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Psoriasis Is a Systemic Disease

besity in the US is a significant public health concern. According to the CDC,

22 states have an adult obesity prevalence of 35 percent or higher." Obesity is

a proinflammatory state and is associated with increased risk for cardiovascular
disease, diabetes mellitus, certain malignancies, musculoskeletal diseases, and liver disease,
as well as psychiatric effects and decreased life expectancy.?

The risks of obesity are not unlike those of psoriatic disease. Psoriasis and psoriatic arthritis
are associated with increased risk for cardiovascular disease, hypertension, metabolic
disease, and liver disease.®* The risk for systemic comorbidities appears to increase with
more severe psoriatic disease.* Psoriasis and obesity are proinflammatory diseases that
frequently co-exist and may have cross-directional influence.® Therefore, their concomitant
Leon Kircik MD presentation can complicate treatment of psoriatic disease.

In the dermatology clinic, treatment of moderate-to-severe psoriasis with systemic anti-inflammatory agents is believed to modulate
the systemic inflammatory effects of psoriasis.® In short, providing effective treatment of skin and joint disease may reduce overall
inflammation in the body and improve the patient’s health status.

As discussed in the pages ahead, obesity presents a complication to psoriasis management, since it appears that some targeted
psoriasis treatments are less effective in patients with higher Body Mass Index (BMI).” However, the IL-17R antagonist brodalumab
has both clinical trial and real-world data that show consistent efficacy across BMI categories.®

In addition to systemic treatment, lifestyle modification is an important aspect of management of psoriasis in the obese patient.
Interestingly, data show that caloric restriction, irrespective of weight loss, may have beneficial effects on psoriasis.°The emergence
of GLP-1 receptor agonists for weight reduction may also offer an option for reducing BMI in overweight psoriasis patients.
Controlled research is needed, but case reports suggest these agents may have a direct effect on psoriasis.™

The management of each individual patient with psoriasis requires the thoughtful assessment of a variety of considerations,
including lifestyle factors, among others. For obese patients with psoriasis, it is increasingly important to consider the impact of
excess weight on treatment efficacy. Treatments that are provided in a weight-based dose may warrant consideration. However, the
potential benefit of brodalumab, which has been shown effective across a range of BMls, should not be overlooked.

We should always remember “Psoriasis is a complex systemic disease “!

Leon H. Kircik MID

Icahn School of Medicine at Mount Sinai, New York, NY; Indiana University School of Medicine, Indianapolis, IN; Physicians Skin Care, PLLC Louisville, KY; DermRe-
search, PLLC Louisville, KY; Skin Sciences, PLLC Louisville, KY
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ABSTRACT

Obesity is a metabolic disease that is marked by excessive fat accumulation and is objectively defined as a body mass index (BMI)
>30 kg/m?. Obesity is associated with several other comorbidities, including psoriasis, which is a chronic autoimmune skin disease.
Adipocytes produce pro-inflammatory signaling molecules, namely adipokines and classic cytokines, that drive increased inflammation
and may contribute to the pro-inflammatory pathways driving psoriasis disease pathogenesis. Optimizing dermatologic management
of obese patients with psoriasis may be challenging due to the effect of comorbid obesity on the pharmacokinetics of systemic
therapies. Biologic therapy is a mainstay of psoriasis treatment in these patients. The IL-17 and I-23 inhibitor classes, including those
targeting the Il-17 receptor (brodalumab), I1-:17 cytokine antagonists (secukinumab, ixekizumab, bimekizumab), and [l-23 cytokine
antagonists (guselkumab, risankizumab, tildrakizumab). In general, the most efficacious biologics that work well for generalized plaque
psoriasis also tend to work well for most obese psoriasis patients. For example, brodalumab, an =17 receptor inhibitor, demonstrated
comparable efficacy across BMI categories in both clinical trial and real-world practice data. In addition to psoriasis-specific therapy,
interventions targeted at weight loss may help treat obesity and decrease psoriasis disease severity. These interventions include
glucagon-like peptide-1 receptor agonist therapy, caloric restriction, and different forms of bariatric surgery. Clinical trials and real-world
data evaluating the efficacy of different biologic treatments and weight-loss interventions in the treatment of obese psoriasis patients
should be used to support clinical decision-making for treatment options.

J Drugs Dermatol. 2025;24:1(Suppl 1):s4-14.

INTRODUCTION

Defining Obesity

Obesity is a multifactorial disease with a rapidly increasing
global prevalence.' Its etiology is driven by a chronic
imbalance between energy intake and energy expenditure.’
Excess energy is stored in adipocytes, which undergo
hyperplasia and hypertrophy over time.The resulting excess
fat stores contribute to a myriad of pathologies in different
organ systems.

Obesity is defined by the World Health Organization (WHO)
as “abnormal or excessive fat accumulation [that] presents
a health risk” and measured by body mass index (BMI).2
BMl is calculated by dividing a person’s weight in kilograms
by their height in square meters. Increased BMI can indicate

This document contains proprietary information, images and marks of Journal of Drugs in Dermatology (JDD).

an increased degree of body fatness.® For adults, the WHO
defines normal weight as a BMI of 18.5 to 24.9 kg/m?,
overweight as BMI >25 kg/m?, and obese as BMI >30 kg/
m?2. Definitions of obesity can further be subdivided based
on central vs peripheral distributions of adipose tissue.
Obese individuals with abdominal circumferences >40
inches (102 cm) in men and >35 inches (88 cm) in women
are classified as having central obesity. However, in the
setting of healthcare and clinical trial research, BMI is the
most commonly used metric to define obesity.®

Obesity Increases Risk of Comorbid Conditions

Obesity is a proinflammatory state that increases a patient’s
risk for cardiovascular disease, diabetes mellitus, certain
malignancies, musculoskeletal diseases, liver disease,
and psychiatric comorbidities and decreases a patient’s
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life expectancy.® In addition, obesity has been linked to
psoriasis, a similarly inflammatory dermatologic disease.
Prior literature has demonstrated that obesity and psoriasis
have a bidirectional relationship: Patients with obesity are
at an increased risk of developing psoriasis, and patients
with psoriasis are more likely to have obesity compared to
the general population.” Furthermore, as BMI increases,
psoriasis risk exponentially increases and psoriasis severity
worsens.®® |In addition to obese BMI, prior literature has
demonstrated that other measures of increased body
adiposity, such as weight gain, waist circumference, and
waist-to-hip ratio, are similarly associated with an increased
risk of psoriasis.®

Obesity and Psoriasis

The relationship between obesity and psoriasis may
be explained by increased inflammatory signaling by
adipocytes. Adipocytes make up adipose tissue and store
excess energy as triglycerides. In addition to its energy
storage role, adipose tissue functions as an endocrine organ
that regulates lipid and glucose metabolism, inflammation,
coagulation, and insulin-mediated processes.” These
diverse endocrine functions are mediated by adipocytes,
which produce bioactive signaling molecules known as
adipokines in addition to classical cytokines such as MCP-1,
IL-6, and TNF-a.”™'8 In obesity, expansion of adipose tissue
and increased adipose tissue infiltration by leukocytes,
particularly macrophages, lead to dysregulation of
adipocytes, increased adipokine secretion, and baseline
inflammation.™'>" The proinflammatory adipokines and
resultant chronic inflammation present in obesity may
contribute to the inflammatory pathways that drive psoriasis
pathogenesis, thus linking the 2 diseases.

