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+ Langley RG, et al. Poster presented at: the American Academy of Dermatology Congress, 25-29 March 2022. Poster P33950.
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1 <10%

2 10 —-29 %
3 30 —49%
4 50 — 69%
5 70 — 89%
6 90 — 100%

Assessment of Clinical Symptoms

(Erythema, Induration, and Desquamation)

(0] Absent

1 Slight

2 Moderate

3 Severe

4 Severest possible

PSSI| = Sum of scores for erythema, induration, and desquamation x involved area
(range 0-72)

Hardto-TreatAreas in Psoriasis: AinderevaluatedPart of the Disease. Life 2025, 15, 4##ps://doi.org/10.3390/life15030425; https://psoriasiscouncil.org/education/clinieasessments;
https://pmc.ncbi.nim.nih.gov/articles/PMC5825318/pdf/13555_2017_Article_213.pdf; https://www.jrheum.org/content/48/8/12068itmresdata
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Severity Score Erythema Scaling Induration Fissuring

Clear 0  Nosign (residual No sign No sign No sign
hyperpigmentation permitted)

Mild 1 Light to dark pink appearance Fine white pattern of scaling Slight but definitive palpable Few fissures, superficial

height or corny layer,
approximately 0.5-mm

elevation
Moderate 2  Red, but not dark red, Diffuse, thick; most lesions Moderate, definitive induration, Multiple fissures, intermediate
appearance partly covered approximately 0.75-mm in depth
elevation
Severe 3 Deep red to purple appearance  Very thick coverage, all lesions  Noticeable height, at least Numerous and/or deep fissure:
covered approximately 1-mm

Hardto-TreatAreas in Psoriasis: AinderevaluatedPart of the Disease. Life 2025, 15, 4##ps://doi.org/10.3390/life15030425; https://psoriasiscouncil.org/education/clinieasessments;

https://pmc.ncbi.nim.nih.gov/articles/PMC5825318/pdf/13555_2017_Article_213.pdf; https://www.jrheum.org/content/48/8/1208itaresdata



Table 1 Draft Symptom Numeric Rating Scale

Erythema: residual or no erythema
0 Clear Plaque elevation: no elevation
Scaling: no scale

Itch Numeric Rating Scale

1. Please rate your itching severity due to your [genital] psoriasis by circling the number that best describes your worst level

Eryth : faint, light pink h
of itching in the past 24 h rythema: faint, light pink erythema

Plaque elevation: elevation is very slight

0 1 5 3 4 5 6 7 3 9 10 A Minimal and difficult to confirm

Scaling: some fine, white surface dryness
No itch Worst itch imaginable Erythema: mild, pink erythema

Plaque elevation: slight elevation with
Pain Numeric Rating Scale 2 Mild sloped edges

Scaling: fine scale on some or most
2. Please rate your pain severity due to your [genital] psoriasis by circling the number that best describes your worst level of lesions

pain in the past 24 h Erythema: moderate, red erythema

Plaque elevation: moderate elevation

0 1 2 3 4 5 6 7 8 9 10 3 Moderate  with definite edges that are either
. . . sloped or rough
No pain Worst pain imaginable Scaling: coarse scale on most lesions

Erythema: severe, bright red erythema

Discomfort Numeric Rating Scale Plaque elevation: substantial elevation,

. . . . A . 4 Severe hard or sharp edges
3. Please rate your discomfort severity due to your [genital] psoriasis by circling the number that best describes your worst SoRiNG: ocand emsdhaiadasia
level of discomfort in the past 24 h most to all lesions
0 1 2 3 4 5 6 7 8 9 10 Erythema: very severe, deep red
erythema
No discomfort Worst discomfort imaginable Very Plaque elevation: very significant

elevation with hard and sharp edges
Scaling: very coarse, thick, and adherent
scale completely or nearly completely
covering most or all lesions.
Copyright of the Static Physician Global A of Genitalia is

reserved by Eli Lilly and Company. For permission to reproduce or use
the sPGA of genitalia, please contact copyright@lilly.com.

