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MpokAnoesig otn Oepaneia

Etepoyevela KAWVIKWV EKONAWOEWV

Aladopol cuvduaouoL AVTWV

— AuoxXepnc N LeTpoloyia

Aev avtarmnokpivovtal opolwc otic ibleg Bepareiec
— MTX o€ nepldbepLkeC apOPWOELC Kal aEOVIKO OKEAETO
— TAUKOKOPTLKOELSN o€ apBpwoelg, aéoVIKO OKEAETO Kal SEpua
— Avtl-IL-17 mapdyovteg o€ OKEAETO, SEPLA KAl EVTEPO
O&epaTEVTLKOL TIEPLOPLOMOL AOYW oUVVOONPOTATWY

— Hnatotoéikotnta arnd MTX
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Gladman DD et al. Ann Rheum Dis. 2005 Mar;64 Suppl 2:ii14-7



EXTENDED REPORT

Diagnostic delay of more than 6 months contributes
to poor radiographic and functional outcome
in psoriatic arthritis

Muhammad Haroon, Phil Gallagher, Oliver FitzGerald

* Y& MOAUTIOPOYOVTLK avaAuon, okOpn Kot 6 HAVEC
KaBuoTtEpnon LEXPL TNV €EETAON ATIO PEVMATOAOYO aUéave

Tov Kivbuvo yla

— AwBpwoelc x 4,25
— Awatapaxn Asttoupykotntag (HAQ) x 2,2

Ann Rheum Dis. 2015 Jun;74(6):1045-50



Effect of tight control of inflammation in early psoriatic
arthritis (TICOPA): a UK multicentre, open-label, randomised
controlled trial

Laura C Coates, Anna R Moverley, Lucy McParland, Sarah Brown, Nuria Navarro-Coy, John L O'Dwyer, David M Meads, Paul Emery,
Philip G Conaghan*, Philip S Helliwell*
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EULAR 2019 Recommendations

BaolKEC aLpXEC Oepameiog

Etepoyevi¢ kol Suvntika cofapn vOoog —> ALETILOTNLOVLKH TIPOCEYYLON
H Beparmeia sival mpoiov cuvanodacng Tou ylatpou e Tov acBevr)
AappBavovtac urtoyn to TPOocOOKWUEVO KALWVIKO 0deAOG, TOUC TitBavoug
KwdUvouc Kal Ta KOoTh

KUplog otoxoc eival n BeAtiotonoinon tng notdtntog {wNG LEOW EAEYXOU
TWV CUUITTWHATWY, TtpoAnPn¢ Twv doptkwv BAaBwv, opalomnoinong tng

AELTOUPYLKOTNTAC KAl TN KOWVWVIKAC CUUMETOXNC.

Gossec L et al. Ann Rheum Dis 2020;79:700-712



EldKOTEPOL OTO)XOL TNC OEPameiog

Adaptr;herapy Adapt therapy
according to X
disease activity* if state is lost

* Sustained
~ Remission

»  Remission

Use Use

clinical clinical
measures plus CRP measures plus CRP
(ASDAS for axSpA and (ASDAS for axSpA and

Sustained low

disease activi
Alter- Adapt therapy o ctivity
native according to P Py
target disease activity* if state is lost

*Consider extra-articular
manifestations, comorbidities,
other patient factors and
drug-related risks

Smolen JS et al. Treating AxSpA and perSpA, especially PsA, to target: 2017 update of
recommendations by an international task force. Ann Rheum Dis. 2018 Jan;77(1):3-17



Méetpnon tng WA

Table 1 Scores for PsA (disease manifestations depicted in green colour are included, those depicted in red colour are not included in the respective score)

Biomarker of Non-articular inflammatory Mixture of inflammatory Non-musculoskeletal
inflammation Articular inflammation Global and pain assessments musculoskeletal manifestions activity and outcome manifestations of PsA
Laboratory (C-reactive

protein/erythrocyte Swollen  Tender  Joints Patient global  Patient pain Physician Health-related

sedimentation rate) joints joints VAS VAS VAS global VAS  Enthesitis Dactylitis  Axial Function quality of life Skin

Multidimen- ~ CPDAI
sional

GRACE
PASDAS
MDA

Unidimen- DAPSA
sional

Calculations

Composite Psoriatic Disease Activity Index (CPDAI): Peripheral arthritis (TJC of 68 joints+5JC of 66 joints+HAQ), skin disease (PASI+DLQI), enthesitis (Leeds Enthesitis Index), dactylitis count, axial disease (BASDAI+ASQol); each domain is
scored 0-3 (for 'no’, ‘mild’, ‘moderate’ and 'severe’ involvement based on disease activity and impact measures) giving a total of 0-15, in which 0 represents no disease activity.

GRAppa Composite Exercise (GRACE) index: (1-arithmetic mean of eight variables)x10, the arithmetic mean is based on eight equally weighted variables TIC and SJC, HAQ, PtGA by VAS (1-10 cm), patient skin VAS (1-10cm), patient joint VAS
(1-10cm), PASI (0-72), PsAQoL (0-20); the index provides a score of 0—10, where 0 is best and 10 is worst.

Psoriatic Arthritis Disease Activity Score (PASDAS): (((0.18,/ PGA) + (0.159/ PtGA) — (0.253 x ./ SF-36) + (0.101 X LN (SJC + 1)) + (0.048 x LN (TJC + 1)) + (0.23 x LN (LEI +1)) + (0.37 LN (tender dactylitis count + 1)) + (0.102 x LN (CRP + 1))
+2)x1.5

Minimal Disease Activity (MDA): Fulfillment of five of seven criteria: TIC <1/68, SIC <1/66, PASI<1 or BSA <3, enthesitis <1, PtGA (by VAS, 1-10cm) <2 cm, pain VAS (1-10cm) <1.5cm, HAQ <0.5.

Disease Activity index for PSoriatic Arthritis (DAPSA): Sum of S$J66+TJ68+PtGA (in cm)+pain VAS (in cm)+CRP (mg/dL).

68 Joint count Smolen JS et al. Ann Rheum Dis. 2018 Jan;77(1):3-17.



PASI

4 Body Areas Grading of Psoriatic F’Iaques

{ Moderate
A Head Intensity Socn 0 Scon 1 Score 2
(ndudes neck)
: Erythema
- (indudes hands)
- Trunk hduration
(indudes axilae
and groin) (= -

Composite absolute score: 0-72

o Lover limbs
\ (ndudes buttocks)

v/'

Treatment response relative to baseline: PASI 75/90/100



YnoAoylopoc tou PASI

Head & Upper Trunk Lower
Neck ext. ext.