Challenges in Treating Psoriasis Patients With Obesity

Patients with psoriasis who have obesity may be more
challenging to treat than psoriasis patients without obesity
for a variety of reasons. In terms of clinical outcomes,
patients with psoriasis and obesity are less likely to achieve
adequate treatment response to systemic therapies.' High
body weight may have a negative effect on the efficacy
of systemic psoriasis treatments due to changes in drug
pharmacokinetics and resulting accelerated clearance of
systemic therapies.’®'” This problem is further exacerbated
by the fact that a limited number of systemic psoriasis
medications offer weight-based dosing regimens.”® In
addition to issues with treatment response, patients with
psoriasis and obesity are more likely to experience certain
adverse events while on systemic therapies for psoriasis.
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However, with the recent advent of currently available
psoriasis biologic therapies, the treatment of patients with
psoriasis and comorbid obesity may be optimized. In this
review, we will examine clinical trials and real-world data
to better understand the efficacy of biologic therapies in
patients with psoriasis and obesity. Specifically, we will
discuss the efficacy of biologic therapies targeting the
interleukin-17 (IL-17) and interleukin-23 (IL-:23) pathways in
patients with comorbid psoriasis and obesity.

Biologic Therapies in Psoriasis Patients With Obesity:
Clinical Trial Data
IL-17 Receptor Antagonist

Mechanism of action. Brodalumab is a fully human
monoclonal antibody that binds the IL-17 receptor subunit
A. Binding IL17RA results in inhibition of signaling via
multiple downstream IL-17 family cytokines, including IL-
17A, IL17F and IL-17C." This distinguishes brodalumab
from other biologics that target specific members of the IL-
17 cytokine family, such as secukinumab and ixekizumab,
which only target the IL17A cytokine, and bimekizumab,
which only targets the I-17A and IL-17F cytokines.?*?2 While
most research has focused on IL-17A as the predominant
cytokine in psoriasis pathogenesis, many patients may lack
or lose response to treatments that target only one cytokine
molecule, potentially because of the overexpression of
multiple IL:17 family members and functional redundancy
among IL-17 cytokines.?

Brodalumab clinical trials. In the phase 3 AMAGINE-2 and
AMAGINE-3 trials, brodalumab treatment demonstrated
good efficacy, safety, and tolerability in comparison to
placebo and the active comparator ustekinumab for
moderate-to-severe plaque psoriasis.?

The two phase 3 trials shared the same design. Patients were
randomized to receive subcutaneous brodalumab 210 mg,
brodalumab 140 mg, or placebo at weeks 0, 1, 2, and every 2
weeks thereafter (Q2W); or ustekinumab (45 mg for patients
weighing <100 kg or 90 mg for patients weighing >100 kg) at
weeks 0, 4, and every 12 weeks thereafter (Q12W). At week
12, patients receiving brodalumab therapy were randomized
again to receive a maintenance dose of brodalumab 210 mg
Q2W; or brodalumab 140 mg Q2W, every 4 weeks (Q4W) or
every 8 weeks (Q8W) through week 52. Patients receiving
ustekinumab therapy continued receiving ustekinumab
Q12W through week 52 unless needing rescue due to
inadequate response. Inadequate response was defined as
patients with sPGA >3 or persistent sPGA >2 over a >4-week
period after at least 16 weeks of treatment with ustekinumab.
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At week 16, patients who were not responding to treatment
with ustekinumab were switched to brodalumab 210 mg
treatment. Patients receiving placebo therapy received
brodalumab 210 mg Q2W through week 52.

Efficacy of brodalumab in patients with psoriasis with and
without obesity. Hsu et al performed a post-hoc analysis
of pooled data from the AMAGINE-2/3 trials to determine
how obesity affected the efficacy, safety, and tolerability
of brodalumab 210 mg Q2W compared to ustekinumab.?*
This analysis included all patients receiving continuous
brodalumab 210 mg, patients receiving continuous
ustekinumab treatment, and ustekinumab non-responders.

Kokolakis et al performed a similar post-hoc analysis of
data from the AMAGINE-2/3 trials to determine how lifestyle
risk factors — defined as obesity, smoking, or alcohol use -
affected the efficacy of brodalumab 210 mg Q2W compared
to ustekinumab.?® This analysis included all patients
receiving continuous brodalumab 210 mg and patients
receiving continuous ustekinumab treatment. Ustekinumab
non-responders were not included.

Among the 2 studies, patients with obesity were defined as
those with a BMI > 30 kg/m?, and patients without obesity
were those with a BMI <30 kg/m? Efficacy endpoints
included the proportion of patients who achieved PASI
score reductions of > 75% (PASI75), > 90% (PASI90), or 100%
(PASI100) compared to baseline; the proportion of patients
with an sPGA score <1; and the proportion of patients with
a Psoriasis Symptom Inventory (PSI) total score <8 and no
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single item score >1, which defined PSl response. Safety and
tolerability were assessed through monitoring of treatment-
emergent adverse events (TEAEs), serious adverse events,
and adverse events of special interest.

Skin clearance. Overall, both Hsu et al and Kokolakis et al
found that brodalumab demonstrated unchanged, strong
efficacy in achieving skin clearance in patients with psoriasis
who have obesity regardless of BMI status. To begin with,
on post-hoc analysis, Hsu et al found that 40.9% of patients
(n=281/687) had obesity. PASI response rates were similar
between the 2 BMI sub-groups in the brodalumab treatment
arm.? At week 12, PASI75 response rates in patients without
obesity and those with obesity were 97.5% and 97.8%,
respectively, and PASI100 response rates were 54.1% and
49.5%, respectively (Figure 1). At week 52, PASI75 response
rates in patients without obesity and those with obesity
were 87.3% and 93.4%, respectively; PASI90 response rates
were 85.4% and 87.9%, respectively; and PASI100 response
rates were 72.6% and 64.8%, respectively (Figure 1).
Skin clearance, as quantified by sPGA <1, was also
comparable between patients without obesity and those
with obesity receiving brodalumab. At week 52, 86.6% of
patients without obesity achieved sPGA <1, and 92.3% of
patients with obesity achieved sPGA <1. After 12 weeks of
treatment with ustekinumab, more patients without obesity
achieved PASI90 (77.8%) compared to those with obesity
(61.1%), an almost 17% difference. Similarly, there was a
13% difference in ustekinumab patients achieving complete
clearance (37.3% of obese; 24.4% of nonobese) by week 12.
In addition, at week 52, both patients without obesity and

FIGURE 1. Brodalumab treatment response by BMI category. Proportion of nonobese and obese patients on brodalumab achieving PASI75, PASI90,

and PASI100 response at (A) week 12 and (B) week 52.
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those with obesity receiving brodalumab achieved greater
skin clearance compared to those receiving ustekinumab.
Among patients with obesity at week 52, 65% in the
brodalumab group achieved PASI100 compared to 51.9% of
patients with obesity in the ustekinumab group (P=0.02).%
For their post-hoc analysis, Kokolakis et al stratified
patients by number of reported risk factors. In their study
population, 45.0% of patients (n= 418/929) had obesity,
56.9% of normal-weight patients with no risk factors in the
brodalumab group achieved PASI100 compared to 34.2% in
the ustekinumab group (P=0.0186), 55.0% of patients with
one risk factor in the brodalumab group achieved PASI100
compared to 22.2% in the ustekinumab group (P<0.0001),
and 45.9% of patients with 2 risk factors in the brodalumab
group vs 32.2% in the ustekinumab group achieved PASI100
(P=0.0045).% When taken together, the post-hoc analysis
findings from Hsu et al and Kokolakis et al demonstrate
that brodalumab remains highly efficacious in patients
with psoriasis who have obesity, and its clinical efficacy is
unchanged by obese BMI status.