Severe
Stinging/Burning Numeric Rating Scale

4. Please rate your stinging/burning severity due to your [genital] psoriasis by circling the number that best describes your

worst level of stinging or burning in the past 24 h

0 1 2 3 4 5 6 7 8 9 10 "The final SPGA-G score is on a 05 scale, Each score is associated with
a severity category.

No stinging/ Worst stinging/ Severity is determined by a combination of 3 plaque characteristics
(erythema, elevation, and scale) based on descriptions of each char-

burning buming imaginablc acteristic. Erythema is the primary ch istic that should infl

the rating, with plaque elevation and scaling considered secondarily,
Assessment does not require all three characteristics to be present.

Hardto-TreatAreas in Psoriasis: AinderevaluatedPart of the Disease. Life 2025, 15, 4##ps://doi.org/10.3390/life15030425; https://psoriasiscouncil.org/education/clinieasessments;
https://pmc.ncbi.nim.nih.gov/articles/PMC5825318/pdf/13555_2017_Article_213.pdf; https://www.jrheum.org/content/48/8/1208itaresdata
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psoriasis. The sum of these two scores is the total score for
that nail.

Nail Matrix Psoriasis consists of any the following: pitting,
| leukonychia, red spots in the lunula, and nail plate crumbling.

score for matrix psoriasis __2
O=none

I=present in 1/4 nail
2=present in 2/4
3=present in 3/4
4=present in 4/4

| Nail Bed Psoriasis is the presence or absence of any of the

following: onycholysis, splinter hemorrhages, oil drop
| (salmon patch) discoloration, and nail bed hyperkeratosis.

Score for nail bed psoriasis __3
O=none

I=present in 1/4 nail
2=present in 2/4
3=present in 3/4
4=present in 4/4

e B

Total for nail (0-8)

Hardto-TreatAreas in Psoriasis: AinderevaluatedPart of the Disease. Life 2025, 15, 4##ps://doi.org/10.3390/life15030425; https://psoriasiscouncil.org/education/clinieasessments;
https://pmc.ncbi.nim.nih.gov/articles/PMC5825318/pdf/13555_2017_Article_213.pdf; https://www.jrheum.org/content/48/8/1208itaresdata




> J Eur Acad Dermatol Venereol. 2022 Feb;36(2):e145-e147. doi: 10.1111/jdv.17703. Epub 2021 Oct 2.

When the low may still be high: the heavy burden of

residual psoriasis in difficult-to-treat areas despitea J\/ WP 'L'adr] QGE 6K 56 E‘D’[C;T['LO (c_& |
low DLQI score among patients under biologics or

apremilast: a 5-year, prospective, case-control study

K Bakirtzi 1, E Sotiriou 1, E Vakirlis 1, | Papadimitriou T Alallas T, N Kougkas 2 E Lazaridou 3,
D loannides !

Frequencies and correlation of O1 6very mucho and 6a | ot d r esmiomtsswichaoreatmerm amobg. Q|
patients with residual psoriasis in difficult-to-treat areas and the control group after 24 weeks of treatment

Patients with residual Control Group p-value OR 95% ClI

psoriasis in N, (%)

difficult-to-treat areas

N, (%)
Total Number of SIRs 67 (39.0) 11 (7.5) 0.00* 3.54 1.38-4.97
Physical significant impairment 18/67 (26.9) 7 (63.6) 0.00* 2.56 0.47-4.83
Psychosocial significant impairment 49/67 (73.1) 4 (36.4) 0.00* 2.34 1.67-3.31
Number of SIRs in patients with DLQI < 5 32/56 (57.1) 1/11(9.1) 0.01* 4.82 2.53-8.44
Intention to switch treatment 63 (36.6) 26 (17.8) 0.02% 2.09 1.86-5.37

Conclusion: Dermatologists should go beyond strict evaluator- driven cut-offs of scoring systems, which in such cases
inaccurately downplay the burden of the disease. A better insight into the actual needs of patients is essential to guide
dermatologists more meaningfully in setting the right treatment goals, optimizing psoriasis management and striking the right
bal ance between maintenance of therapy and g

aO)