Erythema (04) | 4 | 4 | 4 | 4

Scale (04) 4 .4 4 [ 4
Induration (04 4 | 4 4 4

Sum (E+I+S 12 12 12 12

area (1-6

Sum x Area

'Area multiplier 0 1 0 2 m
Sum x Area 144 21.6 8.8

PASI total 72
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AoKTUAlTOQ

Leeds Dactylitis Instrument

Avaloyia repLUETPOU
npooBePAnuéevou daktuAou oe
oX€on UE To avtiBeto tou (N

e T amo Mivaka
bUCLOAOYLKWV TLUWV)
xEvawoOnoia (0-3)

ABpolopa OAwV Twv SAKTUAWV

Leeds Dactylitis Instrument Basic

Avoloyia mepLUETPOU
npooBePAnuevou SakTUAOU o€
oX€on KE To avtiBeto tou (N
LLE TN oo Mivaka

dUCLOAOYLKWV TLHWV)
XEvatoBbnoia (0: Oxt-1: Nau)

ABpolopa OAWV Twv SAKTUAWY



Wwplaowkny Ovuyio — NAPSI score
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Figure 1 NAPSI calculation - each nail is divided
in four quadrants and the presence of lesion(s)
of nail matrix (M) or nail bed (B) is counted as 1
point (max 2 points for each quadrant, 8 points
for each nail).

M (nail matrix disorders): pitting, lunula
erythema, leukonychia, crumbling.

B (nail bed disorders): onycholysis, oil drop,
hyperkeratosis, splinter haemorrhage.




TL eivat Upeon otnv WA;

2017 T2T recommendations: «H U@eon duokoAa opilstatl otnv WYA. H

vpeon da npenel va Fswpeital wc anaAseidn tnc @Agyuovic (amouvaia

ONUOXVTIKNC KALVIKAC 1) EpYXOTNPLOKNC EVEPYOTNTAC)»

GRAPPA 2021: «O otoyoc tn¢ Gepamneiac tnc WA o oAouc¢ tou¢ acdeveic
givat n enitevén tou yaunAotepou duvatou enutedou EVEPYOTNTAC TNC

vooou o€ oAa ta rtedla. Otav Ja yivouv amodektol oplouol TnC UPETNC Kol

TNC YOAUNANC EVEPYOTNTAC, aAUTA Ba ITEPIANPTOUV OTO OTOYO»

Smolen JS et al. Ann Rheum Dis. 2018 Jan;77(1):3-17
Coates LC et al. Nat Rev Rheumatol. 2022;18:465—-479



OAwyoapBpitida vs MoAvapOBpitida




Adapt therapy
according to
disease activity*

Use
clinical

measures plus CRP
(ASDAS for axSpA and
PSA or MDA for

Adapt therapy
according to
disease activity*

Adapt therapy
if state is lost*

clinical
measures plus CRP
(ASDAS for axSpA and

Adapt therapy
if state is lost*
*Consider extra-articular
manifestations, comorbidities,
other patient factors and
drug-related risks

Smolen JS et al. Ann Rheum Dis. 2018 Jan;77(1):3-17



EAANVIKO Oeparmnevutiko MpwtokoAAo WA

4. Ztoyol ¢ BepamsuTikhg aywyns g acgBeveic e mepupepikn) mpoafoAn elval 1
V@eon (DAPSA < 4, Mapdptnpe, Mivaxag 2) 1) n xepnAn evepyotnta (DAPSA <
14 7n EAaquoetn evepyotnta voocov/MDA-Minimal Disease Activity),
(Mapdpnpa, Mivakag 2) g vocou.

5. MNa v smitevén Twv Mapamdve ODepameuTIKoOV GTOYWY, AMALTE(TAL 11 VYV
napakoAovOnon Twv acbevev, kdbe 1-3 punveg (acBevels pe pétpro/vPman
evepydtnTa vocov) 1] 3-6 unveg (acBevels pe yaundy esvepydtnta/U@eson g
vogou).

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



EruBapuvon twv aacBevwv pe WA ano tnv apbpikn Ko

depuatiki mpooBoAn

Mean PSAID12 score
3

Pain

Fatigue

Skin problems

Work and/or leisure activities

Functional capacity

Discomfort

Sleep disturbance

Coping

Anxiety, fear & uncertainty

Embarassment or shame

Social participation

Deprassion

B Joimsonly [n=346)

m Joint and skin (n=676)

Tillett W et al. Rheumatol Ther. 2020 7:617-637

Analysis of individual PsAID12 scores in patients with
‘joint-only” and ‘joint and skin’ symptoms. Significant
differences between the two groups were seen for all
guestions making up the PsAID12questionnaire.



H uvpeon da npenel va Fewpeital ws anaAeidn tng pAsyuovig



Evkekplpévec Oepaneiec tnc WA (EMA, 10/2022)

AvtipAeypovwédn csDMARDs bDMARDs

MeBotpeéatn Infliximab
NedpAouvopidn Etanercept
. SUGTNMOTIKA ’ ‘Evavtt TNFa Adalimumab
KukAoomopivn

LN-OTEPOELSH Certolizumab

2ouAdaocaAallv :

avtipAeypovwdn ¢ dvn Golimumab
tsDMARDs ‘Evavt IL-12/23 Ustekinumab
‘Evavt IL-17 Secukinumab

Apremilast
* EvbapBpika/to- Ixekizumab
TUKA/CUOTNUATIKA ‘Evavt IL-23 Guselkumab
YAUKOKOPTIKOELSH JAK Tofacitinib Risankizumab

inhibitors  Upadacitinib AvaoTOAEOLC

Abatacept
oUVOLEYEPONG



Mpotepatlonoinon: H Aoyikn Twv GUCTAGEWV

, , * [apAayovteg mou
* AmO tn Baoikn otnv Lo

Ao Bavovtal uTo
npowOnuevn (EULAR, EPE) HP on

— Amnobebelypévn
* Avdhoya pE TIG EKAOTOTE AMOTEAEGHATIKOTNT
— Katayeypapupévn achaAela

TLOPOUOEG KALVLKEG — JUCOWPELEVN eumeLpia

ekdnAwoelc (GRAPPA) — Kc")otoq ylo To aopoALoTIKO
ouoTnua
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EULAR, EPE
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WA: ApxLkn Oeparneia

