, methotrexate; NSAIDs; non-steroidal anti-inflammatory drugs; PDE4, phosphodiesterase 4; PsA, psoriatic arthritis; TNF; tumour necrosis factor;

VTE, venous thromboembolism.



AoOeveic pe PAEYHOVWOEIC PEUHATIKEG VOOOUG £XOUV QUENMEVO
KOpOIayyEIaKO KivOuvo

dAeypovn

®

KAaoikoi napayovTreg

Kanviopa dapUaKeUTIKN
Aoknon enidpaon
ApTtnplakn Mieon
AINdAIYIKO NPOPIA DMARDSs
dulo KopTIKooTEPOEION
HAIKia MZAD
2A
Kapdiayyelakn
vVOOOC

COXIB, cyclooxygenase- 2 selective inhibitor; CVD, cardiovascular disease; DMARDS, disease-modifying
anti-rheumatic drugs; Adapted fom:
NSAIDsm non-steroidal anti-inflammatory drugs. 1. Nurmohamed MT, et al. Nature Reviews Rheumatol. 2015;11(12):693-704.



AV ETTITUXOUME KOAO EAEYXO TNG VOO OU MEIWVETAI

0 KapOIAYYEIOKOG KivOuvog !

Potential low disease activity targets

.
50%
40%
@ 30%
20%
10%
0%

sDAPSA-LDA SPASDAS-LD sMDA

A
0
| |
-0.01

Subject with plaque
progression (%)

Change in mean IMT (mm)

B Non-achiever

*p<0.05

Change in total plaque
area (mm?2)

Change in max IMT (mm)

-0.01
-0.02
-0.03

-0.04
-0.05
-0.06
-0.07
-0.08
-0.09

Potential low disease activity targets

o B N W b~ 0 O

sDAPSA-LDA

o

SPASDAS-LD

A

sMDA

Achiever

IMT, intima-media thickness; sDAPSA-LDA, sustained Disease Activity in PsA-Low Disease Activity; sMDA, sustained minimal disease activity;

SPASDAS-LDA, sustained Psoriatic Arthritis Disease Activity Score-Low Disease Activity.

Hong Kong PsA
cohort:

101 patients

PASDAS-LDA
and MDA
were significantly

associated with
protective
effects

in subclinical
atherosclerosis
and arterial
stiffness
progression

Adapted from:
1. Cheng IT, et al. Rheumatology 2020; 59:2881-2892.



Ooov a@opd OTIGC AOINWEEIG... B

H Bepatreia ye bDMARD auc¢dvel yevika
TOV KivOUVO O€ OXEon JE TNV KN Xopnynon
bDMARD?

v bDMARDSs, 1d1aitepa o1 TNFi, utropei va
du HATIWAGN augioouv Tov Kivouvo avalwttupwaong TB?2

JAKIi au&avouv Tnv mlavoTnTa euPaviong HZ?

v IL-17i Bava au¢avouv To pPioKOo ENPAVIONG Yia
Mu KNTIaon EVTOTTIOMEVEC HOPPEC candidiasis?

Adapted from:
1. Kerschbaumer A, et al. Ann Rheum Dis. 2020;79(6):778-786;
2. Gossec L, et al. . Ann Rheum Dis. 2020;79(6):700-712.

bDMARD, biologic disease-modifying anti-rheumatic drugs; HZ, herpes zoster; IL-17i, interleukin 17 inhibitor; JAKIi, janus kinase inhibitor; PsA,
psoriatic arthritis;
TB, tuberculosis; TNFi, tumour necrosis factor inhibitor.