Patient-reported outcomes in patients with vs without
obesity. Hsu et al found that both patients with normal
weight and obesity receiving brodalumab reported similar
rates of PSl response. At week 12, 78.3% of patients without
obesity and 71% of patients with obesity reported PSl scores
that classified them as PSI responders.?*

Similarly, Kokolakis et al found that PSI response was
achieved in 72.5% of patients without obesity with no risk
factors, 63.6% of patients with one risk factor, 62.3% of
patients with 2 risk factors, and 76.9% of patients with 3 risk
factors. In addition, regardless of patient risk factors, more
patients in the brodalumab group were PSI responders
compared to patients in the ustekinumab group.?®

Safety and tolerability in patients with vs without obesity.
Overall, the findings from both sub-analysis studies
demonstrated that brodalumab consistently showed strong,
comparable efficacy with regard to both clinical disease
measures and patient-reported outcomes for patients with
psoriasis and with vs without obesity. Even in patients
with psoriasis and obesity, brodalumab continued to show
superior efficacy over the active comparator, ustekinemab.
Additionally, both sub-analyses found that brodalumab
had a favorable safety profile that was comparable in both
patients with psoriasis and obesity and those without
obesity. Specifically, Hsu et al found that patients without
obesity and those with obesity had similar overall safety
and tolerability of brodalumab.?* Patients with obesity
had a slightly lower exposure-adjusted rate of TEAEs than
patients without obesity (366.3 vs 404.4 per 100 patient-
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years, respectively). The most common TEAEs reported
across all patients were arthralgias and headache. Among
patients receiving brodalumab, patients without obesity
and those with obesity reported similar rates of arthralgias.
In contrast, patients with obesity who received brodalumab
reported fewer headaches than patients without obesity
who received brodalumab. Occurrence rates of grade >2
TEAEs, grade >3 TEAEs, and serious adverse events were
comparable in patients with and without obesity who
received brodalumab.

IL-17 Cytokine Antagonists
Efficacy of IL-17 Antagonists Stratified by Patient Weight

Secukinumab. Secukinumab is a fully human, immunoglob-
ulin G1k (IgG1k) monoclonal antibody that selectively binds
and inhibits IL-17A.% A post-hoc analysis of pooled data from
the ERASE, FIXTURE, FEATURE,? and JUNCTURE? phase 3
trials was performed to evaluate the effect of medical co-
morbidities, including obesity, on secukinumab efficacy and
safety.?® Of the 2401 total patients included, 37.2% (n=892)
had obesity at baseline. Comorbidities evaluated included
angina pectoris, arthritis, cardiac failure, coronary artery
disease, depression, diabetes, gout, hyperlipidemia, hyper-
tension, osteoarthritis, rheumatoid arthritis, obese BMI, and
psoriatic arthritis. Secukinumab patients with no baseline
comorbidities and secukinumab patients with at least one
baseline comorbidity were both significantly more likely to
achieve PASI75 response and IGA mod 2011 <1 response at
week 12 compared to placebo or etanercept patients. When
the effects of individual comorbidities on treatment re-
sponse were evaluated, only bodyweight had a significant
effect. Increased bodyweight (>90 kg) was found to signifi-
cantly decrease the likelihood of achieving PASI75, PASI9O,
PASI100, IGA mod 2011 score of 0/1, and IGA mod 2011 score
of 1 (P<0.05 for each comparison).?

To determine how to optimally manage high bodyweight
patients with secukinumab, a multicenter, randomized,
double-blind, parallel-group phase 3 trial was conducted.*®
Overall, 331 patients with moderate-to-severe plaque
psoriasis weighing >90 kg (n=331) were randomized to
receive secukinumab 300 mg Q2W (n=165) or secukinumab
300 mg Q4W (n=166). Patients receiving Q2W dosing
achieved a significantly greater proportion of PASI90
responses compared to the Q4W cohort at week 16 (73.2%
vs 55.5%, P=0.0003). Non-responders at week 16 in the Q4W
group were evaluated with regard to PASI90 response rates
at week 32, the time-point 16 weeks after re-randomization.
Non-responders who were up-titrated to Q2W dosing
achieved significantly higher rates of PASI90 response
compared to those who remained on Q4W dosing (38.7%
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vs 16.5%, P=0.0439). Secukinumab safety in this study was
consistent with its known, previously published safety
profile, and safety remained similar across treatment arms.*
Taken all together, these findings suggest that secukinumab
treatment response is worse with increased bodyweight.
High bodyweight patients may benefit from more frequent
dosing of secukinumab.

Ixekizumab. Ixekizumab is a fully human, IgG4-k monoclonal
antibody that also selectively binds and inhibits IL-17A.%
In a sub-analysis of pooled data from the UNCOVER-1/2/3
trials,®' the effect of bodyweight on treatment response to
ixekizumab 80 mg Q2W or Q4W was evaluated through
week 12.%2 Patients were divided into 3 bodyweight cohorts:
<80 kg, 80 to <100 kg, and =100 kg. Across bodyweight
cohorts in the ixekizumab Q2W group, rates of PASI75 and
sPGA <1 at week 12 were similar. The ixekizumab Q4W
group exhibited a numerical trend of decreasing PASI75
response rates with increasing bodyweight (Table 1).
Overall, however, both ixekizumab Q2W and ixekizumab
Q4W treatment resulted in significantly better treatment
response across all bodyweight cohorts compared to both
placebo and etanercept. In terms of safety, the rate of
TEAEs was similar across bodyweight cohorts, including
commonly reported TEAEs such as nasopharyngitis and
upper respiratory infections.® This sub-analysis suggests
that bodyweight does not have a meaningful impact on
ixekizumab treatment response.

TABLE 1.
Ixekizumab Treatment Response Across Weight Categories. Proportion of patients achieving PASI75, PASI90, and PASI100 response by weight

L. Guo, L. Kircik, A.W. Armstrong

Bimekizumab. Bimekizumab is a humanized IgG1 monoclo-
nal antibody that selectively binds and inhibits both IL-17A
and IL17E% A sub-analysis studied the efficacy of bimeki-
zumab across subgroups of patient baseline characteristics,
including bodyweight <100 kg vs >100 kg.3* Pooled data was
used from the BE SURE, BE VIVID, and BE READY trials and
the first 96 weeks of data from their open-label extension
(OLE) trials, BE BRIGHT and BE RADIANT. Regardless of dos-
ing regimen, patients <100 kg were more likely to achieve
PASI90 and PASI100 at week 156 compared to patients
>100 kg (Table 2).22 Altogether, the results of these pooled
analyses suggest that bimekizumab efficacy decreases with
increased bodyweight, and patients with a high bodyweight
may benefit from more frequent dosing. Bimekizumab is
the only IL-17 cytokine antagonist with a weight-based dos-
ing regimen.%°

IL-23 Antagonists
Efficacy of IL-23 Antagonists Stratified by Weight, Obesity, or
Metabolic Syndrome Status

Guselkumab. Guselkumab is a fully human, IgG1A
monoclonal antibody that selectively binds the p19 subunit
of IL-:23 to inhibit downstream IL-23 signaling.*®** An analysis
of pooled data from the phase 3VOYAGE 1/2 trials evaluated
the efficacy of guselkumab across patient subpopulations
stratified by baseline characteristics, including weight and
BMI.*” Bodyweight was sub-categorized in 2 ways: <90

category in the ixekizumab Q2W arm and the ixekizumab Q4W arm.

