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AnAwon ocuykpouonc cUUPEPOVTWV

Aev €xw AABEL TLUNTLKN QLUOLPT YLOL TN CUYKEKPLUEVN OUIALQ

Exw AAdBeL oto opeABOV TLUNTLKN ALUOLPN) yLot OUALES Kol UM PBOUAEUTLKEC SpaoTNPLOTNTEC ATO:
Abbvie, Galderma, Genesis Pharma SA, Janssen, LEO Pharmaceutical Hellas S.A, Lilly
Pharmaserve, Novartis, UCB



EWOweéC popdéc evtormonc

* Wwplaon tou tpywtol KePaAnc

* Ywplaon twv depuatikwy mTuxwyv N avaotpodn Pwpiaon
* Wwplaon moAapwv/meApdtwy

* Wwplaon Twv YEVWWNTIKWY 0pyavwyv & Twv BAevvoyovwy

* WwpLaokn ovuyia



Wwpiaon kaw ELOWKEC EVIOTUIOELS
H mAelovotnta twv aoBsvwyv pe Pwplaotkn vooo epdavidovv poofoAn oe

TouAdxlotov 1 eldikr) evtoron
ArtoteAéopata oo tnv noAvebvikn €épeuvva UPLIFT

40-90% Tpuyywtd KEPOANC (N=3614) to €t0¢ 2020

XapaKTnpLlotika acOevwv

<632 /
<63% [evvnTKa
2-5% épvava " 2lelbik W Xwplg ek AcBeveiq pe AcBeveic ywpic
IJ-éVn sl«Sr’])\wor] EVTOTIoN EVIOTILON >1 e8Ik eviomon  €LBIKEC EVTOTIOELC
n=2776 n=830
<79% AEPUOTIKEC - -
Sta Blou TITUXEG
enintwon
NoAdpeg Appevn (%) 1343 (48) 458 (55)
12-16% , Méon nAwia,y 449 46.0
] 87\IJ-0(T01 Méon Siapkewa PsO,y  13.3 12.7
50% o i .
,O 77% twv acBsvwyv napoucialav cupntwpata o 1
80-90% VUXEG TouAdxLotov SUCKOAN aVATOMLIKA tEpLOXN
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Aeixtec A&lodoynaonc Ywpilaonc EOWwV EVIOTUCGEWV

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)

Hard-to-Treat Areas in Psoriasis: An Underevaluated Part of the Disease. Life 2025, 15, 425. https://doi.org/10.3390/life15030425; https://psoriasiscouncil.org/education/clinical-assessments;
https://pmc.ncbi.nlm.nih.gov/articles/PMC5825318/pdf/13555_2017_Article_213.pdf; https://www.jrheum.org/content/48/8/1208.tab-figures-data




Aeixtec A&LloAoynonc Ywpilaonc LKWV EVIOTUOEWV

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,
appearance partly covered approximately 0.75-mm
elevation
Severe 3 Deep red to purple appearance  Very thick coverage, all lesions  Noticeable height, at least
covered approximately 1-mm

Multiple fissures, intermediate
in depth

Numerous and/or deep fissure:

Hard-to-Treat Areas in Psoriasis: An Underevaluated Part of the Disease. Life 2025, 15, 425. https://doi.org/10.3390/life15030425; https://psoriasiscouncil.org/education/clinical-assessments;

https://pmc.ncbi.nlm.nih.gov/articles/PMC5825318/pdf/13555_2017_Article_213.pdf; https://www.jrheum.org/content/48/8/1208.tab-figures-data




Aeixtec A&LloAoynonc Ywpilaonc LKWV EVIOTUOEWV

The Static Physician Global Assessment of Genitalia

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.

Hard-to-Treat Areas in Psoriasis: An Underevaluated Part of the Disease. Life 2025, 15, 425. https://doi.org/10.3390/life15030425; https://psoriasiscouncil.org/education/clinical-assessments;
https://pmc.ncbi.nlm.nih.gov/articles/PMC5825318/pdf/13555_2017_Article_213.pdf; https://www.jrheum.org/content/48/8/1208.tab-figures-data




Aeixtec A&LloAoynonc Ywpilaonc LKWV EVIOTUOEWV

’l'hemgetnmhsgradedfornaﬂmtmpsonasxsandnaﬂbed
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

Total for nail S (0-8)

Hard-to-Treat Areas in Psoriasis: An Underevaluated Part of the Disease. Life 2025, 15, 425. https://doi.org/10.3390/life15030425; https://psoriasiscouncil.org/education/clinical-assessments;
https://pmc.ncbi.nlm.nih.gov/articles/PMC5825318/pdf/13555_2017_Article_213.pdf; https://www.jrheum.org/content/48/8/1208.tab-figures-data




> 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 despite a llepiao'n KQLL 8L6u(éq EVTOTU'.O'ELC

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 21 ‘very much’ and ‘a lot’ responses on the DLQI per physical and psychosocial domain and intention to switch treatment among
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
balance between maintenance of therapy and patients’ desires.

SIR, ‘significant impact’ response; DLQI, Dermatology Life Quality Index; N, number of patients; OR, Odds Ration; Cl, Confidence Interval.
* indicates statistically significant difference for p < 0.05.




Eravektipnon t¢ tagvopunonc Baputntac tne pwplaonc
QVAAOYQ UE TN CUULETOXN OE ELOWKEC EVIOTUOELC

Delphi consensus from the International Psoriasis 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 Council Strober, Bruce Bourcier, Marc et al. (2020) Journal of the American Academy of Dermatology, Volume 82, Issue 1, 117 - 122



Npoyvwotwol napayoveeg WQ ywa m duayvwon tne WA

Wwpiaon tpiyywtou kepaAng?

