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INTRODUCTION

B The prevalence of psoriatic arthritis (PsA) in patients with psoriasis is estimated to be as high as 30%, The aim of this investigation is to:
contrasted with an occurrence of approximately <% in the general population."* Inception of PsA
usually lags inception of psoriasis by several years."?

B Determine whether quality of life as measured by the Dermatology Life Quality Index (DLQI) improves

during treatment with etanercept (ETN) for patients with both psoriatic arthritis (PsA) and psoriasis.
B Dermatologists and other practitioners treating patients with moderate to severe plaque psoriasis are

in an ideal position to screen for PsA and provide early therapeutic intervention in order to prevent B Evaluate the relationship between baseline DLQI and physician assessment of psoriasis severity, arthritis
progression, joint damage and pain, which worsen the patient’s quality of life. severity, number of swollen joints, number of tender joints and patient assessment of joint pain.

B Etanercept (ETN), a fully human tumor necrosis factor soluble receptor, is approved for treatment of
both psoriasis and psoriatic arthritis. ETN is efficacious in treating both the skin and joint symptoms of
these diseases.

This clinical study was registered in the Clinical Trials.gov (NCT00195507) DiSpOSitiOh Improvement in DLQI
reEsy Of 747 patients with DLQI as§essed post-baselinfe, B At Week 12, the 50 mg BiVWV group had a mean DLQI of 4.42 vs. 5.47 in the
ERtiee 376 were in the ETN 50 mg BiWV group and 371 in 50 mg QW group, representing a significant difference between the groups
the ETN 50 mg QW group. (P=0.004), but was not meaningful (25). Each group had a significant and
Key Eligibility Criteria Included: meaningful improvement from baseline (P<0.001 for both).
= I8 . Demography and
years or older

. o o B At Week 24, the comparison between the groups was not significant
Baseline Clinical Data (P=0.483) (Figure 3).

B Moderate-to-severe plaque psoriasis with body surface area
involvement >10% B Demographics were mean age, 47 y;

63% men; 89% white (Table I).

Figure 3. DLQI Improvement
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B The DLQI is a validated patient-reported quality-of-life questionnaire. [ ® Joint pain is assessed by the patient witha 10 cm Base I ine CorrEIatlo ns % 0 T T T 1

It consists of 10-questions. Scores range from 0 to 30. horizontal scale scored from 0 to 100 rated from o

% Ascore of 10 or more indicates quality of life impairment. ‘no pain’ to ‘extremely painful’. . 0 6 12 18 24

“ A minimum important difference is considered to be between 2.3and 5.7. The patient question is ‘How painful have your | DLQI Correla_ted mOderatE|)’ Wlth

“ Observations were made at baseline, 3, 6, 12, and 24 weeks during the study. joints been over the last week? . . Weeks

PGA-psoriasis and PASI (0.32 and 0.31, +P<0.05
Psoriasis Area and Severity Index (PASI) Joint Assessment, Number of Tender and respectively)’ but Only Weakly W|th PGA- '
B PASI s a clinical measure of the average redness, thickness, and Swollen Joints arthritis and SWO”en jOintS (o |6 and 0 09
scaliness of the psoriasis lesions, and proportion of skin involved. B The Joint Assessment is part of the core set of . . )
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Physician Global Assessment (PGA) - Psoriasis Physicians assess several d|ff'er'ent aspgcts 9f X .

B The PGA-Psoriasis is scaled from 0 to 5, higher scores indicating A LA pain (0.26) was numerically less than the B DLQI data were categorized in bands (Figure 5).

worse skin symptoms. _ enderness is then collapsed into a single tender- i i o )

e g o snde conielationibetwesniPLQUandiskinimeasties: B At Week 12, more patients in the ETN 50 mg BiW/QW group had DLQI
Physician Global Assessment (PGA) — Arthritis e e e et e nasified » The t-test showed no statistical difference scores in the 0 to | range compared to the ETN 50 mg QW group, but at
B The PGA-Ar.t.hritis is scaled from 0 to 100, higher scores indicating as either swollen or not swollen. between the DLQl - joint pain correlation and Week 24 the Percentage of Patlent responses were similar.

V‘::?rs: :l:‘l)tj:zltii:\llsez)s/sr:spstr\l’\)emnts.made by a rheumatologist. the DLQI - Skin measure Cor're|ati0n (PZO‘253)

Figure 5. DLQI Ranges
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negative correlation). A correlation statistic of 0 indicates no
correlation. Correlations in the area of 0.30 are considered moderate

and correlations below 0.20 but above 0 are considered weak. B All correlations with DLQI were significant
(P<0.01).
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