<80 90.9 779
80 to <100 89.4 70.6
>100 85.7 60.2

TABLE 2.

46.7 85.6 72.6 43.8
39.1 85.6 65.4 34.3
25.8 74.2 52.7 22

Bimekizumab Treatment Response by Weight Category. Proportion of patients achieving PASIS0 and PASI100 response by weight category

across all bimekizumab treatment arms and in the bimekizumab Q4W/Q8W/Q8W treatment arm.

<100 92.6 72.9 95.4 78.9

>100 88.6 64.1 93.2 614
'Dosing regimens included bimekizumab Q4W (initial treatment)/Q4W (maintenance treatment)/Q4W (OLE), Q4W/Q4W/Q8W, Q4W/Q8W/Q4W, and Q4W/Q8W/Q8W.
2Sub-analysis was performed for patients receiving the bimekizumab Q4W/Q8W/Q8W dosing regimen.
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FIGURE 2. Guselkumab treatment response by weight quartile. Proportion of patients on guselkumab achieving (A) IGA 0/1 response and (B) IGA 0

response by weight quartile.
(A)

IGA 0 Response at Week 24

<74.6 74.6 to <84.6 84.6 to <100

Weight by quartiles (kg)

2100

Proportion of patients achieving
IGA 0 (%)

kg and >90 kg, or in weight quartiles (<74.6 kg, 74.6 kg to
<86.4 kg, 84.6 kg to <100 kg, and >100 kg). Obese BMI was
defined as BMI >30 kg/m?2. Of the 1829 patients included,
41.9% (n=765) weighed >90 kg, 26% (n=530) weighed >100
kg, and 40.2% (n=735) had an obese BMI. Across all weight
categories, patients receiving guselkumab had similar IGA
<1 response rates (range: 78.3%-88.1%). Regardless of
weight, patients receiving guselkumab had significantly
higher rates of IGA <1 compared to patients on both placebo
and adalimumab at week 24.The superiority of guselkumab
over adalimumab was particularly pronounced in the >100kg
weight quartile, with 78.3% of guselkumab patients >100kg
achieving IGA <1 vs 45.2% of adalimumab patients >100
kg. Similarly, 79.0% of guselkumab patients with obesity
achieved IGA <1 compared to 46.7% of adalimumab patients
with obesity.?” Overall, this suggests that high bodyweight
does not impact guselkumab efficacy. Additionally, patients
with high bodyweight and/or obese BMI may have a more
pronounced treatment response to guselkumab compared
to adalimumab (Figure 2).

Risankizumab. Risankizumab is a humanized, IgG1
monoclonal antibody that similarly inhibits IL.-23 by targeting
the p19 subunit.*¥The UltIMMa-1/2 phase 3 trials evaluated
the efficacy and safety of subcutaneous risankizumab
compared to placebo or the active comparator ustekinumab
for moderate-to-severe plaque psoriasis.®® Patients could
continue in the open-label extension study, LIMMitless, to
take risankizumab 150 mg Q12W at week 52 through week
256.40

A sub-analysis of the LIMMitless trial studied the effects of
baseline characteristics, including BMI, on risankizumab
treatment response. BMI was sub-categorized as <25 kg/
m?, 25 to <30 kg/m?, and >30 kg/m2.#' The authors quantified
treatment efficacy using PASI90 or PASI100 response rates.
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Of the 525 total patients enrolled, 48.6% (n=255/525) had BMI
>30 kg/m?. At week 256, patients across BMI categories had
similar PASI90 response rates (89.7% for BMI <25, 87.6% for
BMI 25 to <30, and 82.7% for BMI >30) and PASI100 response
rates (61.5%, 56.9%, and 57.3%, respectively).*’ Overall, the
sub-analysis results did not suggest any differences in
risankizumab treatment response based on BMI.

Tildrakizumab. Tildrakizumab is a humanized, IgGik
monoclonal antibody that also targets IL-23 via the p19
subunit.*? A post-hoc analysis of the reSURFACE 1/2
and extension studies evaluated the effect of metabolic
syndrome on tildrakizumab 100 mg or 200 mg treatment
response.®® Of 640 total patients included, 20.1% (n=134)
had metabolic syndrome at baseline. At week 244, PASI75,
PASI90, and PASI100 response rates were comparable
between patients with and without metabolic syndrome in
both tildrakizumab treatment groups. The median decrease
from baseline PASI score between weeks 28 and 244 were
also similar between patients in the tildrakizumab 100 mg
treatment group (>83% vs >89% for patients with vs without
metabolic syndrome) and in the tildrakizumab 200 mg
treatment group (>85% vs 90%, respectively). In terms of
safety, the safety profile of tildrakizumab was similar when
comparing TEAEs, serious adverse events, and adverse
events of special interest in patients with vs without
metabolic syndrome.**Taken together, these results suggest
that tildrakizumab maintained similar efficacy and safety in
patients with and without metabolic syndrome.

Biologic Therapies in Psoriasis Patients with Obesity: Real-
World Data

In addition to clinical trial data, real-world clinical
experiences add additional perspectives that complement
evaluations of obesity and psoriasis treatment response.
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With regard to IL-17R antagonists, real-world practice data
supports the effectiveness of brodalumab regardless of
BMI. A retrospective study of patients seen at 14 ltalian
dermatology clinics studied the effectiveness of brodalumab
over 3 years.* Patients were categorized as normal-weight
(BMI <25 kg/m?), overweight (25 to <30 kg/m?), and obese
(>30 kg/m?). Overweight patients were significantly more
likely to achieve PASI100 response than patients with obesity
at weeks 24 and 52 only, but no significant differences were
found at any other time points. In addition, there were no
significant differences in treatment response between
patients with obesity and normal-weight patients at any
time points. Similar to clinical trial findings,??® brodalumab
continued to show strong efficacy against moderate-to-
severe psoriasis regardless of BMI. Interestingly, although
there was a slight signal with overweight patients on
brodalumab achieving higher PASI100 response rates
at weeks 24 and 52 compared to patients with obesity,
this difference normalized at all other time points, which
suggests that from a long-term perspective, any slight
changes in efficacy may be simply temporary. Additionally,
there were no differences in clinical response to brodalumab
between normal-weight patients and those with obesity at
any time point. This further supports the clinical trial data,
which showed that brodalumab remained similarly and
highly efficacious in patients with psoriasis with and without
obesity. Overall, BMI did not appear to affect brodalumab
effectiveness in real-world clinical practice.

In terms of treatment response to IL-17 antagonists, real-
world findings are less clear for patients with obesity.
For example, a recent single-center, retrospective study
evaluated treatment response in the first 35 patients treated
with ixekizumab following drug approval by the European
Medicines Agency.®*4¢ These patients were compared to
the first 28 patients treated with ustekinumab following
EMA drug approval.¥’ Patients were grouped by BMI into 2
categories: normal weight (BMI <27) and “slight overweight”
(BMI >27).The study found that “slight overweight” patients
on ixekizumab had increased PASI90 response rates at week
52 compared to those on ustekinumab. However, “slight
overweight” patients on both treatments had numerically
decreased PASI100 response rates compared to PASI90
response rates, although no statistical differences were
found.*® In contrast, a multicenter retrospective study from
Italy looked at treatment response and drug survival in
psoriasis patients initiating biologic therapies that included
adalimumab, etanercept, ixekizumab, secukinumab, and
ustekinumab.® BMI categories were defined as <30 kg/
m? and >30 kg/m2. On multivariate analysis, patients with
BMI >30 kg/m? were less likely to respond clinically to
secukinumab and ixekizumab, and they were more likely to
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discontinue secukinumab and ustekinumab treatment at 24
months. However, BMI had no effect on clinical response
for adalimumab, etacanercept, and ustekinumab. The
long-term drug survival of adalimumab, etanercept, and
ixekizumab was also unaffected by BMI.*® Taken together,
the real-world data on the effectiveness of IL-17 antagonists
across BMI groups has yielded mixed results in comparison
to clinical trial data.