SI'R, 6significant i mpactoé response; DLQI, Dermatol ogy VLidcelntdalal ity I ndex; N, number of patients; OR, Odds Ration; CI
* indicates statistically significant difference for p < 0.05.
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Delphicconsensusfrom the: InternatioRaloriasis Council

The final consensus statement is as follows:
Psoriasis patients should be classified as candidates
for topical therapy or candidates for systemic ther-
apy. The latter are patients who meet at least 1 of the
following criteria:
1.(BSA >10%
2.| Disease involving special areas
3.\Failure of topical therapy

Recategorization of psoriasis severity: Delphi consensus from the International Psoriasis &b Brucdourcier Marc et al(2020)Journal of the American Academy of Dermatology, Volume 82, Issue 11227
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aBSA involvement: HR 2.01 (95% CI¢3288) for BSA > 10% vs BSA < 3%; HR 1.44 (95%cZI0B)Yfdr BSA@ 0% vs BSA < 3%.
b Intergluteal/perianal lesions: HR 2.35 (95% CI|d430)3

¢Scalp lesions: HR 3.89 (95% CI&181)3

dObesity: RR 1.09 (95% CI @B28) for BMIs of 25¢29.9 kg/n¥; RR 1.22 (95% CI 1q0247) for BMIs of 30¢B4.9 kg/n¥; RR 1.48 (95% CI 1@®@0dy M0 T2 NJ . &La x opdn 13IKY
¢ Nail dystrophy: HR 2.93 (95% Cl £%82)3

BSA, body surface area; Cl, confidence interval; HR, hazard ratio; RR, relative risk.

1. Ogdie A, et al. Rheumatology (Oxford). 2022;61:438¥ 2. Gelfand JM, et al. J Am Acad Dermatol. 2005;53:573. ;3.Wilseak@rthritis Rheum. 2009;61:233. ; 4. Love TJ, et al. Ann Rheum Dis. 2012;71:1273
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HR 2.93
HR 2.35
HR 3.89 K
95% Cl (1.68.12) 95% Cl (1.32.19)

95% CI (2.18.94)
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*less (n=57,941) or more (n=29,220) than 10 years, compared with the general population (n=4,234,793)

EgeberdA et al. J AmhcadDermatol. 2017 Oct;77(4):65666.e3.
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Novel anti-inflammatory therapies to reduce cardiovascular
burden of psoriasis
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Psoriasis At higher 1

Patients with People with People with
PsO and risk factors of PsA PsO with arthralgia and/or PsO and clinical synovitis
(e.g., severe skin involvement, nail imaging evidence of
involvement, high BMI) synovial/entheseal inflammation

without clinical synovitis

Nomenclature for research and prevention/interception trials in people with PsO at risk of PsA

Phase Definition
A. At higher risk Peo!:z!e w'|th PsO at hlglzer risk of PsA (i.e., severe skin involvement, nail involvement, obesity,
familial history) of PsA.

People with PsO with arthralgia and/or imaging evidence of synovial/entheseal inflammation
without clinical synovitis

People with PsO and clinical synovitis

ZabottiA, DeMarcoG,Gossed., et al NULARpointsto considerfor the definition of clinicalandimagingfeaturessuspiciougor progressiorfrom psoriasigo psoriaticarthritis

Annalsof the RheumatidDisease2023;82:11621170.
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Drug Design, Development and Therapy Dove;

8 REVIEW
New insight into the pathogenesis of nail psoriasis
and overview of treatment strategies

Thes articie was pubbshed i the Kiowmng Dove Press pourmat

Orug Desgn. Deveiopment and Theragy
30 August 2017
Alessandra Ventura' Abstract: Proriasis is a chronic inflammatory discase affecting up to 3% of the gencral
Mauro Mazzeo' population. The prevalence of nail involvement in psoriasis pationts vanies between 15% and
Roberta Gaziano® 797 While the nails represent 3 small portion of the body surface area, psoriasis in these
Marco Galluzzo' arcas can have a disproportionate influcnce on a patient’s physical and psychosocial activities.
Luca Bianchi' Differcntial diagnosis between an onychomycosis and a psoriatic nail could be challenging:
s g dvall A 4 both