Phase l Conslder consulting a
T A i . cermatologist In case of
( Clinical diagnosis of active PsA ) major skin Invotvement
A
$ N N 4
Polyarthritis (>4 swollen joints) [ Monololigoarthritis J [ Enthesitis ] [ Predominantly axial disease
with or without dactylitis \ J
_, poor prognostic factors presenl* l
~ \L—J
[ NSAIDs +/- local glucocorticoid injections J [ NSAIDs +/- local glucocorticoid injections’ J
Achieve Achieve
target? within Yes = target? within Yes =
< 4 weeks 4-12 weeks
Continue and adapt ) Continue and adaptj 5l
No No
L
Phase Il = -
G mavros)
= or [efflunomide

or sulfasalazine

Improved*
at 3 months
and target? achieved
at 6 months

Yes l

Continue®

* AKTIVOAOYLKN BAGPRN, SaxtulitiSa, ovuxowpiacn, TTKE/CRP

Gossec L et al. Ann Rheum Dis 2020,;79:700-712



H MTX otnv WA

MTX vs placebo

TasLE 2 Effect of MTX on PSARC and other global indi-
ces in ITT analysis of all randomized patients

Global index OR (95% CI) P-value
PsARC 1.77 (0.97, 3.23) 0.06
ACR20 responders 2.00 (0.65, 6.22) 0.23
DAS-28 responders 1.70 (0.90, 3.17) 0.10

ORs were adjusted for age, sex and disease duration.

Kingsley GH et al. Rheumatology
2012;51:1368?1377

ETC vs ETC+MTX vs MTX

b=
=]
o

Patients With
ACR 20 Response (%)

c 858 s

3
S
=

1 =0= MTX
—0— ETN
1 —h— ETH + MTX

Patients With
MDA Response (%)

e 8588

Weeks

Mease PJ et al. Arthritis Rheumatol. 2019
Jul;71(7):1112-1124



Side Effects of Methotrexate and Tumor Necrosis
Factor Inhibitors: Differences in Tolerability Among
Patients With Psoriatic Arthritis and Rheumatoid Arthritis

Alexis Ogdie," Ervant |. Maksabedian Hernandez,?

Yomei Shaw,? Bradley Stolshek,” and Kaleb Michaud*

Table 1. Demographics and baseline characteristics of new initiators of MTX and TNFi CE—
MTX initiators TNFi initiators®
Characteristic PsA(N=116) RA (N =4247) PsA(N=124) RA (N = 4361)

Age,y, mean (5D) 535(108) 591(12.3) 53.8(11.8) 496(12.2)
Fermale, n (%) 81 (69.8) 3,467 (81.6) 87 (70.2) 3,554 (815)
Duration, y, mean (SD) 11.2(9.5) 135(109) 12.3(9.4) 14.8(10.8)
College educated, n (%) 71(61.2) 2,408 (56.7) 38 (30.6) 1,699 (39.0)
B, kgﬁmz. mean (SD) 31.4(8.0) 28.1 (6.8) 31.1 (8.0) 283 (6.8)
Obesity, n (%) 57 (49.1) 1,282 (30.2) 58 (46.8) 1,362 (31.2)
Comorbidity count, mean (SD) 16(24) 14(1.6) 1.5(1.5) 1.4(1.6)
Count of symptoms reported, mean (SD) 93(69) 8.0(6.0) 9.2(6.4) 8.2 (6.0)
Depression, n (%) 32 (27.6) 679 (16.0) 30(24.2) 666 (15.3)
Fibromyalgia®, n (%) 10 (8.6) 115 (2.7) 10(8.1) 110(2.5)
Concomitant MTX, n (%) — — 58 (46.8) 2410(553)
Concomitant TNFi, n (%) 90 (77.6) 3,424 (80.6) — —
Subcutaneous MTX, n (%) 24(21) 946 (22) 11(8.9) 582 (13.6)
Dose of MTX

Median (IQR) 15.0 15.0 15.0 15.0

(12.5-20.0) (10.0-15.0) (12.5-20.0) (12.5-20.0)
Mean (5D) 15.5(4.8) 13.7 (5.1) 16.2 (5.8) 153 (54)

ACR Open Rheumatol. 2022 Aug 15. doi:

10.1002/acr2.11467



Avadopd AE Aoyw MTX i TNFi ano acBeveic pe WA & PA

(A)
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Side effects among MTX and TNFi monotherapy users

mPsh wmRA

MTX TNFi first course TNFi any course

ACR Open Rheumatol. 2022 Aug 15. doi: 10.1002/acr2.11467



WA: ApxLkn Oeparneia

Conslder consulting a
dermatologlst In case of
major skin Involvement

N

[ Predominantly axial disease ]

Phase |
( Clinical diagnosis of active PsA J
J N N
Polyarthritis (>4 swollen joints) [ Mono/oligoarthritis J [ Enthesitis J
with or without dactylitis
2 poor prognostic factors present l
~

[ NSAIDs +/- local glucocorticoid injections ]

[ NSAIDs +/- local glucocorticoid injections’ J

J

Achieve
target? within
< 4 weeks

Yes —

Phase Il

s

Continue and adapt

No
J

Start methotrexate®
or leflunomide
or sulfasalazine

Improved*
at 3 months
and target? achieved
at 6 months

Yes 1

Continue® =

Gossec L et al. Ann Rheum Dis 2020;79:700-712

!

Achieve
target? within
4-12 weeks

Yes —,

Continue and adapt xi

=
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Oepancia WA: 20 BApa

Active arthritis

Y

Moderate-severe disease or No
adverse prognostic factors Switch to another csDMARD
present™®
| Yes
Phase IIl 4 Enthesits |
‘L Predominantly axial disease |
X Je
Start bDMARD: _
if (DMARD inappropriate: start JAK] C T
. N o {usual practice would be
I:L-uuquul wsing PDE4 in mild o :.-ua 2 il — ‘ to start @ TNF)
EHOMARD and JAKI is inappropriate]
Arm&

l at 3 months .
* *~_and target® achieved Yes 1
at & months
. 4 | Confinue® |

* Aktwvoloyikr) BA&BN, Saktulitida, ovuxobwpiaon, TTKE/CRP

Gossec L et al. Ann Rheum Dis 2020;79:700-712



2uvoPn KAWLKwV peAetwyv otn WA: ApOpikn anadvinon
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2uvoPn KAWLKWV peAetwyv otn WA: Aspuatikni omavinon
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Targeted systemic therapies for psoriatic
arthritis: a systematic review and
comparative synthesis of short-term
articular, dermatological, enthesitis and
dactylitis outcomes

lain B Mclnnes © " Laura M Sawyer © 2 Kristen Markus,? Corinne LeReun,?
Celia Sabry-Grant,” Philip S Helliwell

Ustekinumab 90 mg
Ustekinumab 45 mg Abatacept 125 mg
Upadacitinib 30 mg ab - Adalimumab 40 mg Q2w
Y il I
Upadacitinib 15 mg QD ‘O @ gy 2»g 8ID
Tofacitinib 5 mg BID ‘ [ Apremilast 40 mg QD
Tofacitinib 10 mg J ‘ Brodalumab 140 mg
Tildrakizumab 200 mg Q4w — | ' Brodalumab 210 mg
Tildrakizumab 200 mg Q12W Brodalumab 280 mg
Tildrakizumab 20 mg Q12W (7 CZP 200 mg Q2W

Tildrakizumab 309 mg @iaw () | | ‘ | |
Secukinumab 75 mg .
Secukinumab 75 (IV LD) .