Lastly, in terms of IL-23 antagonists, a recent study using
the CorEvitas Psoriasis registry aligned with clinical trial
findings for guselkumab treatment response in patients
with psoriasis who have obesity.” Real-world data
from American and Canadian clinical sites was used to
determine whether guselkumab effectiveness varied across
different BMI categories. Disease activity, clinical treatment
response, and patient-reported outcomes were collected
at baseline visits and follow-up visits after 9-12 months of
persistent guselkumab treatment; both clinical and patient-
reported outcomes were used to determine effectiveness
of guselkumab therapy. Patients were grouped into the
following categories based on BMI: underweight/normal
weight (<25 kg/m?), overweight (25 to <30 kg/m?), and obese
(>30 kg/m?). The study found no significant difference in
clinical and patient-reported outcomes across BMI groups
following guselkumab treatment,* further demonstrating
that BMI does not negatively impact guselkumab
effectiveness in a real-world setting (Table 3).

Taken together, real-world data suggests that obese BMI
may have avariable effect on clinical treatment response and
drug survival depending on the biologic therapy regimen.
Brodalumab and guselkumab demonstrated comparable
efficacy across BMI categories, while the data on IL-17
receptor antagonists is somewhat inconclusive. Clinical trial
data and real-world findings should be integrated to better
inform biologic choices.

Optimizing Management of Psoriasis Patients With Obesity
Considerations for Pharmacologic Management of Psoriasis
Patients With Obesity

When determining the appropriate treatment regimen for
psoriasis patients, integrating their comorbid conditions into
the medical decision-making process is key to optimizing
management. This is particularly true for patients with
psoriasis and comorbid obesity, who represent such a large
proportion of the overall psoriasis patient population.™
Therefore, when treating patients with psoriasis and
obesity, clinicians should consider biologic therapies that
have demonstrated comparable efficacy in both patients
with and without obesity. The IL-17R antagonist brodalumab
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TABLE 3.
Real-World Guselkumab Treatment Response Across BMI Categories. Proportion of patients achieving IGA 0/1, IGA 0, and PASI90 response by

L. Guo, L. Kircik, A.W. Armstrong

BMI category following 9-12 months of guselkumab treatment.

Underweight/Normal 72
Overweight 58
Obese 57

has strong clinical trial and real-world data showing its
consistent efficacy across BMI categories.?*®4# The IL-
23 antagonist guselkumab has shown similar efficacy in
treating both patients with and without obesity.*’ The IL-17
antagonist ixekizumab has some comparable efficacy in
treating both patients with and without obesity in clinical
trial analyses, although further real-world data may help
to clarify trends in ixekizumab treatment response across
BM | S.32'46’48

In addition, some biologic therapies offer weight-based
dosing regimens, such as bimekizumab, ustekinumab, and
infliximab. Bimekizumab is a humanized IgG1 monoclonal
antibody that selectively targets IL-17A and IL17F* After
patients are loaded with 320 mg subcutaneous injections
Q4W through week 16, the dosing regimen is stratified
by bodyweight: patients weighing <120 kg receive 320
mg Q8W, while patients weighing >120 kg receive 320
mg Q4W.%° Ustekinumab is a fully human, high-affinity
monoclonal antibody that binds the p40 subunit of I.-12 and
IL-:23 to block signaling through both cytokines.® Patients
weighing <100 kg receive 45 mg subcutaneously at week 0,
week 4, and Q12W thereafter, and patients weighing >100
kg receive 90 mg at week 0, week 4, and Q12W thereafter.%
Lastly, infliximab is a mouse-human chimeric IgG1
monoclonal antibody that selectively binds and neutralizes
human TNF-a.%? For treatment of psoriasis and psoriatic
arthritis, patients receive 5 mg/kg via intravenous infusion
at week 0, 2, 6, and Q8W thereafter.>®* However, because
infliximab must be administered via intravenous infusion
for at least 2 hours, this biologic therapy is not widely used
in dermatologic practice. In addition, prior literature has
identified an association between anti-TNF-a therapy (ie,
infliximab, etanercept) and weight gain, which may have
the unwanted effect of potentially exacerbating comorbid
obesity.54%6

Lifestyle Modlifications for Psoriasis Patients With Obesity

Psoriasis patients with obesity should also be encouraged
to make lifestyle changes to complement pharmacologic
management of their disease. Weight loss interventions may
have the dual benefit of addressing obesity and improving
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48 56
35 46
33 46

From a nutritional standpoint, prospective studies of
calorie restriction in patients with psoriasis have suggested
that calorie restriction — with or without weight loss -
may improve psoriasis.’®® In one randomized controlled
trial, 60 patients with plaque psoriasis and BMI >27 were
randomized to consume a low-energy diet (LED, 800-1000
kcal/day) for 8 weeks followed by 8 weeks of normal food
intake (up to 1200kcal/day) vs an ordinary healthy diet.>”
Patients continued on anti-psoriatic therapies while in the
study if therapy had not been changed <3 months prior to
study entry.The primary endpoint was PASI at week 16, and
the secondary endpoint was DLQI at week 16. Patients in
the LED group experienced significantly more weight loss
(P<0.001), greater reductions in PASI score (P=0.06), and
greater improvements in DLQI scores (P=0.02).5

Additionally, a prospective study from Croatia studied the
effects of calorie restriction and topical steroid treatment
compared to topical steroid treatment alone.%® Of patients
hospitalized with moderate psoriasis, 42 received topical
steroids twice daily with calorie restriction, while 40 patients
only received topical steroids. Although there were no
significant differences in weight change between the calorie
restriction and control group, the calorie restriction group
did experience a significant reduction in psoriasis disease
severity and serum lipid levels compared to the control
group.%® Taken together, patients with comorbid psoriasis
and obesity may be recommended a calorie-restricted
diet to promote reduction of weight, markers of metabolic
disease such as serum lipids, and psoriasis disease severity.

Pharmacologic Weight Loss Interventions for Psoriasis
Patients With Obesity

In addition to lifestyle changes, pharmacologic interventions
such as glucagon-like peptide (GLP)-1 receptor agonists
(GLP-1rA) may help patients reduce weight and enhance
glycemic control in patients with obesity and type 2 diabetes
mellitus (T2DM).® A prospective case series followed 7
patients with T2DM and psoriasis who received GLP-1rA
treatment with either liraglutide or exenatide for 16 to 20
weeks. Participants’ mean BMI was 32. Following treatment,
patients experienced a significant decrease in PASI (mean
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FIGURE 3. Real-world brodalumab treatment response by BMI category. Proportion of normal weight, overweight, and obese patients on brodalumab
achieving (A) PASI90 and (B) PASI100 response at weeks 12, 24, 52, 104, and 156.
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12 t0 9.2, P=0.04), HbA1c (mean 7.5 to 6.5, P=0.014), and BMI
(mean 32.0 to 30.6, P=0.05).%° Therefore, GLP-1rA treatment
may be useful in psoriasis patients with both obesity and
T2DM to improve blood sugar, psoriasis disease severity,
and enhance weight loss.