Elena Campione'
disorders in the general population. Nail proriasis can be difficult to treat. Treatment of nail

fronamimopr sz 8 oriasts should consader the body surface arca of ki discasc. prortatic arthrits, severity of nasl
Rome. Italy; Department of discase, (e, All

Experimental Medicine and Surgery,  before starting a therapy. This recommendation is underlined by the fact that nail proriasis is

el d mostly treated by immunosuppressive drugs, ike steroids, methotrexate, or biologics, which

may aggravate mycotic nail infections. Conventional systemic therapy, such as wse of sicrosds,

d in the long term, Currently,

of apemlast i og of nail y act drectly

on the pathogenic & h s with the 4

mantenance of the discase activity, and as with several conventional synthetic discase modify -

ing drugs, they by th of oral The

number of treatment options has increased conssderably in recent years. however, given the
hetcrogeneity of the discase. the therapy should be personalized to individual cases
Keywords: nail, prorasis, onychomycasts

Figure | The cytokines axis in psoriasis. IL-23-, IL-17-axis-related mediators are overexpressed in lesional psoriatic skin and nails. TNFu-/iNOS-producing dendritic cells
(TiP-DCs) are activated by various cells and stimuli including Candida albicans. Candida activates Thi7 and Th22 to produce IL-22 and IL-17A/F. Keratinocytes are the key-

responding celis to this pathway.
Abbreviations: VEGF. vascular endothelial growth factor; IL. interieukin: TNF, tumor necrosis factor; iNOS, inducible nitric oxide synthase; KC, keratinocytes.
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SECUKINUMAB| IXEKIZUMAB BRODALUMAB | BIMEKIZUMAB | USTEKINUMAB| GUSELKUMAB RISAKIZUMAB| APREMILAST
2015 2016 2017 2021

2007

[ X X X X X X X

X B X B X X 3
X X X X X X X10.11
X*

"Evaluated in a separate regioi8Ostudy, whereas in the other studies these parameters were evaluated in pivotal trials

1Adalimumab SmPC, dated DEC2021; 2Secukinumab SmPC, dated JUN2022; 3Ixekizumab SmPC, dated AUG2021; 4Brodalumab SmPC, dated APR2022; SBimekizumab SmPC, dated

AUG2021. , SUstekinumab SmPC, dated NOV2021; “Guselkumab SmPC, dated JUL2022; 8Risakizumab SmPC, dated OCT2022; °Apremilast SmPC, dated JUN2021;
10. Van Voorhees et al. J Am Acad Dermatol 2020;83:96-103; 11. Merola et al. EADV 2022 #P1559.
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Recommendations for the definition, evaluation, and treatment of nail psoriasis in 20 19 h@r 0@
adult patients with no or mild skin psoriasis: a dermatologist and nail expert group
consensus Accepted Date: 30 January 2019

Rigopoulos D, Baran R, Chiheb 5, Daniel lll CR, Di Chiacchio M, Gregoriou 5, Starace M, Tosti A, Triantafyllopoulou |, Zaiac M,
Grover C, Haneke E, lorizzo M, Pasch M, Piraccini BM, Rich P, Richert B, Rompoti N, Rubin Al, Singal

Nail matrix First line: Second line:
sFew nail* involvement i.l. steroid inj. top. steroids OR top. vitamin D
disease only analogues OR top. vitamin D
(= 3 nails Alternatively: analogues in combination with
involved) top. vitamin D + top. steroids OR top. retinoids
steroids OR top. Keratolytic agents OR
top. 0.1% tacrolimus oint.