' () 2P 400 mg QdW
/ . Etanercept 50 mg and MTX 20 mg QW

. Etanercept 50 mg BIW
@ erercept somgaw
. Filgotinib 200 mg
Golimumab 100 mg
. Golimumab 2 mg/kg (IV)
‘ Golimumab 50 mg

Remtolumab 120 mg § e Guselkumab 100 mg Q4W
= ~— LUSEIKUMAD 10U Mg UBW
Plaosbo . JC O. Infliximab 5 mg/kg
Netakimab 120 mg Infliximab 5 mg/kg and MTX 15 mg
Methotrexate 15-20 mg QW Ixekizumab 80 mg Q2W
Ixekizumab 88 mg G4AW

Secukinumab 300 mg
Secukinumab 150 mg
Secukinumab 150 mg (no LD)

Secukinumab 150 mg (IV LD)
Remtolumab 240 mg

RMD Open 2022,8:e002074



Anavtnon ACR: Meta-avaAuon bDMARDs

IL-17RA Brodalumab 210 mg —— -0.70 (0,92, -0.47)
IL-17Ai Ixekizumab 80 mg Q2W —e— -0.88 (-1.10, -0.67)
IL-17Ai Ixekizumab 80 mg Q4W —a— -0.86 (-1.05, -0.67)
IL-17 A0 Secukinumab 150 mg - -0.77 (-0.91, -0.63)
IL-17Ai Secukinumab 300 mg - -0.89 (-1.02, -0.75)
IL-23i Guselkumahb 100 mg Q8W e -0.77 (-0.95, -0.59)
IL-23i Tildrakizumab 100 mg Q12W —— -0.70 (-1.06, -0.35)
IL-12/23i Ustekinumab 45 mg —— -0.33 (-0.57, -0.09)
IL-12/23i Ustekinumab 90 mg e -0.52 [-0.73, -0.31)
TMFi Adalimumab 40 mg Q2W - -0.88 (-0.99, -0.76)
TNFi Certolizumab 200 mg Q2W —— -1.02 [-1.32, -0.72)
TMFi Certolizumab 400 mg Q4w —e— -0.79 (-1.09, -0.48)
TMFi Etanercept 50 mg weekly —— -1.04 (-1.38, -0.69)
TMFi Etanercept 50 mg BIW —— -1.12 (-1.56, -0.67)
TNFi Etanercept 50 mg and MTX 20 mg QW —— -1.07 (-1.52, -0.61)
TMFi Golimumab 50 mg —— -0.95 (-1.33, -0.56)
TMNFi Golimumab 100 mg ' ! -0.92 (-1.30, -0.53)
TNFi Infliximab 5 mg/fkg ! -1.22 [-1.52, -0.51)
TMNFi Infliximak Smg/fkg and MTX 15 mg I i -1.46 (-2.12, -0.80)
CTLA-4i Abatacept 125 mg b -0.44 [-0.73, -0.14)
-5 75 -B.5 £5 45 35 25 -18 0.5 0.5

Favours comparator | Favours placebo

Mcinnes IB et al. RMD Open 2022,8:e002074



Anavtnon PASI: Meta-avaAvon bDMARDs

Median effect (95% Crl)

IL-17RAI Brodalumab 210 mg -1.75 (-1.95, -1.56)
IL-17Ai Ixekizumab 80 mg Q2W —— -1.66 (-1.89, -1.44)
IL-17Ai Ixekizumab 80 mg Q4W* —e— -1.55 (-1.73, -1.38)
IL-17Ai Secukinumab 150 mg* —— -1.29 (-1.43, -1.16)
IL-17Ai Secukinumab 300 mg* —e— -1.56 (-1.71, -1.42)
IL-23i Guselkumab 100 mg Q8WT | -1.95 (-2.11, -1.79)
IL-23i Tildrakizumab 100 mg Q12W | & -0.97 (-1.33, -0.58)
IL-12/23i  Ustekinumab 45 mgt —— -1.34 (-1.53, -1.15)
IL-12/23i  Ustekinumab 90 mg* —e— -1.47 (-1.65, -1.30)
TNFi Adalimumab 40 mg Q2W* —— -1.07 (-1.21, -0.92)
TNFi Certolizumab 200 mg Q2W P -1.02 (-1.28, -0.75)
TNFi Certolizumab 400 mg Q4W —_— -1.00 (-1.29, -0.72)
TNFi Etanercept 50 mg weekly -0.58 (-1.01, -0.19)
TNFi Etanercept 50 mg BIW -0.80 (-1.27, -0.39)
TMNFi Golimumab 50 mg -1.06 (-1.41, -0.74)
TNFi Golimumab 100 mg -1.37 (-1.72, -1.06)
TNFi Infliximab 5 mg/kg = -1.63 (-1.98, -1.32)
CTLA-4i Abatacept 125 mgt i -0.24 (-0.49, 0.03)
25 -1.5 0.5 0.5

Favours comparator | Favours placebo

Mcinnes IB et al. RMD Open 2022,8:e002074



Anavtnon EvBsoitidac: Meta-avalvon bDMARDs

A Median OR (95% Crl)
IL-17RAI  Brodalumab 210 mg : . - 1.96(1.22, 3.14)
IL-17Ai  Ixekizumab 80 mg Q2W = . 2.17 (1.32, 3.67)
IL-17Ai Ixekizumab 80 mg Q4W* f * i 1.58(1.00, 2.47)
IL-17Ai Secukinumab 150 mg* - - = 3.83(1.85,68.37)
IL-17Ai Secukinumah 300 mg* = ® = 2.54 (1.81, 3.60)
IL-23i Guselkumab 100 mg Q8W+ ; a | 2.84(1.88, 4.26)
IL-12/23i Ustekinumab 45 mgt - . ! 1.59(0.91, 2.80)
IL-12/23i  Ustekinumab 90mgt | o | 2.20(1.28, 3.83)
TNFi Adalimumab 40 mg Q2W* = { 2.10(1.43, 3.06)
CTLA-4i  Abatacept 125 mgt = . | 1.64 (0.87, 3.10)