Surgical Weight Loss Interventions for Psoriasis Patients
With Obesity

In addition to calorie restriction, gastric bypass surgery
may also improve psoriasis disease. In one retrospective
study, 34 psoriasis patients with morbid obesity undergoing
gastric bypass surgery trended towards decreased psoriasis
severity following surgery.®® Sixty-two percent of patients
reported improvement in their psoriasis following surgery,
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4 patients tolerated a decrease from systemic treatment to
topicals, and 7 patients tolerated a decrease from topical
therapies to no treatment. A retrospective cohort study of
Danish patients further supported the benefits of gastric
bypass surgery in the setting of psoriasis. Egeberg et al
evaluated Danish patients who underwent gastric bypass
surgery (n=12364) or gastric banding (n=1071)." Compared
to patients who underwent gastric banding, patients in
the gastric bypass cohort were significantly less likely to
develop new psoriasis, and those with pre-existing psoriasis
were significantly less likely to progress from mild to severe
psoriasis. Therefore, gastric bypass may be considered for
surgical weight reduction in patients with morbid obesity
and psoriasis.
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CONCLUSION

Obesity and psoriasis are both pro-inflammatory states
with a bidirectional association. When managing patients
with comorbid psoriasis and obesity, clinicians should
take care to select effective systemic therapies that have
been proven to achieve good treatment responses across
a range of BMls in both clinical trials and real-world data.
Current psoriasis biologics include options across classes
— including IL-17R antagonists, IL-17 antagonists, and I-23
antagonists — that have demonstrated similar efficacy and
safety in patients with and without obesity. In particular,
clinicians may consider brodalumab as a strong treatment
option in patients with psoriasis and comorbid obesity.
Some therapies also offer weight-based dosing regimens,
which may further aid in optimizing the pharmacologic
management of patients with psoriasis and obesity. From
a lifestyle standpoint, patients with psoriasis and obesity
should be encouraged to pursue weight loss via calorie
restriction. In terms of medical weight loss interventions,
GLP-1rA therapy or gastric bypass surgery may help to
improve both psoriasis and obesity. Future work can be done
to characterize the effect of obese BMI more definitively on
a wider array of biologics in real-world settings.

DISCLOSURES

LG has no relevant disclosures.

LK has served as an investigator, speaker, advisory board
member, or consultant for 3M, Abbott, Aclaris Therapeutics,
Allergan, Amgen, Anacor Pharmaceuticals, Assos
Pharmaceuticals, Astellas Pharma US, Asubio Pharma,
Bayer Healthcare Pharmaceuticals, Berlex Laboratories
(Bayer Healthcare Pharmaceuticals), Biogen, BiolLife,
Biopelle, Blue Willow Biologics, Boehringer Ingelheim,
Breckenridge  Pharmaceutical, Celgene Corporation,
Centocor, ColBar LifeScience, CollaGenex Pharmaceuticals,
Combimatrix Molecular Diagnostics, Connetics Corporation,
Coria Laboratories, Dermik Laboratories, Dermira, Dow
Pharmaceutical Sciences, DUSA Pharmaceuticals, Eli Lilly,
Embil Pharmaceutical, EOS Pharmaceutical, Ferndale
Pharma Group, Galderma, Genentech, GSK, Healthpoint,
Idera Pharmaceuticals, Innocutis Medical, Innovail,
Johnson & Johnson, Laboratory Skin Care, LEO Pharma,
LOréal, Maruho, Medical International Technologies,
Medicis Pharmaceutical, Merck, Merz Pharma, Novartis AG,
Noven Pharmaceuticals, Nucryst Pharmaceuticals, Obagi
Medical Products, Ortho Neutrogena, Pediapharma, Pfizer,
PharmaDerm, Promius Pharma, PuraCap Pharmaceutical,
QLT, Quatrix, Quinnova Pharmaceuticals, Serono (Merck-

This document contains proprietary information, images and marks of Journal of Drugs in Dermatology (JDD).

L. Guo, L. Kircik, A.W. Armstrong

Serono International), SkinMedica, Stiefel Laboratories,
Sun Pharma, Taro Pharmaceutical Industries, TolerRx, Triax
Pharmaceuticals, UCB, Valeant Pharmaceuticals North
America, Warner Chilcott, XenoPort, and ZAGE.

AWA has served as a research investigator, scientific
advisor, or speaker to AbbVie, Amgen, Almirall, Arcutis,
ASLAN, Beiersdorf, Bl, BMS, EPI, Incyte, Leo, UCB, Janssen,
Lilly, Mindera, Nimbus, Novartis, Ortho, Sun, Dermavant,
Dermira, Sanofi, Takeda, Organon, Regeneron, Pfizer and
Ventyx.

REFERENCES

1. Chooi YC, Ding C, Magkos F The epidemiology of obesity. Metabolism.
2019/03/01/ 2019;92:6-10. doi: 10.1016/j.metabol.2018.09.005

Obesity and overweight. World Health Organization. Accessed June 11, 2024.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6290660/

Body Mass Index (BMI). U.S. Centers for Disease Control and Prevention.
Accessed June 11, 2024. https://www.cdc.gov/healthyweight/assessing/bmi/
index.html

Cole TJ, Bellizzi MC, Flegal KM, et al. Establishing a standard definition
for child overweight and obesity worldwide: international survey. BMJ.
2000;320(7244):1240-3. doi:10.1136/bmj.320.7244.1240

Arroyo-Johnson C, Mincey KD. Obesity epidemiology worldwide. Gastroenterol
Clin North Am. 2016;45(4):571-579. doi:10.1016/j.gtc.2016.07.012

Haslam DW, James WP Obesity. Lancet. 2005;366(9492):1197-209.
doi:10.1016/s0140-6736(05)67483-1

Armstrong AW, Harskamp CT, Armstrong EJ. The association between
psoriasis and obesity: a systematic review and meta-analysis of observational
studies. Nutr Diabetes. 2012;2(12):e54. doi:10.1038/nutd.2012.26

Jensen B Skov L. Psoriasis and obesity. Dermatology. 2017;232(6):633-639.
doi:10.1159/000455840

Aune D, Snekvik |, Schlesinger S, et al. Body mass index, abdominal fatness,
weight gain and the risk of psoriasis: a systematic review and dose-response
meta-analysis of prospective studies. Eur J Epidemiol. 2018;33(12):1163-1178.
doi:10.1007/510654-018-0366-z

Fleming P, Kraft J, Gulliver WR et al. The relationship of obesity with the severity
of psoriasis: a systematic review. J Cutan Med Surg. Sep-Oct 2015;19(5):450-
6. doi:10.1177/1203475415586332

Carrascosa JM, RocamoraV, Fernandez-Torres RM, et al. Obesity and psoriasis:
inflammatory nature of obesity, relationship between psoriasis and obesity,
and therapeutic implications. Actas Dermo-Sifiliograficas (English Edition).
2014/01/01/ 2014;105(1):31-44. doi: 10.1016/j.adengl.2012.08.024