Aéppa (BSA)L2 euddaviong WA

2 X upnAotepn mBavoTnTo epddvionc WA av
BSA > 10% vs BSA < 3%?

1.4 X ynAotepn mBavotnTa epddviong WA Nayvoapkio®

ov BSA 3-10% vs BSA < 3%? , , ,
1.1 X vpnAotepn mBavoTnTa epddviong WA

I~o ’
- oe unépBapoucd
/‘ A 1.2 X yPnAdtepn mBavotnta epddvionc WA
y o€ axvoapkoucd
Mtuxég / Meplyevvntikni mepLoxns f— ',/ 1.5 X ynAdtepn mBavdtnTa epddviong WA

, , , ’ oe ocoPapr maxvoapkiod
> 2 X yPnAotepn mBavotnta epdaviong WA
oe napouaoia WQ otn

HeooylouTLaia/mepUTPWKTLKY TtepLoxn® Wwpraocwn OVUXia3

oxedov 3 X unAdtepn mbavotnta
eudpaviong WA®

2 BSA involvement: HR 2.01 (95% Cl 1.29-3.13) for BSA > 10% vs BSA < 3%; HR 1.44 (95% CI 1.02—2.03) for BSA 3—10% vs BSA < 3%.1
b Intergluteal/perianal lesions: HR 2.35 (95% Cl 1.32—4.19).3

¢Scalp lesions: HR 3.89 (95% Cl 2.18-6.94).3

dObesity: RR 1.09 (95% Cl 0.93-1.28) for BMIs of 25.0-29.9 kg/mZ; RR 1.22 (95% Cl 1.02—1.47) for BMIs of 30.0-34.9 kg/m?; RR 1.48 (95% Cl 1.20-1.81) for BMIs > 35.0 kg/m2.4
¢ Nail dystrophy: HR 2.93 (95% Cl 1.68-5.12).3

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

1. Ogdie A, et al. Rheumatology (Oxford). 2022;61:1877-84; 2. Gelfand JM, et al. ) Am Acad Dermatol. 2005;53:573. ;3.Wilson FC, et al. Arthritis Rheum. 2009;61:233-9. ; 4. Love TJ, et al. Ann Rheum Dis. 2012;71:1273-7




MopdEc Pwplaonc eWdwwv eVtonioewVv oXeTWOUEVEC HE
vPnAotepo kivouvo yia WA

BAABEC TpLYWTOU Wwprasks Ovuxia BAABec pecoyAoutiaiog i
KeDAAAC HR 2.93 TLEPUTPWKTLKNAG TLEPLOXNAG

HR 2.35
HR 3.89 ? :
95% Cl (1.68-5.12) 95% Cl (1.32-4.19)
95% Cl (2.18-6.94)




KAwwo T[EplOTQTlK() | DoappakeuTiki aywyn

) ) .. 2009-2020 2020-2022 . 2024
EriubnpioAoyka ZToxeia Tomuki aywyr MTX nPoGEAEUON OO
Appev, yevwnOeic: 1968 (56 eTwv) (Stakomn Adyw (8Lakomn Adyw latpeio
deutepoyeVOUG deutepoyevoug Wwplaong
EAeUBepoc enayyeApatioc anwAeLag Spdonc) anwAeLag §pdonc)
Yo 178 ex, Bpog 105 Kg —
ATOMLKO LOTOPLKO AvoAutdoaupuia (2014) .
K A :
SN (2022) AY (2004) =@am Npéowno
YA tumovu 11 (2022) Ayxwbnc dtatapaxn
AepLOTOAOYLKO LOTOPLKO JUHMETOXN ELOIKWV N FevvnTikn
AN , : v NEEW | Neproxi
Kown kata mAakag pwplacn  EVIONMICEWV: avaotpodn S G
HETPLaG-coPBapnic popdnc amo  Ypwpilaon, Ppwplaon tpyywtol '
2009 kepaAng, PwpLaoiLkr) ovuyia o . "'OVUXEG




PASI 18,9
DLQI 17
fNAPSI 58

KAWwWO replotatiko |

2024

NPOCEAEUCON OTO
latpeio

Mpoowrniko Apxeio N. Pourmotn



KAwwo neprotamtio | Evap§n cuoTnuatikic aywyis pe bimekizumab

2024

NPOCEAEUCON OTO
latpeio

Mpoowrniko Apxeio N. Poprmotn



8 eBdopadeg peta

, , NV £vapeén CUOTNHATLKAG AYWYNG HE
KAwvwo neprotatio | bimekizumab

PASI 1,2
DLQI 1
fNAPSI 18

Mpoowrniko Apxeio N. Poprmotn




H duapkera tnc YwpLaownc vooou cuvoEsTal HE TNV rBavotnta.
gppavionc kapdlayyslaxkwv cupfapdtwv

Kivéuvog yia epdavion MACE og aocBevn pe Pwpiaon wg npog tn Stdpkela

Y wpLaokng vooou™*

Nelson-Aalen cumulative hazards graph tou TAnOuopoU mov peAetOnke?!

8
© General population
Psoriasis, duration < 10 years
- Psoriasis, duration = 10 years
Q-
N
O -
o
3 |
o T T T T T
0 1 2 3 4 5

Follow-up time, years

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

Egeberg A et al. ] Am Acad Dermatol. 2017 Oct;77(4):650-656.e3.

Afloonpueiwtn enidpaon tng SLAPKELAC TNG

P wpPLACLKAG VOOOU OTNV ayyeLakn GAsyuovn
kat tnv epdavion MACE

H aBpolotikn €kBeon og Babocg xpovou o€
XPOVLOL CUOTNHATIKA GAEYUOVI) QKOO KOl
XopnAou BaBuou evdexouevwe va dpa
KOTOAUTLKA OTNV QVATTTUEN ayyEloTtaBeLag Ko
Vv epudavion MACE

H diapkela PwpLactkng vVOoOOU w¢ IPog ToV
Kivbuvo kapdlayyelakol oUBAOTOC TIPETIEL
va afloloyeital ano tov Bepamovia LaTpo.




'Eykapn napépBaon kal tpoAnyn Twv KapSLayyELOKWY
CUWOCNPOTITWV
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Novel anti-inflammatory therapies to reduce cardiovascular
burden of psoriasis

Eva Anna Piros' @ | Balint Szilveszter? | Borbala Vattay? |
Pal Maurovich-Horvat?>® | Klara Szalai' | Edit Désa®™® | Béla Merkely? |
Péter Hollo?