Upadacitinib pakpoxpovia aceaAsia (up to 5 yr) yia tnv WA

n PY E/100 PY (95% Long-term data with UPA from

UPA 15 mg QD (incl. COVID- o Torrea o Lo (3.1_4c.:71)) SELECT-PsA 1 (bDMARD-nal\{e)

Zeéa;\ti%)mg e R and 2 (bDMARD-IR) and with

Serious [N | 429 1146.4 o 16 (0.9-2.5) ADA from SELECT-PsA 1
SULEEER UPA 15 mg QD (excl. COVID- 908 2426.4 @ 2.0 (1.5-2.6)

8PA 10 Mg GOW (el COVID  gog 74264 o) 6.3 (0.4-1.0) High.er rates of serious infection

ADA 40 mg EOW 429 11464 @ 0.4 (0.1-1.0) (mainly due to COVID), HZ and

UPA 15 mg QD 907 2426.4 O 0.9 (0.6-1.4) NMSC were observe_d with

ADA 40 mg EOW 429 11464 @ 0.2 (0.0-0.6) UPA15 vs ADA in PsA

UPA 15 mg QD 907 2426.4 @ 0.2 (0.1-0.5) Rates of MACE, VTE, IBD and

ADA 40 mg EOW 429 1146.4 @ 0.3 (0.1-0.8) malignancy other than NMSC

@ UPA 15 mg QD 907 2426.4 0.2 (0.0-0.4) with UPA were low and

ADA 40 mg EOW 429 1146.4 @~ 0.3 (0.1-0.8) within range of ADA

UPA 15 D 0.1 (0.0-0.4 - :

Hes e e EOW T ( 0; Benefit:risk assessment of JAKi

a m . .
. 2 A should be evaluated versus other

0 1 2 3 4 5 suitable alternatives in patients at

UPA 15 mg QD 907 2426.4 —o- 12.3 (11.0-13.8) high risk for CVD, VTE and/or

B LS ADA 40 mg EOW 429  1146.4 —@—  17.3(14.9-19.9) malignancy.
Disorders
0 5 10 15 20
aMACE defined as non-fatal MI, non-fatal stroke, and cardiovascular death; PVTE includes deep vein thrombosis and pulmonary embolism (fatal and non-fatal). Adapted from:

ADA, adalimumab; bDMARD, biologic disease-modifying anti-inflammatory drugs; CI, confidence interval; CVD, cardiovascular disease; EOW, every other week, HZ, herpes zoster; IBD, inflammatory Burmester GR, et al. EULAR 2023 Milan, Italy Abstract.
bowel disease; IR, inadequate response; JAKIi, janus kinase inhibitor; MACE, major adverse cardiovascular event; NMSC, non-melanoma skin cancer; PsA, psoriatic arthritis; PY, patient years; QD, once
daily; VTE, venous thromboembolism; UPA, upadacitinib.



Upadacitinib pakpoxpovia ac@aAgia (Uup to 6.5 yrs)
O€& OAEG TIG EYKEKPIMEVEG EVOEIGEIG