Guzik TJ, Mangalat D, Korbut R. Adipocytokines - novel link between
inflammation and vascular function? J Physiol Pharmacol. 2006;57(4):505-28.
Davidovici BB, Sattar N, Prinz J, et al. Psoriasis and systemic inflammatory
diseases: potential mechanistic links between skin disease and co-morbid
conditions. J Invest Dermatol. 2010;130(7):1785-96. doi:10.1038/jid.2010.103
Gerdes S, Rostami-Yazdi M, Mrowietz U. Adipokines and psoriasis.
Experimental Dermatology. 2011;20(2):81-87. doi:https://doi.org/10.1111/j.1600-
0625.2010.01210.x

Bremmer S, Van Voorhees AS, Hsu S, et al. Obesity and psoriasis: from the
Medical Board of the National Psoriasis Foundation. J Am Acad Dermatol.
2010;63(6):1058-69. doi:10.1016/j.jaad.2009.09.053

Clark L, Lebwohl M. The effect of weight on the efficacy of biologic therapy in
patients with psoriasis. J Am Acad Dermatol. 2008/03/01/ 2008;568(3):443-446.
doi: 10.1016/j.jaad.2007.11.011

Singh S, Facciorusso A, Singh AG, et al. Obesity and response to anti-
tumor necrosis factor-a agents in patients with select immune-mediated
inflammatory diseases: A systematic review and meta-analysis. PLoS One.
2018;13(5):e0195123. doi:10.1371/journal.pone.0195123

Dalamaga M, Papadavid E. Can we better strategize our choice of
pharmacotherapy for patients with co-morbid psoriasis and obesity? Expert
Opinion on Pharmacotherapy. 2019/07/24 2019;20(11):1303-1308. doi:10.1080
/14656566.2019.1603294

Russell CB, Rand H, Bigler J, et al. Gene expression profiles normalized in
psoriatic skin by treatment with brodalumab, a human anti-Il-17 receptor
monoclonal antibody. J /mmunol. 2014;192(8):3828-36. doi:10.4049/
jimmunol.1301737

No reproduction or use of any portion of the contents of these materials may be made without the express written consent of JDD. If you feel you
have obtained this copy illegally, please contact JDD immediately at support@jddonline.com

JO0S10125



To order reprints or e-prints of JDD articles please contact sales@jddonline.com

s14

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37

38.

39.

40.

This document contains proprietary information, images and marks of Journal of Drugs in Dermatology (JDD).

JourNAL OF DRUGS IN DERMATOLOGY
January 2025 ¢ VOLUME 24 ¢ ISSUE 1 (SUPPLEMENT 1)

Frieder J, Kivelevitch D, Menter A. Secukinumab: a review of the anti-IL-17A
biologic for the treatment of psoriasis. Ther Adv Chronic Dis. 2018;9(1):5-21.
doi:10.1177/2040622317738910

Syed YY. Ixekizumab: a review in moderate to severe plaque psoriasis. Am J
Clin Dermatol. 2017;18(1):147-158. doi:10.1007/s40257-017-0254-4

Reich K, Warren RB, Lebwohl M, et al. Bimekizumab versus secukinumab
in plaque psoriasis. N Engl J Med. 2021;385(2):142-152. doi:10.1056/
NEJMo0a2102383

Armstrong A, Fried R, Koo J, et al. Mechanism of action of brodalumab may
correlate with efficacy in patients with inflammatory skin diseases. J Drugs
Dermatol. 2023;22(10):994-1000. doi:10.36849/jdd.7701

Hsu S, Green LJ, Lebwohl MG, et al. Comparable efficacy and safety of
brodalumab in obese and nonobese patients with psoriasis: analysis of two
randomized controlled trials. Br J Dermatol. 2020;182(4):880-888. doi:10.1111/
bjd.18327

Kokolakis G, Vadstrup K, Hansen JB, et al. Increased skin clearance and
quality of life improvement with brodalumab compared with ustekinumab in
psoriasis patients with aggravating lifestyle factors. Dermatol Ther (Heidelb).
2021;11(6):2027-2042. doi:10.1007/s13555-021-00618-5

Langley RG, Elewski BE, Lebwohl M, et al. Secukinumab in plaque psoriasis
— results of two phase 3 trials. New Eng J Med. 2014;371(4):326-338.
doi:doi:10.1056/NEJMo0a1314258

Blauvelt A, Prinz JC, Gottlieb AB, et al. Secukinumab administration by pre-filled
syringe: efficacy, safety and usability results from a randomized controlled trial
in psoriasis (FEATURE). Br J Dermatol. Feb 2015;172(2):484-93. doi:10.1111/
bjd.13348

Paul C, Lacour JR Tedremets L, et al. Efficacy, safety and usability of
secukinumab administration by autoinjector/pen in psoriasis: a randomized,
controlled trial (JUNCTURE). J Eur Acad Dermatol Veenereol. 2015;29(6):1082-
90. doi:10.1111/jdv.12751

Gottlieb AB, Wu JJ, Griffiths CEM, et al. Clinical efficacy and safety of
secukinumab in patients with psoriasis and comorbidities: pooled analysis of 4
phase 3 clinical trials. J Dermatol Treat. 2022/04/03 2022;33(3):1482-1490. doi:
10.1080/09546634.2020.1832187

Augustin M, Reich K, Yamauchi P, et al. Secukinumab dosing every 2 weeks
demonstrated superior efficacy compared with dosing every 4 weeks in
patients with psoriasis weighing 90 kg or more: results of a randomized
controlled trial. BrJ Dermatol. 2022;186(6):942-954. doi:10.1111/bjd.20971
Gordon KB, Blauvelt A, Papp KA, et al. Phase 3 trials of ixekizumab in
moderate-to-severe plaque psoriasis. New England Journal of Medicine.
2016;375(4):345-356. doi:doi:10.1056/NEJMoa1512711

Reich K, Puig L, Mallbris L, et al. The effect of bodyweight on the efficacy and
safety of ixekizumab: results from an integrated database of three randomized,
controlled Phase 3 studies of patients with moderate-to-severe plaque
psoriasis. J Eur Acad Dermatol Venereol. 2017;31(7):1196-1207. doi:10.1111/
jdv.14252

Adams R, Maroof A, Baker T, et al. Bimekizumab, a novel humanized 1gG1
antibody that neutralizes both I-17A and ILl-17F Front Immunol. 2020;11:1894.
doi:10.3389/fimmu.2020.01894

Strober B KJ, Magnolo N, Vender R, et al. Bimekizumab efficacy across
subgroups of patients with moderate to severe plaque psoriasis: Pooled
analysis from up to 3 years of treatment in 5 phase 3/3b clinical trials presented
at: American Academy of Dermatology; 2024; San Diego, CA.