« H ouoTnuaTtikn @Agypovn npoayel TiC kapdlayyEIAKEG TUVVOONPOTNTEG Kal nepIopilel
onNUavTika 1o npocdokInyo (wNG

« Ta nio npoogata Oedopeva unoortnpifouv OTI N AMNOTEAECHATIK OUCTNUATIKN
avTiIpAeyuovwonc Bepancia BeATIOVEI OXI HOVO TIC OEPUATIKEC EKONAWOEIC AAAG Kal
TN ouXvOTNTA Kal Tn ooBapoTnTd TWV OUVVOONPOTATWY, CUMNEPIAQUBAVOUEVOU TWV
KapdlayyEIQKWV CUMBANATWV



‘Evkawpn rapepfacn kal QroteAECUOTIKI QVTYLETWITCN TNC
) wPLacIKNC ovuxiac we rapayovtac Kivduvou ywa avarccuén WA

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

Zabotti A, De Marco G, Gossec L, et al EULAR points to consider for the definition of clinical and imaging features suspicious for progression from psoriasis to psoriatic arthritis

Annals of the Rheumatic Diseases 2023;82:1162-1170.




Wwpiaon ovuxwv




Eprdokn tou afova IL-23/1L-17 atnv naBoyévera tng YPwpLaciknc
ovuxlag

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.




EMA gYKEKPUEVEC KALVIKEC LEAETEC IOV APOPOUV ELOKEC EVTOTILOELS

A?:;L“fu SECUKINUMAB? IXEKIZUMAB? BRODALUMAB* BIMEKIZUMAB?® USTEKINUMAB?® GUSELKUMAB’ | RISAKIZUMAB? APREMILAST?
2015 2016 2017 2021 2009 2017 2019 2015
2007
Kedpaln _ X* X X X _ X X X
Avw & Katw
Akpa
, X* X* X _ X _ X X _
NaAapwv &
NeApdtwv
NUyLa X X X X X X X10.11
I'svvnttK'n X
Meploxn - - - - - - - -

*Evaluated in a separate regional PsO study, whereas in the other studies these parameters were evaluated in pivotal trials

1Adalimumab SmPC, dated DEC2021; 2Secukinumab SmPC, dated JUN2022; 3Ixekizumab SmPC, dated AUG2021; “Brodalumab SmPC, dated APR2022; >Bimekizumab 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.




2Zuotaoelc Oepaneiac ywa tnv Ywpeiaon Oviuxwv Co

Recommendations for the definition, evaluation, and treatment of nail psoriasis in 20 19
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 M, 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 npoooxn!
(= 3 nails Alternatively: analogues in combination with

involved) top. vitamin D + top. steroids OR top. retinoids

steroids OR top. Keratolytic agents OR . v
top. 0.1% tacrolimus oint. OTCIV ouvuna pXEI

Nail bed First line: Second line: l|"(.l.)[JICIO'IKI"] Apepi'rlﬁa,

involvement top. steroids OR top. topical steroids OR topical ' '
only vitamin D + top. vitamin D OR topical vitamin D M pEnEl vda €|-||)\€Y€TC||

steroids + topical steroids OR topical o-uo-l-rl IJC'T'Kﬁ espa nsia

retinoids OR i.l. steroid inj.

"~ Alternatively: pe Eévoei§n WA, akoun kal

top. vitamin D OR top.

retinolds OR top. . O€ NEPINTWOEIG PE NMIA-

0.1% ’facrolimus oint. . g v
OR i.l. steroid inj. gAAXIOTN Ywpiaan ovuxwv

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 e ——————————————
v topical AND/OR systemic treatment according to clinical manifestation

and patient’s QoL

RIGOPOULOS D, ET ALJ AM ACAD DERMATOL. 2019 JUL;81(1):228-240.



2Zuotaoelc Oepaneiac ywa tnv Ywpeiaon Oviuxwv

Ot katevBuvtnpLleg ypappec tng GRAPPA ouotivouv tnv €ykaipn Xprion BLoAoyLKwV opoyovIwy
otnv 1" ypoppn Ogpaneiog os acbeveic pe nabroslc ovuxwy, onwc Ppwplaon

‘ Treatment schema

Consider: Domains involved, patient preference, and previous/concomitant therapies
Choice of therapy should target as many domains as possible

v

Associated conditions

PsA domains

csDMARD bDMARD

bDMARD

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

IL-23i, IL-23i, IL-23i, IL-17i, PDE4i MTX
CTLA4-Ig) CTLA4-lg)  CTLA4-Ig) IL-23i)

JAKi JAKi JAKi JAKi

PDE4i PDE4i PDE4i PDE4i

| | | | |

Switch: Switch: Switch: Switch: Switch:
bDMARD  bDMARD  bDMARD  bDMARD  bDMARD

JAKi JAKi JAKi JAKi JAKi

PDE4i PDE4i PDE4i PDE4i

l 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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Wwplaon ovuxwVv — OEPAITEVTIKN TPOCGEYYLOT OTNV KALVLKI TIROKTIKN

e EvSeikvutal yla OAeg TI¢ popdéc WO
[eviKQ HETPQ e [la epappoyn Katd tn SLAPKELA KAL LLETA ATtO OTtoLaL
BeparmeuTikn MPOCEyyLoN

e EvdeilkvuTal yla meploplopévn vooo (<3 maoyovta vuyla)
e Ywpic cuvumnapyovoa WA
* Xwpig peETpLag-copapng nopdng Ywpiaon oto dépua
* XWPL¢ onuavtiki emiBapuveon otnv molotnta {wng

* ALahOPETIKI TIPOCEYYLON OVAAOYQA LIE TNV EVIOTILON TWV
BAaBwv oto vOxL (uATpa ) Kot Koitn ovuxog)

Torukn Bepareia
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aoBevwv KAl amotuyia o mponyoUevn ToTLkr Bepareia

® E€QTOLLKEV LEVN TIPOCEYYLON OVAAOY QA LIE TA XOPOKTNPLOTLKA
10U acBevi kot The Wwolaclkic vagol