E/100 PY (95% E/100 PY (95%
MTX monotherapy ‘ 1.8 (1) . MTX monotherapy '@ 0.3 (o)
%,\ RA* ADA 40 mg EOW = 3.4 (225 RA* ADA 40 mg EOW ® 0.3 (8;-5
B a 3.6 (3._2, Adjudicated C(._| 0.4 (0..3
22 UPA 15 mg QD pooled . 4.0) MACE? UPA 15 mg QD pooled_, 0.5)
P ADA 40 1.6 (0.9, - 0.3 (0.1,
55 mg EOW —o— 2.5) ADA 40 mg EOW 0.8)
Serious | © £ Lk ——— 3.9 (3.1, PsA - 0.2 (0.1
Infections | & UPA 15 mg QD P 4.7) UPA 15 mg QD Y 0.5)
axSpAl  UPA 15 mg QD o 2.6 (;gs axSpA! UPA 15 mg QD ° 0-2 ((())%
@ ' o .
MTX monotherapy ® 1.7 (2185 MTX monotherapy Ll o0 (33%5
ga RA* ADA 40 mg EOW 3.0 (‘%55 RA* ADA 40 mg EOW +Ho— 0.4 (r(;);]}.<
28 —.— —.— FYn)
82 P Te0RRE RS Holed 28l UBX TORRFSPRYoled | o 04 (3,
£0 -~ ~ A& c ‘5,
e ADA 40 mg EOW ® 0.9 (?25 ' «Q RA* ABA 48 Mg EQW HO— 6:3 @%
IR PSA* @ ' erpes PsA® H&— Ry
% . .9’
g% UPA 15 mg QD o 2.0 (21'25 Zoster YBA 18 mg 8B pooled P 6:2 @gi
15D 0.5 (0.2,
axspat OPA O mgERW b v ADA 40 mg EOW S 1.1]
= eatsmeap S 02/ {0 PR s m QD 2 3.1(2:5,
@ 9 o 1.1) 9 Cl g & 9 3.9)
0.2 (0.0
axSpAl1 UPA 15 mg QD e ! : :
- o 0.8) UPA long-term safety profile in PSA was
MTX monothera 0 - g
2 5100 generally consistent with RA and axSpA,
* ADA 40 mg EOW ' ‘e H
RA g . - (g.i) and with short term PsA results
UPA 15 mg QD poolsd ' 1
1 2 3 4 5 0.6)
*Includes six rand ntrolled UPA Rbgie&sofrmt%ECT clinical program. Data were pooled and Q'O%Jéa-gacording to treatment and/or dose regimen. tPatients with prior IR or ) Adapted from:
intolerance to =1 r%D SELECT-PsA'1) of 2 ARD (SELECT-PsA 2);fPooled axSpA data includes AS &hddr-axSpA. 1. Cohen SB, et al. EULAR 2023. Milan, Italy Abstract;
aMACE defined as ardial infarction, non-fatal stroke, and cardiovascular death; bVTE includes gt_egplg\@_igthrombosis and pulmonary embolism (fatal and non-fatal). 2. Burmester GR, et al. EULAR 2023 Milan, Italy Abstract.
ADA, adalimumab; losing spondyBA SgMaGLADspondyloarthritis; bDMARD, biologic disease-modifyi

Liqﬁ;—rheumatic drug; CI, confidence interval; CVD, cardiovascular disease;
week; IR, inadequate response; MACE, major adverse cardiovascular event; MTX, methbtrexate; nr, non-radiographic; NMSC, non-melanoma skin cancer; PsA;
EX%AQD’ ‘U‘ﬁ%"i@;rﬁ@' dﬁJmatoid arthritis; UPA, upadacitinib; VTE, venou@tﬁr&ﬂb@embolic event.

0.8)

E, event; EOW, evi
psoriatic arthritis;



To treat or not to treat ...the (what) target... with a targeted medication?

v" Na 6éooupe otoyouc eivat onpavtkd (T2T)

v' O otoxoc givat o i5lo¢ yta 6Aouc touc acBeveic (Udeon)

v' O kdBe aoBevnc Sev €xeL tov i6Lo dawvoturo (eatopikevon)

v' Ol karteuBuvtnpleg odnylec opilouv TNV KAAUTEPN KAWVLKI TIPOKTLKA YLl TLG
eKONAWOELG TNG VOOOU ...0AAQ OXL yLa Tov KaBéva aoBevn (kAwvikn amodaon)

MAnSwpa Feparmelwy...eUTUXWG ...KaL SUOTUXWC

AN\ayn o€ katevBuvtnpleg odnylec...o exUpoc tou kaAou ival to kaAutepo...
JUvocnpPoTNTEG OVOYVWPLOUEVEG...KOL VIKNUEVEG

H aocpaAsia eival mavw amod oAa ...aAAA o0 oTox0o¢ eival n Ugeoan
Evhuépwon...aéloAoynon...(ouvv-)anodaon...emavaélohoynon

YVVYVYYVYV




[Nolov
TALPVELC;

Tov Avtn...va poG TIeEL TL
va BaAoupe otn Mapia
kol to Niko pe...

Than

Please complete
the evaluation form