0.5 | 15 2.5 35 4.5
< I

Favours placebo | Favours comparator

Mcinnes IB et al. RMD Open 2022,8:e002074



Antavtnon AaktuAitdac: Meta-avaluon bDMARDs

B Median OR (95% Crl)
IL-17RAi Brodalumab 210 mg * 2.43 (1.65, 3.68)
IL-17Ai Ixekizumab 80 mg Q2W + . i 3.04(1.48,6.22)
[L-17Ai Ixekizumab 80 mg Q4W* » ¢ 3.51(1.90, 6.35)
IL-17Ai Secukinumab 150 mg* — 2.13 (1.50, 3.10)
IL-17Ai Secukinumab 300 mg* = ® | 3.48 (2.39,5.17)
IL-23i Guselkumab 100 mg Q8W ° : 3.12 (2.12, 4.56)
L-12/23i Ustekinumahb 45 mgt —e— 1.64 (1.09, 2.55)
IL-12/23i Ustekinumab 90mgt —— 1.84 (1.22, 2.88)
TNFi Adalimumab 40 mg Q2wW* = 2.17 (1.33, 3.52)
CTLA-4i Abatacept 125 mgt . = 1.57 [0.87, 2.81)
0.5 1.5 2.5 35 45 5.5 6.5
= >

Faveours placebo | Favours comparator

Mcinnes IB et al. RMD Open 2022,8:e002074



AvaotoAeic JAK otnv WA

 Tofacitinib

— RCT vs Adalimumab vs Placebo
— RCT vs Placebo o€ mponyoUpuevn amotuxiocc bDMARDs

e Upadacitinib

— RCT vs Adalimumab vs Placebo
— RCT vs Placebo o mponyoupevn amotuyia bDMARDs



AvoaotoAeic JAK vs Adalimumab

Tofacitinib Upadacitinib

—a— Placebo Placebo, with switch to tofacitinib, 5mg -+ Placebo, with switch to tofacitinib, 10 mg — Upadacitinib, Upadacitir‘ll'b. —4— Adalimumab Placebo
== Adalimumab Tofacitinib, 5 mg =B Tofacitinib, 10 mg 30 mg (N=423) 15 mg (N=429) (N=429) (N=423)
A ACR20 Response A ACR20 Response
100+ 100
90
& g .5 78.5
8 80 __1/42_‘;
g 60 = = 7.1
s 2 60 65.0 6
g s0- &
v (™
N |3 T T T
-E " E 404 ¢ 1 1 45.2
.%. 5 36.2
.ﬁ 20 [ L. o
a
104 204
09 : : | : : : : : : : : . Primary end point
4] 1 2 3 4 5 6 7 3 9 10 11 12 0
T T T T T T 1
Month 0 2 4 8 12 16 20 24

Mease P et al. N Engl ] Med 2017;377:1537-50 Mc Innes IB et al. N Engl J Med 2021,384:1227-39



AvoaotoAeic JAK vs Adalimumab

PASI75 tnv eBédopdda 12
70

60

50
40
30
20
- il HED
0

Tofa Trial Upa Trial

% AcBeveic

B Tofacitinib 5mg BID H Adalimumab ® Placebo

Mease P et al. N Engl ] Med 2017;377:1537-50 Mc Innes IB et al. N Engl J Med 2021,384:1227-39



AocBOeveic pe LA vOoo Tou dev givatl KatdAAnAol yia
csDMARDs n bDMARDs pnopoUv va Aapouv Apremilast

—~ 50

< ¥

§ ¥ e PALACE 1

© 40- 38.1 M Placebo

E’ " B Apremilast 20 mg BID
é‘ 321 B Apremilast 30 mg BID
o

E 307 PALACE 2

< Plcabo

m "

£ 20 - 19.0 18.9 18.3 m@'*‘ 20 mg BIDr
E Apremilast 30 mg BID
ﬁ PALACE 3

<

*E Placebo

2 Apremilast 20 mg BID
et

Lm 159 169 162 167 Apremilast 30 mg BID

Placebo Apremilast 30 mg BID

Tporortotnuévo amo: Mease PJ. Rheumatol Ther. 2014; 1:1-20



Subjects Achieving ACR Responses

Avtanokpion koata ACR20, ACR50 kat ACR70
Pooled Analysis PALACE 1-3 / 5 €t

Data as observed. Analyses include all subject data, including the placebo-controlled period, regardless of

100 - when subjects started taking apremilast (baseline, Week 16, or Week 24). The n represents the number
f subjects with evaluable data at the time point; it may vary slightly for each outcome.
—J— ACR20 °
90 A
—J}— ACR50
80 A ACR70
o,
70 63.3% 63.7% 67.2%

0 16 24 40 52 65 78 91 104 117 130 143 156 169 182 195 208 221 234 247 260

Study Week
ACR20, n 561 | 509 | 492 | 469 | 450 | 435 429 | 419 | 406 | 394 | 384 | 367 | 364 | 357 | 343 | 335 | 320
ACRS50, n 563 | 515 | 496 | 472 | 452 | 433 | 429 | 418 | 408 | 396 | 388 | 373 | 367 | 355 | 343 | 338 | 324
ACR70, n 564 | 519 | 499 | 473 | 452 | 441 | 435 | 420 | 408 | 397 [ 388 | 373 | 368 | 357 | 349 | 340 | 325

Kavanaugh A. et al. Ann Rheum Dis 2018;77(suppl2): THU0294



bDMARDs/tsDMARDs os cuvduoacopo pe MTX R povoBeparmneia;

e JTLC LEAETEC N oLYKPLON OpAd WV avaAoya PE TN cuyxopnynon
N oxL MTX €6el&e eAaxLotn 1 KAULA UTIEPOXT TOU CUVOUOCHLOU

ue MTX og ox€on He tn povobepareia

e Juotnvetatto bDMARDs/tsDMARDs va mpootiBevtal otn

MTX, ektoc av n teAevtaia dev elval avekTn

* lowc unapyxetl eva mAeovekTnua ertBlwonc tou mAb TNFi,

otav cuyyxopnyeitot MTX

Gossec L et al. Ann Rheum Dis 2020,79:700-712
Felten R et al. Ther Adv Musculoskel Dis 2022;14: 1-8