Juotnuatikn Bepamneia




Wwplaon ovuxwVv — OEPAITEVTIKN TPOCGEYYLOT OTNV KALVLKI TIROKTIKN

Tortikn) Bsparnsio

e TOTILKA KOPTLKOOTEPOELON

e TOTILKA KOPTLKOOTEPOELON
o€ ouVOUAOUO pE
avaioya Brtapivng D3

e Avaloya Brtapivng D3

e EvOoBAaPLKEC eyXUOELG
KOPTLKOOTEPOELOWV

e Talopotevn

e Tormikol avaoTOAELC
KaAolveupivng
avOpaAivn
5-FU

Mn dopHaKEUTIKA
Oepancia

e |aser

e QwrtoBeparneia:
Tomkn dwtoBepareia,
OUCTNMUOTLKA
dwtobeparneia,
dwtoduvaulkn
Bepaneia

e AktlvoBeparmeia

KAaolkn) cuotnpatikin
Oepancia

CyA
MTX
Aoltpetivn
Eotépec poupapLkov
0&€0¢
YouAdaoaAadivn

e AepAouvopuidn

BloAoyikn Bepamneia /
[LLKPOL [LopLa

Anti-TNFa
IL-17 A/R avaoTtoAelg
1L12/23- avaoTtoAeig
IL 23- avaoToAE(g
e AmpeulAaoTn
e AvaotoAeic JAK kwvaong




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

Alexander Egeberg®® (@, Lars Erik Kristensen® (®, Luis Puig? @, Phoebe Rich¢, Saxon D. Smith"s @),
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
University of Copenhagen, Copenhagen, Denmark; The Parker Institute, University of Copenhagen & Bispebjerg University Hospital, Copenhagen, Seculinuessb .
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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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Wwplaon tpywtov kehaAng




EMA gYKEKPUEVEC KALVIKEC LEAETEC IOV APOPOUV ELOKEC EVTOTILOELS

ADALIMU
MAB?

SECUKINUMAB? IXEKIZUMAB3 BRODALUMAB* BIMEKIZUMAB?® USTEKINUMAB® | GUSELKUMAB’ | RISAKIZUMAB? APREMILAST?®

2007 2015 2016 2017 2021 2009 2017 2019 2015

Kedaln B n X X X B X X X

Avw & Katw

Akpa
, X* . X _ X _ X X _
NaAopwv & X
NeApdtwv
Nuyla X* X* X X X X X X X10.11
Fevvnukn X
Neploxn - - - - - - - -

*Evaluated in a separate regional PsO study, whereas in the other studies these parameters were evaluated in pivotal trials

1Adalimumab SmPC, dated DEC2021; 2Secukinumab SmPC, dated JUN2022; 3Ixekizumab SmPC, dated AUG2021; “Brodalumab SmPC, dated APR2022; >Bimekizumab 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.




Zuatacelc Ogparneiac ya tnv Ywpiaon tov Tpywtov KedaAic

Mild-to-moderate (localized) scalp
psoriasis

Severe (diffuse) scalp psoriasis

:

(UVB or excimer)

Vitamin D analogues

Keratolytics (salicylic

acid or urea)

Coal tar preparations If no improvement

!
|}
Topical therapy: ' : Topical therapy:
Corticosteroids : Traditional ! Biologics and Corticosteroids
Vitamin D analogues ' systemic agents : small molecules Vitamin D analogues
Keratolytics (salicylic ' (methotrexate, §' {all except Keratolytics (salicylic
acid or urea) : acitretin, and S certolizumab acid or urea)
1
Coal tar preparations : cyclosporin) £§ 1 pegol :a:"; scalp Coal tar preparations
' = 1 ata
I\ ' B :
l l 1 = -
' 1
h:::;:.rf Intralesional : - Scalp phototherapy
7 wy corticosteroids ' Topical therapy: devices (UVB or excimer)
'
|}
'
|}
1
'

1
1
1
1
1
Corticosteroids 1
1
|
1
1
1

- -

Mosca M. et al., Dermatol Ther (Heidelb) (2021) 11:769-797




Systemic therapy in treating
palmoplantar and scalp psoriasis: A

] AM ACAD DERMATOL
VorumE 90, NUMBER 3

systematic review and network MARCH 2024
meta-analysis
Treatments  OR (95%Cl) Compared with placebo
Adalimumab 5.8 (4.5-7.7) ——
Apremilast 2.5(2.1-3.1) -
Bimekizumab 5.8 (3.4-11.1) - - ,
Deucravacitinib 6.9 (3.5-16.0) ' -
Etanercept 2.5(1.6-3.8) -
Guselkumab 6.9 (5.4-9.1) [
Secukinumab 10.0 (4.0-42.0) F ] >
Ustekinumab 4.8 (2.8-9.3) =
Unfavorable [ T T T T T 1 Favorable
0 3 6 9 12 15 18

Fig 1. Forest plot of the network meta-analysis of efficacy
(Scalp Physician’s Global Assessment Score of Cleared/
Minimal [0/1]) in scalp psoriasis treatment at 12 to
16 weeks. CI, Confidence interval; OR, odds ratio.



Wwplaon YEVWWNTIKWY OpYyAvVwV




H Ypwpiaon yevvntkwv opyavwyv givar cuxva dVokoAn atn dwayvwon,
aéLoAGynacn KAl QVTLLETWINCN TNC

NMpoowno
B

KepaAn

FevvnTikn Mepioxn
« H digpelivnon niBavnc GUPPETOXNG

NapaTpippaTikeEG MePIOXEQ , , , ,
YEVVNTIKWV 0pyavwyv nepiopideTal Aoyw

apnxaviag/vrponng Kai Tn HEIWPEVN
gualiodnTonoinon

« H neploxn nou evrtonileTal kal nMbaveg

NMaAapeg xai MNéEApaTa
HEG H gnigoAUvoelc kabuoTepoUv TN didyvwon Kal

Received: 19 July 2017 Revised: 1 December 2017 Accepted: 14 December 2017
DOI: 10.1111/dth.12589

DERMATOLOGIC
REVIEW ARTICLE WILE‘Y THERAPY

Underdiagnosed and undertreated psoriasis: Nuances of N l'JXICI 5€p|.IClTOI'IC'19€I€C; |.II'IOp€i Vad AanoTeEAECE!
treating psoriasis affecting the scalp, face, intertriginous areas,
genitals, hands, feet, and nails

Bepaneia

« H diapopikn Tn¢ diayvwon ano aAAeg

NPOKANOCN YIa TOV KAIVIKO 1aTpO

Joseph F. Merolal | Abrar Qureshi2 | M. Elaine Husni3

Merola JF, et al. Dermatol Ther2018;31:€12589.
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Wwplaon YEVWNTWwWY opyavwv r KAt dAAo...