(@Y
Co
X0
()

=
\ CO(IQ ﬁ\

Nail bed First line: Second line:
involvement top. steroids OR top. topical steroids OR topical
only vitamin D + top. vitamin D OR topical vitamin D
steroids + topical steroids OR topical
retinoids OR i.l. steroid inj.

m ©

Co ?B\ Or Ce
me mc /o
- O O

Mo g & m
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Alternatively:
top. vitamin D OR top.
retinoids OR top.
0.1% tacrolimus oint.
OR i.l. steroid inj.
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Nail matrix First line:
and bed i.l. steroid inj. AND/OR top. vitamin D + top. steroids
involvement
Alternatively:
More than 3 top. vitamin D OR top. steroids OR top. retinoids OR

nails tan kbaratalutic anante NR tan N 190 tacnralimiaie Aint
involved

topical AND/OR systemic treatment according to clinical manifestation
l and patient’s QoL

RIGOPOULOS D, ET AM ACAD DERMATOL. 2019 JUL;81(D42r8
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Treatment schema

| Consider: Domains involved, patient preference, and previous/concomitant therapies

Choice of therapy should target as many domains as possible

csDMARD
bDMARD
(TNFi,
IL-12/23,
IL-17i,
IL-23i,
CTLA4-Ig)
JAKi
PDEA4i
|
Switch:
bDMARD
JAKi
PDE4i
I

PsA domains

v

Associated conditions

bDMARD Phototx | bDMARD TNFi TNFi
(TNFi, bDMARD bDMARD csDMARD (TNFi, (not ETN)  (not ETN)
IL-17i) (TNFi, (TNFi, bDMARD IL-12/23i, IL-12/23i  Ciclosporin
JAKi IL-12/23i,  IL-12/23i, (TNFi, IL-17, IL-23i MTX

IL-17, IL-17i, 1L-12/23i, IL-23i) JAKi

IL-23i, IL-23i, IL-17], PDE4i MTX

CTLA4-lg)  CTLA4-Ig) IL-23i)

JAKi JAKi JAKi

PDE4i PDE4i PDE4i

| | |

SWMh' Switch: Switch: Switch:
bDMARD bDMARD bDMARD bDMARD
JAKi JAKI JAKi JAKi

PDE4i PDE4i PDE4i

Comorbidities and PsA-associated conditions may impact therapeutic choice and/or guide monitoring

v

_4

Treat, re-evaluate therapeutic goals, and modify treatment as needed

*Adapted from Coates, et al.’
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Probabilityto
be ranked best

Placebo 0.2 (0.00.2) + 0.00

Infliximab 1.2(0.015.4) P— 0.05

Ustekinumab 20.8 (10.2-35.5) ‘ —— 0.00
Guselkumab 27.7 (21.0-35.0) ‘ —_ 0.00
Adalimumab 28.3 (24.332.4) ‘ —— 0.00
Bimekizumab  30.3 (12.7-53.9) ‘ _ 0.04
Brodalumab 37.1(17.1-62.2) ‘ ——s 0.17
Ixekizumab 46.4 (35.2-58.0) ‘ _ 0.79
ML R @) Tyl sFrancs RN
https://doi.org/10.1080/09546634.2023.2263108 Taylor & Francis Grop % achieving nail psoriasi
(NAPSI=0, mNAPSI=0, PGAF=0at W24 W28)
ARTICLE @ OPEN ACCESS | () Checkorupdates

Figure 1. Network diagram (a) and forest plot of absolute treatment effects (with 95% credibility intervals) (b) for complete resolution of nail psoriasis at weeks 24-28.
Network meta-analyses comparing the efficacy of biologic treatments for B i

achieving complete resolution of nail psoriasis at 24-28 and 48-52 weeks
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Alyssa Garrelts", Kyoungah See", Thorsten Holzkaemper", Konstantinos Fotiou" and Christopher Schuster™

Probabilityto
*Department of Dermatology, Bispebjerg University Hospital, University of Copenhagen, Copenhagen, Denmark; "Department of Clinical Medicine, be ranked best
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Viesrm Asu Bimekizumab  67.4 (32.2.91.9) = 0.07
Brodalumab 71.9 (38.493.2) L3 0.17
Adalimumab 75.6 (61.5-87.3) —a— 0.34
Ixekizumab 77.2 (51.1-93.4) —— 0.42
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% achieving complete nail psoriasis resolution
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Figure 2. Network diagram (a) and forest plot of absolute treatment effects (with 95% credibility intervals) (b) for complete resolution of nail psoriasis at weeks 48-52.
mNAPSI, modified NAPSI; NAPSI, Nail Psoriasis Severity Index; PGA-F, Physician’s Global Assessment of Fingernail Psoriasis.
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