Blauvelt A, Papp KA, Griffiths CE, et al. Efficacy and safety of guselkumab, an
anti-interleukin-23 monoclonal antibody, compared with adalimumab for the
continuous treatment of patients with moderate to severe psoriasis: Results
from the phase Ill, double-blinded, placebo- and active comparator-controlled
VOYAGE 1 trial. J Am Acad Dermatol. 2017;76(3):405-417. doi:10.1016/.
jaad.2016.11.041

Reich K, Griffiths CEM, Gordon KB, et al. Maintenance of clinical response
and consistent safety profile with up to 3 years of continuous treatment with
guselkumab: Results from the VOYAGE 1 and VOYAGE 2 trials. J Am Acad
Dermatol. 2020;82(4):936-945. doi:10.1016/j.jaad.2019.11.040

Gordon KB, Blauvelt A, Foley R, et al. Efficacy of guselkumab in subpopulations
of patients with moderate-to-severe plaque psoriasis: a pooled analysis of the
phase Il VOYAGE 1 and VOYAGE 2 studies. Br J Dermatol. 2018;178(1):132-
139. doi: 10.1111/bjd.16008

Krueger GG, Langley RG, Leonardi C, et al. A Human interleukin-12/23
monoclonal antibody for the treatment of psoriasis. N Engl J Med.
2007;356(6):580-592. doi: 10.1056/NEJM0a062382

Gordon KB, Strober B, Lebwohl M, et al. Efficacy and safety of risankizumab
in moderate-to-severe plaque psoriasis (UltIMMa-1 and UltIMMa-2): results
from two double-blind, randomised, placebo-controlled and ustekinumab-
controlled phase 3 trials. Lancet. 2018;392(10148):650-661. doi:10.1016/s0140-
6736(18)31713-6

Papp KA, Blauvelt A, Puig L, et al. Long-term safety and efficacy of risankizumab
for the treatment of moderate-to-severe plaque psoriasis: Interim analysis of
the LIMMitless open-label extension trial up to 5 years of follow-up. J Am Acad
Dermatol. 2023;89(6):1149-1158. doi:10.1016/j.jaad.2023.07.1024

L. Guo, L. Kircik, A.W. Armstrong

41.

42.

43.

44.

45.

46.

47,

48.

49.

50.

51.

52.

53.

54.

55.

56.

57

58.

59.

60.

61.

Strober B, Bachelez H, Crowley J, et al. Efficacy of long-term risankizumab
treatment for moderate-to-severe plaque psoriasis: Subgroup analyses
by baseline characteristics and psoriatic disease manifestations through
256 weeks (LIMMitless trial). J Eur Acad Dermatol Venereol. 2024,38(5):864-
872. doi:10.1111/jdv.19748

Reich K, Papp KA, Blauvelt A, et al. Tildrakizumab versus placebo or etanercept
for chronic plaque psoriasis (reSURFACE 1 and reSURFACE 2): results from
two randomised controlled, phase 3 trials. Lancet. 2017;390(10091):276-288.
doi:10.1016/s0140-6736(17)31279-5

Fernandez AR Dauden E, Gerdes S, et al. Tildrakizumab efficacy and safety
in patients with psoriasis and concomitant metabolic syndrome: post hoc
analysis of 5-year data from reSURFACE 1 and reSURFACE 2. J Eur Acad
Dermatol Venereol. 2022;36(10):1774-1783. doi: 10.1111/jdv.18167

Gargiulo L, Ibba L, Malagoli B et al. Brodalumab for the treatment of plaque
psoriasis in a real-life setting: a 3years multicenter retrospective study-IL
PSO (ltalian landscape psoriasis). Front Med (Lausanne). 2023;10:1196966.
doi:10.3389/fmed.2023.1196966

Taltz, INN-ixekizumab. European Medicines Agency. Accessed June 11, 2024.
https://www.ema.europa.eu/en/documents/product-information/taltz-epar-
product-information_en.pdf

Herrera-Acosta E, Garriga-Martina GG, Suérez-Pérez JA, et al. Ixekizumab
vs ustekinumab for skin clearance in patients with moderate to severe
psoriasis after a year of treatment: Real-world practice. Dermatol Ther.
2020;33(6):€14202. doi:10.1111/dth.14202

Stelara. European Medicines Agency. Accessed June 11, 2011. https://www.
ema.europa.eu/en/medicines/human/EPAR/stelara

Pirro F, Caldarola G, Chiricozzi A, et al. Impact of body mass index on the
efficacy of biological therapies in patients with psoriasis: a real-world study.
Clin Drug Investig. 2021;41(10):917-925. doi:10.1007/s40261-021-01080-z
Armstrong AW, Fitzgerald T, McLean RR, et al. The effectiveness of guselkumab
by BMI category among patients with moderate-to-severe plaque psoriasis in
the CorEvitas psoriasis registry. Adv Ther. 2023;40(5):2493-2508. doi:10.1007/
$12325-023-02467-4

BIMZELX® (bimekizumab-bkzx) injection, for subcutaneous use. Food and
Drug Administration. Accessed June 11, 2024. https://www.accessdata.fda.
gov/drugsatfda_docs/label/2023/761151s000Ibl.pdf

STELARA® (ustekinumab) injection, for subcutaneous or intravenous use Food
and Drug Administration. Accessed June 11, 2024.https://www.accessdata.
fda.gov/drugsatfda_docs/label/2019/761044s003Ibl.pdf

Scallon BJ, Moore MA, Trinh H, et al. Chimeric anti-TNF-alpha monoclonal
antibody cA2 binds recombinant transmembrane TNFalpha and activates
immune effector functions. Cytokine. 1995;7(3):251-9.  doi:10.1006/
cyt0.1995.0029

INFLIXIMAB for injection, for intravenous use Food and Drug Administration.
Accessed June 11, 2024. https://www.accessdata.fda.gov/drugsatfda_docs/
label/2021/103772s5401Ibl.pdf

Gisondi P, Del Giglio M, Di FrancescoV, et al. Weight loss improves the response
of obese patients with moderate-to-severe chronic plaque psoriasis to low-
dose cyclosporine therapy: a randomized, controlled, investigatorblinded
clinical trial. Am J Clin Nutr. 2008;88(5):1242-7. doi:10.3945/ajcn.2008.26427
Gisondi P Conti A, Galdo G, et al. Ustekinumab does not increase body mass
index in patients with chronic plaque psoriasis: a prospective cohort study. Br
J Dermatol. 2013;168(5):1124-7. doi:10.1111/bjd. 12235

Mahé E, Reguiai Z, Barthelemy H, et al. Evaluation of risk factors for body
weight increment in psoriatic patients on infliximab: a multicentre, cross-
sectional study. J Eur Acad Dermatol Venereol. 2014;28(2):151-9. doi:10.1111/
jdv.12066

Jensen R Zachariae C, Christensen R, et al. Effect of weight loss on the severity
of psoriasis: a randomized clinical study. JAMA Dermatology. 2013;149(7):795-
801. doi:10.1001/jamadermatol.2013.722

Rucevi¢ |, Perl A, Barisi¢-Drusko V, et al. The role of the low energy diet in
psoriasis vulgaris treatment. Coll Antropol. 2003;27 Suppl 1:41-8.

Buysschaert M, Preumont V, Oriot PR, et al. One-year metabolic outcomes
in patients with type 2 diabetes treated with exenatide in routine practice.
Diabetes Metab. 2010;36(5):381-8. doi:10.1016/j.diabet.2010.03.009

Hossler EW, Maroon MS, Mowad CM. Gastric bypass surgery improves
psoriasis. J Am Acad Dermatol. 2011;65(1):198-200. doi:10.1016/}.
jaad.2010.01.001

Egeberg A, Serensen JA, Gislason GH, et al. Incidence and prognosis of
psoriasis and psoriatic arthritis in patients undergoing bariatric surgery. JAMA
Surgery. 2017;152(4):344-349. doi:10.1001/jamasurg.2016.4610

AUTHOR CORRESPONDENCE

April W. Armstrong MD MPH

E-maili...ceo armstrongpublication@gmail.com

No reproduction or use of any portion of the contents of these materials may be made without the express written consent of JDD. If you feel you

have obtained this copy illegally, please contact JDD immediately at support@jddonline.com

JO0S10125