1. Wwplaon

2. Kavtwrtioon

3. Asppatitda €€ emadng

4. Xpoviog artAog AsLxnvog

5. 2kAnpoatpodlkoc AeLxnvog




Wwplaon YEWNTIKWY 0pyavwy ) KATtL AAAO...

1. Wwpiaon

2. Agpuatodutia

3. Kavtwrtiaon

4. EpuBpaocpua

5. Aeppatitida € emadnc

6. AAAO

N P Figure 2: Punch biopsy of the scrotal lesion, showing classic pagetoid cells with pale,
. a gEt vacuolated cytoplasm arranged in clusters above the basal layer of the epidermis.

Red arrows: clustered pagetoid cells.




Wwpilaon YEWNTIKWVY Opyavwv
- AIAOOPIKH AIATNQZH-

° YIKANPOoaTPOoPLKOC AELXAVOLG

o Kavtiwvtioon mepLoxng YEVVNTIKWY 0pYAVWYV Kol AOUTEC LUKNTLAOELG
> EpUBpaopa

o Aepuoatitida €€ emadng

o Xpoviog amAog AsLxnvag

o MAaopatokuttaplkn BaAavomrooBitida Zoon
> EpuBpomAacia Queyrat
o Kapkivwpo Bowen

> N. Paget

> Nooo¢ Hailey — Hailey

o QOPUOKEUTIKO €AvONnua




Wwplaon YEVWWNTIKWY OpYyAvVwV

Kowvn kata mAdkag

DAvKTavwong r WQPIAZH TENNHTIKQN OPTANQN

Avaoctpodn

* H cuvnB&otepn

nopdn Ywpiaong otn
YEVVNTLKHN TtEPLOXN -

Dermatol Ther (Heidelb). 2012 Dec; 2(1): 15. Published online 2012 Oct 9. doi: 10.1007/s13555-012-0015-5; An Bras Dermatol. 2016 Sep-Oct; 91(5): 664— https://www.researchgate.net/figure/nverse-psoriasis-of-the-right-inguinal-fold-in-46-year-

666. doi: 10.1590/abd1806-4841.20163804; Pediatric Health Med Ther. 2016; 7: 25-38. Published online 2016 Apr 21. doi: 10.2147/PHMT.S75834

old-man-A-x10-dermoscopy-shows_figs 338361346, available via license: CC BY-NC
https://link.springer.com/article/10.1007/s13555-012-0015-5/figures/2




Wwpilaon YEVWNTIKWY OpYAVWV

ENINOAAOHOG YwpPiaonG YEVVNTIKOV OpyavmwVv O KAIVIKEG HEAETEG

Reference Study type Patients (n) Genital involvement

Mahajan et al. 2015 (7)? Prospective study 852 11.7% prevalence

Ryan et al. 2015 (1)@ Prospective study 354 38% prevalence

Meeuwis et al. 2011 (26)? Prospective study 487 35.3% current disease

Meeuwis et al. 2010 (14)2 Prospective study 1,963 45;)5;11i2/(;acs:aetn::riﬁssap5(;nt

Lysell et al. 2015 (11)2 Prospective study 109 41%

Larsabal et al. 2019 (12)2 Prospective study 776 43.1% prevalence at the time of reporting
Fourere et al. 2005 (13)? Prospective study 1,281 32% prevalence

Van de Kerkhof et al. 2000 (15)2 Prospective study 839 29% prevalence

. Systematic review 29-40% prevalence
.2011 (8) . , - — —
MIEETIS EB el AL ) (59 articles) 9,983 2-5% genital psoriasis only; no psoriasis elsewhere

Systematic review

1 a
Meeuwis et al. 2018 (9) (18 articles)

22,116

a Reference number in Kelly A, Ryan C. Am J Clin Dermatol. 2019;20:639-46.
Kelly A, Ryan C. Am J Clin Dermatol. 2019;20:639-46.



Wwplaon YEVWWNTIKWY OpYyAvVwV

H pwplaon twv yevvntikwy opydvwy eivatl pla dlaitepn popdn Ppwpiaonc:
o YOBapEC EMMTWOELG 0TN 0€E0VAALKN {WN KOl KOWWVLKOTIOLNON TOU aTOUOU

o YoBapn enidpacn otnv mototnta {wn¢ o€ 0XEON LUE aoOeVELC xwpLlg MPOooBoAr TNG YEVVNTLKAG TTEPLOXNC

T
R

° JUXVQ TIALPOLEVEL AOLAYVWOTN LLE ATIOTEAECUAL:
° n Baputnta TNg vooou va pnv aflohoyeital TARPWCE Kot
° n OEPATEVUTIKN TIPOOEYYLON vVa gival eVOEXOUEVWCE EAALTTNG

* Noyw svatocOnoiac tou HEpUATOC OTN YEVVNTLKH TTEPLOXN OPKETEC
KAOQLOLKEC TOTILKEC Bepareieg €xouv avievdelen n dev ival kaAd
OVEKTEC

Y€ pLo LeAETN, To 45,8% twv acBevwy dev culntnoe tnv MPooBoAn TNS YEVVNTLKAG TTEPLOXNAC LE TOV KALVLKO
LOTPO TOU

Menter A, et al. ] Am Acad Dermatol 2011; 65: 137-74; Ryan C, et al. IXORA-Q Study Group. Br J Dermatol. 2018 May 10; Ryan C, et al. } Am Acad Dermatol 2015; 72:
978-83; Meeuwis KA, et al. BrJ Dermatol 2011; 164: 1247-55; Schmid-Ott G, et al. Acta Derm Venereol 1999; 79: 443-7; Meeuwis KA, et al. Dermatology 2012; 224:




EMA gYKEKPUEVEC KALVIKEC LEAETEC IOV APOPOUV ELOKEC EVTOTILOELS

AIID\'/IA:B“:'U SECUKINUMAB? IXEKIZUMAB? BRODALUMAB* BIMEKIZUMAB?® USTEKINUMAB?® GUSELKUMAB’ | RISAKIZUMAB? APREMILAST?
2015 2016 2017 2021 2009 2017 2019 2015
2007
Kedpaln _ X* X X X _ X X X
Avw & Katw
Akpa
, X* . X _ X _ X X _
NaAopwv & X
NeApdtwv
Nuyla X* X* X X X X X X X10.11
Fevvnukn
Neploxn - - - - - - - -

*Evaluated in a separate regional PsO study, whereas in the other studies these parameters were evaluated in pivotal trials

1Adalimumab SmPC, dated DEC2021; 2Secukinumab SmPC, dated JUN2022; 3Ixekizumab SmPC, dated AUG2021; “Brodalumab SmPC, dated APR2022; >Bimekizumab 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.