Oepancia WA: 30 BApa

Phase IV

Arthritis and/or enthesitis

1 Predominantly axial disease

|

’__{ Switch to another bDMARD? or JAKi or PDE4i ]

(within or between classes)

Improved*
at 3 months
and target’ achieved
at 6 months

Yes 1

Continue®

l

H[ Switch bDMARD within or between ]

classes of TNFi or IL-17#

|

Improved*
at 3 months
and target? achieved
at 6 months

Yes 1

Continue®

Gossec L et al. Ann Rheum Dis 2020;79:700-712



RCT otoxevpévwy Bepansiwyv peta anotvyio bDMARD

Secukinumab, a human anti-interleukin-17A monoclonal 3}'@"'\/@

antibody, in patients with psoriatic arthritis (FUTURE 2): a The NEW ENGLAND JOURNAL of MEDICINE
randomised, double-blind, placebo-controlled, phase 3 trial

lain B Mclnnes, Philip | Mease, Bruce Kirkham, Arthur Kavanaugh, Christopher T Ritchlin, Proton Rahman, Désirée van der Heijde, Robert Landewe,

Philip G Conaghan, Alice B Gottlieb, Hanno Richards, Luminita Pricop, Gregory Ligozio, Manmath Patekar, Shephard Mpofu, on behalf of the ORIGINAL ARTICLE

FUTURE 2 Study Group

Tofacitinib for Psoriatic Arthritis in Patients
with an Inadequate Response to TNF Inhibitors

. . . . -
Ixekizumab for the treatment of patients with active SO ® R N

.. . . il Dafna Gladman, M.D., William Rigby, M.D., Valderilio F. Azevedo, M.D., Ph.D.,
psoriatic arthritis and an inadequate response to tumour Frank Behrens, M.D., Ricardo Blanco, M.D., Andrzej Kaszuba, M.D., Ph.D.,
necrosis factor inhibitors: results from the 24-week Elizabeth '<“$L"*ijcsz'HPehn'3r'i'k§“;;h[;’” ::Z”f;if:'sokkfﬁi’ithﬁ g1e”°”= Ph.D.,
randomised, double-blind, placebo-controlled period of the ' '
SPIRIT-P2 phase 3 trial

CLINICAL SCIENCE

Peter Mash, Bruce Kirkham, Masato Okada, Proton Rahman, Benard Combe, Gerd-Ruediger Burmester, David H Adams, LisaKerr, ChinlLee,
CatherineL Shuler, Mark Genavese, on behal of the SPIRIT-P2 Study Group * UpadaCItInIb for pSOI’iatiC arth ritiS refractory to

biologics: SELECT-PsA 2

Philip ) Mease @ ,"? Apinya Lertratanakul,® Jaclyn K Anderson @, Kim Papp,’

Efﬁcacy and Safety of guselkumab in patients Wwith Filip Van dsen Bosch,? Shig;eyoshiTsuji,6 Eva ID{::3|<oup‘ilmfa,'“"8 Mauro Keiserman,” 3
Xin Wang,” Sheng Zhong,” Reva M McCaskill,” Patrick Zueger,” Aileen L Pangan,

active psoriatic arthritis who are inadequate William Tilett"®'
responders to tumour necrosis factor inhibitors:

results through one year of a phase llIb, randomised,
controlled study (COSMOS)

Laura C Coates ,' Laure Gossec ,2'3 Elke Theander ,d Paul Bergmans,5
Marlies Neuhold,® Chetan S Karyekar @ ,” May Shawi® Wim Noél @ °
Georg Schett @ ,° lain B Mclnnes @ '



UJQPIAZH ORIGINAL ARTICLE WILEY

Efficacy of switches within the class of IL-17 inhibitors: An
analysis of data from the Czech nationwide registry of psoriatic
patients receiving biological/targeted therapy (BIOREP)

Martin Tichy © | Martina Kojanova? | BarboraVelackova® | Tomas Dolezal® |
Spyridon Gkalpakiotis®* @ | Petra Cetkovska® | BIOREP study group
100 % FIGURE 2 PASI 75 percentage
00 % response after switching to a specific
30 biologic
. q#
70 %
w 60 %
r~
7 50 %
<
- 40 %
30 %
20%
10 %
0% ) - - - :
wo W12 W24 W48 W72
e=@e= Brodalumab 0,0% 73.3% 78.6% 75.0% 80.0%
=@ [xekizumab 0.0% 75.0% 81.3% 76.0% 76.5%

Secukinumab 0.0% 28.6% 66.7% 80.0% 0.0%
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Kivéuvoc yia IONE META tnv ekénAwon Wwplaowknc Nooou
Ot peléteg NHS & NHS I

NPOCAPLOGUEVOC GYETIKOC NPOCOPLOCUEVOG GXETIKOG
Kivbuvog yia v. Crohn Kivéuvog yla eEAkwdn KoAitida

1,9

6,87* 2

5,94 | '

-
(9

3,

ZXETIKOG Kivouvog
O L N W b U1 OO NN
w
N
w
P
ZXETKOG Kivduvog
IR

NHS NHS II OAot NHS NHS Il OAot
M Oxt Ywpiaon/WA H Wwplaon W WA M OxL Wwpiaon/WA B Wwplaokn vooog
*p<0.05

Ann Rheum Dis 2013;72:1200-1205



Payosibitida otnv WA

Incidence rate ratio ywa 2e aoBeveic pe payoeditda
payosLditida, otav untapxeL néN: Incidence rate ratio yia:
3 4
25 2,5% 3,5
3
2 2,5
15 | 1,38* 1,4 2 {—5ge
1 1,5
1
0,5 0,5
0 ! 0 !
‘Hma ZoBapn WA ‘Hma ZoBapn WA
Ywpiaon Wwpiaon Ywpilaon Wwpiaon
*p<0.05

Association of Psoriatic Disease With Uveitis: A Danish
Nationwide Cohort Studly.
JAMA Dermatol. 2015 Jul 29



OAa ta pappoako 6V eival AMOTEAECHATIKA GE OAEC TLC
TITUXEG TNC Y wPLAOLKAC VOGOU

