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e Up to 40% of patients with psoriasis (PSO) develop psoriatic arthritis (PsA), which
can have a significant impact on health-related quality of life (HRQoL).!

*  Among patients with both PSO and PsA who are treated with a biologic,
individual symptom profiles and response to treatment vary, with many patients
switching biologics over the course of their disease.

» Acritical gap remaining in the current evidence base is whether patient-centered
factors, beyond skin clearance, influence switching patterns among patients with
PSO and PsA.

Objective

To evaluate the association between disease burden of psoriasis and switching
systemic biologic therapies among patients with psoriasis and psoriatic arthritis in
a real-world setting.

Methods

Study Design

e This study utilized data from the CorEvitas PSO Registry (April 2015-August 2022),
a prospective, multicenter, noninterventional registry collecting data at
approximately 6-month intervals.

e Included patient-initiations (instances of included patients initiating a biologic;
patients may have contributed multiple patient-iniations to this study) had a
history of protocol specifies plaque PSO; history of PsA; initiated a biologic
+42 days of a CorEvitas visit; had >1 visit within 30 months of initiation (Figure 1).

Primary Exposure and Outcome

¢ Disease burden at each follow-up visit was defined by a combined measure
of Psoriasis Area and Severity Index (PASI) and Dermatology Life Quality Index
(DLQI) or patient-reported joint pain (100 mm visual analog score [VAS]).?

e Time from biologic initiation to a switch or discontinuation of a biologic was
defined as start of a new biologic within 45 days of initial biologic discontinuation
(Figure 2).

Statistical Analysis

» Proportional hazards regression was used to calculate hazard ratios (HR) and
95% confidence intervals (Cls) to evaluate associations between disease burden
categories at follow-up, as time-varying covariates and biologic switch.

Results

» There were 2,580 patient-initiations included in this study. Overall, 52% (n=1,346)
occurred in females. Baseline demographics and disease characteristics are
presented in Table 1 and Table 2, respectively.

» Biologic therapy switching occurred in 20% of patient-initiations over 30 months
of follow-up after a median (interquartile range [IQR]) of 6.5 months (4.6, 12.4) of
treatment (Table 3). Failure to maintain initial response was the leading reason for
switching (40%; n=171), followed by inadequate initial response (30%; n=127).

o Patients with the highest combined skin involvement and impact on HRQoL
(PASI >10 & DLQI >5) were approximately 14 times more likely to switch biologic
therapy (HR=14.20; 95% Cl: 10.65, 18.92) than those with the lowest combined
skin involvement and impact on HRQoL (PASI <10 & DLQI <5; Figure 3).

» In patients with PASI <10, those with DLQI >5 were over five times more likely
to switch biologics versus those with DLQI <5 (HR=5.25; 95% Cl: 4.23, 6.51).
Likewise, among patients with PASI >10, those with DLQI >5 were nearly
twice as likely to switch biologics versus those with DLQI <5 (HR=1.70;

95% Cl: 1.06, 2.71; Figure 3).

o Similarly, patients with VAS-joint pain >40 had nearly a four times higher
likelihood of switching biologics versus the VAS-joint pain <40 group among
those with PASI <10 (HR=3.78; 95% CI: 2.91, 4.92). Among those with PAS| >10,
patients with VAS-joint pain >40 were more likely to switch biologic than those
with VAS-joint pain <40 (HR=1.35; 95% CI: 0.79, 2.33; Figure 3).

Conclusions

Patients with PSO and PsA, who were treated in a real-world clinical setting, with
impaired HRQoL (DLQI) and VAS-joint pain after initiation were more likely to
switch biologics, regardless of PASI score.

These findings suggest that patient-centered factors, as well as skin clearance,
have an important impact on the occurrence of biologic switch and the
management of patients with PSO and PsA.
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