Wwpilaon yevnTwwy opyavwv

NEPIOAOE TYMAHEI MEAETHE
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RWE

H anoteAeopatwotnra tov Guselkumab otic eldwéc evronioelg o
aoBeveic pe Ywpiaon: NpwKtoyevnTwr neploxn

Navw arno to 75% twv acbevwv napovaciacav mARpn kKaBapon

6€épuartog tnv €B56.76

PERSIST: aPGA 0/1 tTnv €Bdopada 104 (os aoBeveig Pe
G-EPOSS: aPGA=0 1 =1 uno GUS* PGA =2 oTo baseline)?

aPGA 0/1 (Anogenital)

€9 aPGA <1 4 aPGA=0 96,6 100,0
100 - 1 e
97.8
100 95.3
23— e
80 A 87,9 87,9
§ 77,8
8 "y
o o
= 5
3 240 -
%S o
c —e—BMI <25
o
P 20 ~ BMI 225-<30
o
Q —e—BMI >30
E 0 T L] T Ll T T L
Baseline W4 W12 W28 W52 W76 W104
n=18 18 18 18 18 17 15
n=43 41 40 39 36 33 33

Week

n= 166 142 122 126 107 91




H anoteAeopatwotnta tov Risankizumab otic elOWweEC evtomnioelC o
aoBeveic pe Ywplaon: yevwntkn nepoxn

LB1149

Safety and efficacy of risankizumab in genital and scalp psoriasis in the UnlIMMited
phase 4 randomized clinical trial at week 16

E. J. Sond', L. Ackerman?, T. Anschutz®, B. Bialik®, C. Duan®, A. Setty?, G. St. John?,
D. Ashley?, B. Ehst*

'Frontier Dermatology, Mill Creek, Washington, United States, ?Medical Dermatology
Specialists, Phoenix, Arizona, United States, SAbbVie Inc, North Chicago, lllinois, United
States, “Oregon Medical Research Center, Portland, Oregon, United States

69,1% twv a.oBevwyv pE PETPLA-
with ncreased patten burden and mpact on quaity of e, Reankizamab (28, an 123 OOPAPA Pwplaon yEVVNTIKWV

inhibitor, is approved for the treatment of moderate to severe PsO. Here we present the

first data for treatment of PsO in the genital region and scalp with RZB from dedicated Opvdev T[éTUXE sPGA_G 0/1 -[nv

studies. Methods: UnlIMMited (NCT05969223) is a Phase 4, multicenter, randomized,

double-blind, placebo-controlled study for adult patients with moderate to severe ’
genital or scalp PsO. Patients were randomized within either Study-G (genital PsO) or EBSO uaaa 16
Study-S (scalp PsO) at 1:1 to receive either 150 mg RZB or placebo (PBO) at weeks 0

and 4. Efficacy was assessed at week 16 and reported using non-responder imputation.

Efficacy was assessed for patients in Study-G by static Physician’s Global Assessment-

Genital (SPGA-G) and scalp Investigators Global Assessment (scalp IGA) for patients in

Study-S. Safety and additional efficacy endpoints for symptoms and quality of life were

also assessed. Results: At week 16, a significantly higher proportion of patients with

genital PsO receiving RZB, versus patients receiving PBO achieved sPGA-G 0/1 (69.1%

[38/55] vs 13.0% [7/54]; p<0.0001). For patients with scalp PsO, a significantly higher

proportion of patients receiving RZB achieved scalp IGA 0/1 versus those receiving

PBO (60.8% [31/51] vs 13.0% [7/54]; p<0.0001) at week 16. No new safety signals were

reported. Conclusions: A significantly higher proportion of patients in Study-G with genital

PsO achieved the primary endpoint of SPGA-G 0/1 treated with RZB, compared to PBO.

Similarly, a significantly higher proportion of patients in Study-S with scalp PsO treated

with RZB, compared to PBO, achieved the primary endpoint of scalp IGA 0/1. No new

safety signals were identified.




Wwplaon YEVWNTIKWV OpYyavwv
Aebopéva kadnuepViic KAWIKNAC TIPAKTIKAC

> J Eur Acad Dermatol Venereol. 2021 Dec 19. doi: 10.1111/jdv.17880. Online ahead of print.

A head-to-head comparison of risankizumab and () Mean sPGA-G scores
ixekizumab for genital psoriasis: a real-life, 24- 45
week, prospective study 3‘;
E Sotiriou ', K Bakirtzi T, | Papadimitriou 1 A Tsentemeidou ', P Eftychidou 1V Eleftheriadis 1, .
A Lallas ', D loannides ', E Vakirlis 7';)
B Risankizumab
0,5 -_
0 (h - 20)
Baseline Week 4 Week 16 Week 24
=@ Risankizumab Ixekizumab .
) \ - Ixekizumab
(b) Mean DLQI scores (h a 16)
Y& ouvONKeG KABNUEPLVAG KAWLKNAG MPOKTIKAG To Risankizumab %
Atav epaptAro e to Ixekizumab 6oov adopd tnv 5
4 '] ’ 12
aroteAecpatikotnTa Kot acdaleia os aocBeveic pe 10
1 4 14 ” 14 8
oofoapn Pwplaon YEVVNTIKWY OpYyAVWV :
o
\_ Baseline Week 4 Week 16 Week 24

==@==Risankizumab ==@==|xekizumab

Figure 1 Mean (a) sSPGA-G and (b) DLQI scores throughout fol-
low-up visits across the risankizumab and ixekizumab groups.

Sotiriou E, et al J Eur Acad Dermatol Venereol. 2022;36(5):e359-e361.