Arthritis
Axial

Skin
Enthesitis
Dactylitis
Nail disease
*Eye

*¥*Bowel

Anti-TNF

Etanercept Anti-IL-17 Anti-IL-23 JAKi

Gialouri C et al. Mediterr ] Rheumatol 2022,;33(Suppl 1):150-61



GRAPPA 2021 Treatment Recommendations for PsA

NSAIDs, csDMARDs

NSAIDs

NSAIDs

NSAIDs

v
Biologics (TNFi, IL-12/23i, IL-17i, IL-
23i, CTLA-4-1g), JAKi or PDEA4i

Biologics (TNFi, IL-17i) or JAKi

MTX, biologics (TNFi, IL-12/23i, IL-17i,
IL-23i, CTLA-4-g), JAKi or PDE4i

MTX, biologics (TNFi, IL-12/23i, IL-17i,
IL-23i, CTLA-4-1g), JAKi or PDE4i

Topicals (keratolytics, steroids,
vitamin D analogues, emollients,
calcineurin i)

v
Phototherapy or csDMARDs,
biologics (TNFi, IL-12/23i, IL-17i, IL-
23i), JAKi or PDE4i

IBD —>

Uveitis —

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

TNFi (not ETN), IL-12/23i, IL-23i,
JAKi, MTX

TNFi (not ETN), CyA

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

Coates LC et al. Nat Rev Rheumatol. 2022;18:465-479

Switch Biologic (TNFi, IL-12/23i, IL-
17i, IL-23i, CTLA-4-g), JAKi or PDE4i

Switch Biologic (TNFi, IL-17i) or JAKi

Switch Biologic (TNFi, IL-12/ 23i, IL-
17i, IL-23i, CTLA-4-g), JAKi or PDE4i

Switch Biologic (TNFi, IL-12/23i, IL-
17i, IL-23i, CTLA-4-1g), JAKi or PDE4i

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

Switch Biologic (TNFi, IL-12/23i, IL-
17i,1L-23i) or PDE4i




OAa ta pappaka dgv Exouv to ibLo npodil acdpaleiac

Anti-TNF Etanercept Anti-IL-17 Anti-IL-23 JAKI

VIERE

Gialouri C et al. Mediterr ] Rheumatol 2022,;33(Suppl 1):150-61



BJD
EPIDEMIOLOGY British Journal of Dermatology

Paradoxical reactions and biologic agents: a French cohort
study of 9303 patients

Pauline Bataille ™," Richard Layese,*3 Pascal Claudepierre,* Nicolas Paris,® Julien Dubiel,> Aurélien Amiot,®
Emilie Shidian (3™ and on behalf of the AP-HP/Universities/Inserm COVID-19 research collaboration
and on behalf of the ‘Entrepot de Données de Sante” AP-HP consortium

Biologic agent

n (%) IR (95% CI) IRR (95% CI) Infliximab 159 (53-5) 9-8 (8-3-11-1) 1-7 (1-4-2-0)
Another 117 (39-4) 5-8 (4+-8—6-9) 1
Paradoxical 7-6 (6:8-8-5) — anti-TNF-o
reaction® A biologic 21 (7-1) 84 (4-8-12-0)  1-4 (0-9-2-1)
Psoriasis 233 (785) 6-1 (5-3-69) — 3]gem other
- than anti-TNF-o
ttfhmnlc 42 (14-1) 1-1 (0-8-1-5) — Underlying disease
inflammatory Chronic 45 (15-2) 29 (2:1-3-8) 1
rheumatism inflammatory
Inflammatory 16 (5-4)  0-4 (0-2-0-7) — rheumatism
bowel Psoriasis 4(13) 26 (0:5-5:2) 08 (0-2-2-1)
disease Inflammatory 107 (36-0) 6-6 (5-4—7-9) 2-3 (1-9-2-8)
. bowel
Uveitis 3(1-0) 0-07 (0—-0-1) — disease
Sarcoidosis 4 (1-3) 0-1 (0-0-2) — Atleast two 141 (47-5) 250 (21-0-29-0) 8-2 (6:9-9-7)
Hidradenitis 5(1-7) 0-1 (0-0-3) - inflammatory
suppurativa diseases

Br J Dermatol. 2022 Jun 30. doi: 10.1111/bjd.21716.
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MoAAaTAEC METOPBOALKEC CUOGXETLOELG TNC PAEYUOVAG OTNV

CRP

WA

BMI

WHR

OALWkr) xoAnotepoAn/HDL

v Lp(a)

ApoB/ApoAl
OAwn
OupLko
XOANOTEPOAN
HDL
ApoAl

Papagoras C et al. Joint Bone Spine. 2014;81:57-63



Wwplaokn «voooc», cuotnuatikn ¢Asypovi Ko
METOBOALKEC SLaTAPOAXEC

Inflamed joint/psoriatic plaque

TNF a, IL-1, IL-6, IFN-?

Skeletal 8" \» lypolisis »FFAS »
muscle MY
Adipose

tissue ‘ ‘ ‘

Insulin dyslipidemia CRP, SAA Fibrinogen, PAI
resistance

! o D

Endothelial cells

Endothelial dysfunction
Accelerated atherogenesis

Ramonda et al. Autoimmunity Rev. 2011;10:773—-778

N AN
1=




H ywplaoikn «mpoodoc»

Entlonun kapdlayyslokn vooog

ABnpookAnpuvon

EvdoOnALakr SucAettoupyia

Avtiotaon otnv LWooUuAivn

Juotnuatki pAeypovn

2oBapn Ywpiaon n WA

lMpooapuoyn aro: J Rheumatol. 2012;39:441—4



EXTENDED REFORT

Cardiovascular comorbidities in patients with
psoriatic arthritis: a systematic review

Anna Jamnitski, Deborah Symmons,? Mike J L Peters,® Naveed Sattar,*
lain Mcilnnes,® Michael T Nurmohamed®

Table 5 Cardiovascular risk factors in PsA

Cardiovascular No of
risk factor studies  Findings

Dyslipidaemia™ 6 Dyslipidaemia was more prevalent in PsA patients
than in controls!® 24 26 23-30

» Reduced total cholesterol and HOL-cholesterol
lovels?8 28 30

» Reduced LDL-cholesterol levels™ 3®
* Increased LOL and triglycendes levels®®

Hypertension 6 Hypertension was more prevalent in PsA patients
than in controls'? & 24 26 2828

Obesity or BMI 3 Patients with PsA had higher BMI than controls®® ® 28

Diabetes mellitus 4 Diabetes mellitus was more prevalent in PsA patients
than in controls!® 2428 23

Smoking 3 There was no statistical differences between patients
and controls.?* 2% 2

Ann Rheum Dis 2013;72:211-216



Wwpilaon ko kapdlayyetakn Ovntotnta Katl voonpotnta

H ooPapn Ywpiaon €xeL cuoxeTloBel pe
avénuevn kapdlayyelakn Bvntotnta e
éva. SMR mou ¢ptavet to 1.52 (95% ClI

1.44-1.60)

Mallbris L et al. Eur J Epidemiol. 2004,;19:225-30
H pwplaon €xel anodexBel otL lvat
aveEéApTNTOC TAPAYWV EUDPAYHLATOC

Huokapdiou.