Wwplaon YEVWNTIKWY OpYyAvwV — OgparmeuTikoc aAyopLlopoc
7

3" YPOLUMNG t

i UV Bepansia

//\\ Y
Zuotnpatiky fepansia
A\ J
/ \

TKZ: Torukd koptikootepoeldn; TAK: Tomkoi avaotoleig kaAowveupivng;
CyA: KukAoomopivn A; UV: Yrepuwdng



Wwplaon YEVWNTIKWY OpYyAvwV — OgparmeuTikoc aAyopLlopoc

Genital and inverse psoriasis Genital and inverse psoriasis
without moderate-to-severe total body plaque psoriasis with moderate-to-severe total body plaque psoriasis

Uiner psoriasis systemic therapiles

(methotrexate, cyclosporine,

KplwoapumoAoAn (crisaborole 2% ointment)

* PDE-4 avaotoA€ag mou €xeL N6n AAPeL €ykplon yLa TV
ToTKkn Beparmeia otnV ATLO-HETPLA ATOTILKN Seppatitida
o KAwLKN HEAETN

* 21 aoBeveig pe LIprLaon o€ npoowno, 111\
TIPWKTOYEVVNTLKA TtEPLOXA N Kot avaotpodn Pwpliaon

* 66% BeAtiwon twv Pwplacikwv BAafwyv peta amno 4
eBSopadec

* 81% BeAtiwon peta ano 8 eBdopadsg epappoyng

Dermatol Ther (Heidelb) (2021) 11:833—-844
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EMA gYKEKPUEVEC KALVIKEC LEAETEC IOV APOPOUV ELOKEC EVTOTILOELS

A?\'AA:B“:'U SECUKINUMAB? IXEKIZUMAB? BRODALUMAB* BIMEKIZUMAB?® USTEKINUMAB?® GUSELKUMAB’ | RISAKIZUMAB? APREMILAST?
2015 2016 2017 2021 2009 2017 2019 2015
2007
Kedpaln _ X* X X X _ X X X
Avw & Katw
Akpa
, X _ X _ X X _
NaAapwv &
NeApdtwv
Nuyla X* X* X X X X X X X10.11
I'svvnttK'n X
Meploxn - - - - - - - -

*Evaluated in a separate regional PsO study, whereas in the other studies these parameters were evaluated in pivotal trials

1Adalimumab SmPC, dated DEC2021; 2Secukinumab SmPC, dated JUN2022; 3Ixekizumab SmPC, dated AUG2021; “Brodalumab SmPC, dated APR2022; >Bimekizumab 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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Systemic therapy in treating
. . MARCH 2024
palmoplantar and scalp psoriasis: A ‘g
systematic review and network Treatments OR (95%Cl)  Compared with placebo
meta-analysis
Adalimumab 4.6 (3.1-7.0) -

Apremilast 2.2(0.9-6.2) ®

Guselkumab 5.5(3.7-6.2) —a—
Infliximab 4.0 (0.5-16.2) -
Secukinumab 6.1 (2.8-17.5) : - |
Unfavorable | | T T T | | Favorable

o 3 6 9 12 15 18
Fig 2. Forest plot of the network meta-analysis of efficacy
(Hands and/or Feet Physician’s Global Assessment Score
of Cleared/Minimal [0/1]) in palmoplantar psoriasis treat-
ment at 12 to 16 weeks. CI, Confidence interval; OR, ddds
ratio.



Meta-Analysis > Am J Clin Dermatol. 2024 May;25(3):347-358. doi: 10.1007/s40257-024-00849-0.

Epub 2024 Mar 4.

Small-Molecule Inhibitors and Biologics for
Palmoplantar Psoriasis and Palmoplantar Pustulosis:
A Systematic Review and Network Meta-Analysis

I-Hsin Huang 12 po-Chien Wu ' 2, Hsien-Yi Chiu 3 4 5 €, Yu-Huei Huang 78

Affiliations + expand
PMID: 38438782 DOI: 10.1007/s40257-024-00849-0

Background: The comparative efficacy of biologics and small-molecule inhibitors in treating
palmoplantar psoriasis (PP) and palmoplantar pustulosis (PPP) remains uncertain.

Objective: The aim was to perform a systematic review and network meta-analysis (NMA) to compare

the efficacy of biologics and small-molecule inhibitors for the treatment of PP and PPP.

Methods: MEDLINE, Embase, and Cochrane Central Register of Controlled Trials were searched for
eligible studies from inception to May 13, 2023. This NMA was conducted and reported following the
Preferred Reporting Items for Systematic Reviews and Meta-Analyses Extension Statement for
Network Meta-Analyses guidelines. Frequentist random-effects models NMA was performed with the
surface under the cumulative ranking curve calculated for ranking. Our primary outcome was the
proportion of patients achieving a clear/minimal Palmoplantar Psoriasis/Pustulosis Physician Global
Assessment score (PPPGA 0/1 or PPPPGA 0/1) response at 12-16 weeks. Secondary outcomes
consisted of the percentage of overall improvement in palmoplantar score and of improvement 2
75%, at 12-16 weeks.

Results: The study comprised a total of 29 randomized controlled trials (RCTs), involving 4798
psoriasis patients with palmoplantar diseases. For PP, 16 RCTs with nine different treatments, including
adalimumab, apremilast, bimekizumab, etanercept, guselkumab, infliximab, ixekizumab, secukinumab,
and ustekinumab were included for the analysis. In the NMA of PP, secukinumab 300 mg ranked
highest (odds ratio [OR] 33.50, 95% confidence interval [Cl] 4.37-256.86) in achieving PPPGA 0/1,
followed by guselkumab 100 mg (OR 18.68, 95% Cl 10.07-34.65). In the case of PPP, seven RCTs with
six treatments, including apremilast, etanercept, guselkumab, imsidolimab, spesolimab, and
ustekinumab, were included for the analysis. In the NMA of PPP, although no treatment demonstrated
a significant difference compared to placebo in achieving PPPPGA 0/1, guselkumab 100 mg showed

the greatest statistically significant improvement in the palmoplantar score (weighted mean difference
31.73, 95% Cl 19.89-43.57) as a secondary outcome.

Conclusion: Among all available biologics and small-molecule inhibitors, S=lev il gk{sRe{0l0N:Te FTqte|

guselkumab 100 mg had the most favorable efficacy in treating PP and PPP, respectively.
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OAvktawvwbdng Ypwpiacn — PPP
OEPATEVTIKEG TIPOCEYYIOELG

Totmikn) Beparreia 2UCTNMOTIKNA OgpaTTeia

Tommk aywyn Pwrobeparreia KAaoIKR BioAoyikoi TrapdyovTeg

TOTTIKA KOPTIKOOTEPOEION UVAL PeTivoeidn
Mapdywya Birapivnc D Narrowband UVB Anti-TNFa
TOTTIKA PETIVOEION) Tommkr) PUVA AT
A A€i Exci light MTX
VOOTOAEIG xcimer lig SR T el
KaAOIveUpivng = . d
(TGKp(’))\ILIOUQ, umaric acld esters |
To guselkumab (avaoToAéac IL23) éxel TTApPEI Oral PUVA Secukinumab
EYKpPION YIa TN eapchTrrs]i\(lu }zgg ;PP oTnv lattwvia kai Mikpd popia Ustekinumab
To secukinumab (avaoTohéac IL17A) éxel TIGPEI ATIPEUIAGDTN Guselkumab
éykplion yia tn Bgpatreia 1ng PPP oTtnv lammwyvia Risankizumab



OAvktawvwdne Ywpiaon nalapwv reApatwv — PPP
Néec Oepameutikéc nPooeyyloeLs - Spesolimab

Dermatol Ther (Heidelb) (2023) 13:2279-2297

hitps:/fdoi.org/10.1007/513555-023-01002-1 e
r r 1 4
NMoocooTd acBevwyv TToU TrETUXAV PPP PGA of 0/1
Spesolimab Efficacy and Safety in Patients A All patients
with Moderate-to-Severe Palmoplantar Pustulosis: o Meon diference:
A Multicentre, Double-Blind, Randomised, Placebo- Mean diference: (8.7% 40.6%)
. . —_ 16.4%
Controlled, Phase IIb, Dose-Finding Study T .. (©.6% 25.7%) f !
ﬁ T 1 54.1%
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Spesolimab: humanised monoclonal anti-interleukin-36 receptor antibody




OAvktawvwdne Ywpiaon nalapwv reApatwv — PPP
wq tapadoén avtidbpaon oe Bodoywn) Beparneia

Figure 1

Table 5 General Treatment of Paradoxical Psoriasiform
Reactions.

> Curr Probl Dermatol. 2018:53:49-63. doi: 10.1159/000479475. Epub 2017 Nov 7.

Paradoxical Reactions: Anti-Tumor Necrosis Factor

Alpha Agents, Ustekinumab, Secukinumab,
Ixekizumab, and Others

Type Brief Research Report
PUBUISHED 17 April 2024

Dot 10.3389/fmed.2024.1364127

Paradoxical reaction to IL-17A

inhibitor: a case report and
literature review

Jingyu Ren, Linjun Deng, Shuping Guo and Hongye Liu*

Department of Dermatology. The First Hospital of Shanxi Medical University, Taiyuan, China

Classification of paradoxical psoriasiform reactions.

Treatment Sequence

1. Add topical therapy (high-strength corticosteroids,
vitamin D analogs, or combinations of the two)

2. Substitute the implicated drug (preferably by one with a
different mechanism of action)

3. Combined therapy with another systemic treatment:
In mild or moderate cases: phototherapy and/or acitretin
In severe cases: ciclosporin or methotrexate

Lluis Puig "
Table 2 Most Relevant Revisions Published in the Literature.
Reference Type of Reaction Underlying Disease  Total No. of Percentage of Cases With
Patients the Different Anti-TNF-a
Agents

Collamer et al. (2008)%* New onset psoriasis and Rheumatologic, 104 Infliximab, 53; Etanercept,
exacerbations gastrointestinal, 29; Adalimumab, 18
with/without and psoriatic
morphological changes

Wollina et al. (2008)° New onset psoriasis and Rheumatologic, 120 Infliximab, 52.5;
exacerbations gastrointestinal, Etanercept, 30.8;
with/without and psoriatic Adalimumab, 21.7
morphological changes

Ko et al. (2009)*7 New onset psoriasis and Rheumatologic, 127 Infliximab, 55.1;
exacerbations gastrointestinal, Etanercept, 27.6;
with/without and psoriatic Adalimumab, 17.3
morphological changes

Collamer et al. (2010)* New onset psoriasis and Rheumatologic, 207 Infliximab, 59; Etanercept,
exacerbations gastrointestinal, 19; Adalimumab, 22
with/without and psoriatic
morphological changes

Cullen et al. (2011)7 New onset psoriasis Gastrointestinal 120 Infliximab, 79; Adalimumab,

17; Certolizumab, 4
Denadai et al. (2012)%® New onset psoriasis Gastrointestinal 2 Infliximab, 69.4;

Adalimumab, 22.5;
Certolizumab, 2.7;
Not specified, 5.4

Abbreviation: TNF, tumor necrosis factor.

Actas Dermosifiliogr

. 2014;105:752---761




ZUUEPACATIKA...

* H anoteAeocpatikn Oeparneia tnc PwpLAoIKC VOGOU OTLC ELOLKEC EVTOTILOELG QLUTEC Elval
KolOopPLOTLKNA YLa TOV EAEYXO TOU VOO LATOC KoL TN BeATiwon TG mototntag {wrg Tou aoBevr Hog

*  H €£ATOMLKEVHEVN TPOOEYYLON YLO TNV AVTIMETWIILON TNCS Pwplaonc oTig ELOLKEC evTOTIoELC lval
dLaltepa oNUAVTLKN

* H xoprlynon TOTMKWV OKEVOAOHATWY OE TIEPLOPLOUEVN VOOO gival Bepareia 1S ypappng

*  Emt amotuyiog tng tomkng Beparmeiac (W mpoc tnv anoteAeopatikotnta 1 to npodil aocdpaieLog)
cuoTivetal va afloAoyeital N avaykn yo Evapén cuoTNUATIKAC AYWYNAC

* Ot Bloloyikég Bepamneieg daivetal va oxetiovtal pe oAU uPnAd mocootad emiteuéncg MARPouC N
oxedov mMAnpouc KAWLIKAC UPeonC oTLC ELOLKEC evToTioelg, KaAO tpodih aodAAELAC KAl LoKpOXpOVLA
Sdlatripnon Touv BEpaMEVUTIKOU AMOTEAECUATOC
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