Gelfand JM et al. JAMA. 2006,296:1735-41

|
Figure. Adjusted Relative Risk of Myocardial
Infarction in Patients With Psoriasis Based on
Patient Age
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Adjusted relative risk is shown on a log scale.



Wwpiaon vs pwplacikn apbpitida

e e plo mavedvikn emdnuLoAoyikn LEAETN otn Aavia
drarmiotwOnKe OTL

— To RR (95% Cl) yia tn ouvbuaotikn ekpaon (kapdlayyelakou Bavatou,
eudpaypatoc kot AEE) Atawv:
* o Arua Ywpiaon: 1.20 (1.14-1.25)
* o ooBapn Ywplaon: 1.58 (1.36-1.82)
— O kivbuvog yla kapdLayyeLakr vooo Kal Kapdlayyeloko Bavato ntov
napopoloc o acBeveic pe ooPfapn Ywplaon N PwpLaoikn apbpitidba

KOlL CUYKPLOLOG LE auTOV Tou ZA

Ahlehoff etal. J Intern Med. 2011,270:147-57



WwpLaotkn vooog & ZuvvoonpotnTteC

EmunoAacpog cuvvoonpotntwy HeTal twv aaoBsvwv pe WA og cUykpLon He Toug aoBeveic pe Pwpliaon xwpic apbpitida

. , . Npocappoouév
Zuvvoonpotnta nu:; Wwplaon xw;())tq SERRLERE Ava)\?)via pﬂTBaSoréltwv
‘) n (%) (95% Cl)

Kapdiayyelakn vooog 50 (8.2) 15 (3.3) 1.42 (0.40-5.03)
Ynéptaon 226 (37.1) 88 (19.6) 2.17 (1.22-3.83)
Yreplhuudapia 126 (20.7) 65 (14.5) 0.76 (0.38-1.51)
Zakyapwdng diapfritng tumou 2 73 (12.0) 30 (6.7) 2.03 (0.85-4.81)
Nayvoapkia 183 (30.0) 119 (26.5) 1.29 (0.82-2.04)
AVQTVEUOTIKI) VOOOG 68 (11.2) 31 (6.9) 1.02 (0.50-2.08)
FaoTpEVTEPLKN VOOOG 44 (7.2) 2 (0.5) 21.53 (1.61-287.89)
NeupoAoyikn Statapaxn 51 (8.4) 12 (2.7) 4.76 (1.12-19.40)
Autodavoon vocog 55 (9.0) 38 (8.5) 0.49 (0.21-1.11)
HnatonaBsia 17 (2.9) 5(1.2) 7.74 (1.35-44.29)
KatdOAwpn/Ayxog 126 (20.7) 41 (9.3) 1.15 (0.58-2.29)
Kapkivog 56 (9.2) 20 (4.5) 1.58 (0.61-4.13)
Octeondpwon 21 (3.5) 13 (2.9) 0.71 (0.22-2.35)
Nopwéelg xprnilovoeg avtiBiwong 186 (30.5) 108 (24) 1.04 (0.63-1.71)

Husted J et al. Arthritis Care Res (Hoboken). 2011,63:1729-1735.
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Table 3. Considerations for treatment of patients with psoriatic arthritis and concomitant comorbidities*

Adali-  Inflix- Goli- Uste- Apremi-

NSAIDs CS8 HCQ 852 MTX LEF CSA Etann. mumab imab CZP mumab kinumab last
Cardiovascular disease C ? NI NI N1 NI NI NI N1 NI NI N1 NI N1
Congestive heart failure C C NI NI NI NI NI C C C C C NI NI
Obesity NI NI NI NI C NI NI NI N1 NI NI N1 NI N1
Metabolic syndrome NI C NI NI C NI NI NI N1 NI NI N1 NI N1
Diabetes NI C NI NI C NI NI NI NI NI NI NI NI NI
Ulcerative colitis ? NI NI A NI NI OL NI A A NI A NI NI
Crohn's disease ? NI NI A OL N1 N1 NI A A A NI NI NI
Uweitis NI P NI NI NI NI NI ? P P NI NI NI NI
Osteoporosis N1 C NI N1 N1 NI NI NI N1 NI NI N1 N1 N1
Malignancy N1 NI NI NI N1 NI NI C C C C C ? N1
Fatty liver disease C NI NI C C C NI NI N1 NI NI N1 NI N1
Chronic kidney disease C NI NI NI C ? 5M NI NI NI NI NI NI NI
Depression N1 N1 NI NI N1 NI NI NI N1 NI NI N1 N1 ?
Chronic hepatitis Bf C NI NI N1 C C N1 SM SM SM SM SM ? NI
Chronic hepatitis C C NI NI N1 C C N1 1P ? ? ? ? ? NI
HIV NI NI NI NI NI NI NI SM SM S5M SM SM ? NI

Coates LX et al. Arthritis Rheumatol. 2016 May,;68(5):1060-71



2uvoyn

Ot acBeveic pe WA spdavilouv onUOVTLKR ETEPOYEVELA WG TIPOC TOV TUTIO TWV
LUOOKEAETIKWY, SEPUATOAOYIKWVY KoL AOLTTWV €EWOKEAETIKWVY EKONAWOEWY, OAAA KOl WG
T(POC TLG CUVVOONPOTNTEC

H éykoaupn S1dyvwon Kal 0 0TeEVOG EAEYXOG TNG EVEPYOTNTAG TNG VOoOU CUUPBAANOUY o€
KaAUTEPEG eKPAOELC TWV 0loBeEVWY

‘OMot oL Topeig TG vooou Ba mpémel va cuvumoAoyilovtat otnv anodaon tng
Bepamneiag, wote va erAéyovtal o GAPUOKA TTOU KAAUTITOUV EVPUTEPA TIG KALVIKEC

ekbNAwoeLG Tou acBevolg
— O omnoieg pnopei va mapaAAdocouv oto Xpovo!

1° BApa: MZAQ®, MTX
2° BApa: avtl-TNFa, pappako tou afova IL-23-IL17, JAKinib, PDEi
YTOX0C: N MANPNGS KAwIKogpyaotnplakn Ugeon tnG GAEYUOVNC

OALOTIKN KoL TOAUGUVOETIKN TIPOCEYYLON
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