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Modlified from Proft F et al. Ther Adv Musculoskelet Dis 2018;10:129-39 \'n‘:



Increased
CRP

O Modified New York criteria
© ESSG criteria

() ASAS peripheral SpA criteria
O Amor criteria

() ASAS axial SpA criteria

van Tubergen, A. (2014) Nat. Rev. Rheumatol.



Afovikn WA — Az (+Pwpiaon)?

* A2 tavtomolnOnke ota tEAN Tou 17° awwva

e 250 £€tn apyotepa avayvwplotnke N pAsypovwdnc oopuaiyia wg
EVO EK TWV XOPAKTNPLOTIKWVY TN WA

* 1973:mepypocdn aéovikne mpocoBoAnc otnv WA?2
* Mepovwpevn ontovOuAittda P 2-5% aocBevwyv pe WA

* MMoAAotL aoBeveic pe WA €xouv mapaAAnAa aéovikn mpoofoAn &
nepldpepikn apbpitida

* 10% aoBevwyv pe Az €xouv Ppwplaon

1)Feld J, et. al.Nat Rev Rheumatol. 2018 Jun;14(6):363-371,2) Moll JM, et. al. Semin Arthritis Rheum 1973;3:5578.



ErmunoAaopoc A¢oviknc WA

¢ 2-5% twv acBevwv pe WA £xouv amokAELOTIKA 0€oVIKN vOoo 2

* MMepimouv 20—-25% twv aoBevwv tapouctalouv UTTOKALVLKA a&oVvikn TpooBoAn
(omtovbuAoL, Lepodayovia apBpwan), Ml anmouolac KALVIKWY XapaKTNPLOTIKWY3

* 15% twv aoBevwv pe WA, oL omtolol €€ apxng dev eixav epdaviost a&ovikn
npooPoln, avémtuéav afovikry WA kata tn Stapketa 10 etwv mapoakoAouBnonct?

O emmmoAacpd¢ TNG agovikng voéoou otoug aoBeveic ue WA TToikiAel Kal e€apTdTtal atmo Tn didpkeia NG TTdnong.
Epgavion oe 25-70% Twv aocBevwyv pe pakpoxpovia WA kal o€ 5-28% Twv acBevwv pe vooo OTa apXIKa oTddiaZ,

Early PsA Longstanding PsA

5% 25% 75%

1.ChandranV, etal. J Rheumatol 2010;37:809-15; 2.Feld J, et al. Nat Rev Rheumatol 2018;14:363-71; 3.Aydin et al. Clin
Rheumatol.2018; 37:3443-3448



Amouvoia ocadoug oplopol tnc Afovikng WAL

OPXLKEC LEAETEC TIPOUTIOOETAV EAAXLOTO AKTIVOAOYIKA Eupnpata (eTepoOTAEUPN
LepoAayovittdba otadiov Il)

LLETAYEVEOTEPEC LEAETEC: TpOTOTIOLNEVA KpLThplot NEag YOpKNC yia AZ P> 1)KALWVIKO
KPLTAPLO 2)UoTNPOTEPO AKTLVOAOYLKA KpLttnpla (opdoTtepOAEUPN
LepoAayovitida otadiov Il R eteponAsupn octadiou>3)

Movo 45% twv acBevwyv pe Aéovikn WA(opLopEVO E Ta OKTLVOAOYLKA KpLThpLa
Neac Yopknc yia AZ ) eixe Kat KALVIKA KpLTApLaL Yol al€oVLK VOOO

MNpoodatn peAetn (Jadon DR, et al. Ann Rheum Dis. 2017) XpnolOTIOLNCE LOVO T
aktivoloyika kpttnpta Neag Yopkncg yla A2 + napoucia cuvbeopodpUTwy yla tn
Sdtayvwon tnc Aéoviknc WA

nepwoorepeq ushersq > ouyxpovikéc (cross-sectlonal) vs. 1 avadpopikn? & 2

MPOOTTIKEC peAETec* > kaAUTepn eppnvela TG voOoou

1)Feld J, et. al.Nat Rev Rheumatol. 2018 Jun;14(6):363-371
2)Feld J, et al. Semin Arthritis Rheum2021 Apr;51(2):464-468
3)Chandran V, et al.J. Rheumatol. 2009: 36:2744-2750
4)Chandran V, et al. J Rheumatol 2010;37:809-15



Axial Involvement in Psoriatic Arthritis cohort (AXIS)
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Study Protocol
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MNapayovtec Kivéuvou yia mpwipn & oPipun A¢ovikn WA

e 206 aoBeveic pe WA, diapeon duapketa mapakolouBnonc: 6.4 (evpoc:0.5-31) €tn

e 50 aoBeveic pe Atovikn WA katd tnv 1" emioken, 28 aoBeveic eudpavicav Atovik) WA peta 10 €tn

Family history of PsA 0.1 0.01-0.88 0.04

No. of swollen joints - - - 0.83 0.73-0.95 <0.01
Psoriaticnail dystrophy - - - 7.07 1.56-32.04 0.01
J_Noci’r']f: radiologically damaged 1.12 1.07-1.17 <0.0001 1.11 1.05-1.17 <0.0001
Periostitis (radiographic) - - - 5.67 2.11-15.27 <0.0001
ESR 1.02 1.01-1.04 0.003 1.03 1.01-1.05 0.001
HLA-B27 5.75 2.22-14.9 0.003 - - -

Chandran V, et al. J Rheumatol/ 2010;37:809-15



Mpoyvwotikoi mapayovrec ekdnAwonc Aéoviknc WA

L male sex34 L long disease duration®® J

Number of radiographically

tPso riatic nail dystrophy?2 damaged joints

N

. clinical
'1 predictors of
axial-PsA

LNumber of swollen joints? L Presence of periostitis*

ags = 1)ChandranV, et al. J Rheumatol 2010;37:809-1

{ HLA-B27 positivity?2 ] 2)Jadon DR, et al. Ann Rheum Dis. 2017
3) Lambert JR et al. Q J Med 1977;46:411-25

4)Hanly JG, et al.Ann Rheum Dis 1988;47:386-93
5)Jenkinson T, et al. Rheumatology 1994;33:255-9
6) Gladman DD, et al. Clin Invest Med1992;15:371-5.




dawotunika opola pe A

/

AZONIKH WA?
\

Stadopetikig pe Az?
J cupntwpata
J/ ouppETPIKA TpooBoAn
J ouppetoxn tepoAayoviwv
M ocuppetoxn AM22
Stadopetikn popdpoloyia cuvdeopopuTwy
JHLA-B27(+)

1)Feld J, et. al,.Nat Rev Rheumatol. 2018 Jun;14(6):363-371, 2)Helliwell PS, et. al, Ann Rheumatic Dis1998;57:135-40



OMOIOTHTEZ & AIAQOPE2

v KAINIKH EIKONA
v  AKTINOAOTIKH EIKONA
v OEPATEIA



A=ONIKH WA vs. AZ - KAwvikni ewikova (1)

A=ONIKH WA

v’ avépec
v'{ HLA-B27

v',ouxvétnta oopuahiyiog
dAeypovwodouc tumou

v ekbAwon o€ peyaAutepn nAkia
v /N ouyvotnta

* tepldepLkn apBpitidac

* SaKTUAiTLOOC

e evBeoitLdaC

A2

v N avpec
v MHLA-B27

v T ouxvotnta oopuadyiog
dAeypovwodouc TUTIOU

v ekbNAwon og veapn nAwia

v ' ouyvotnta

* tepLdePLKN apOpitidoc

e SakTuAltidag

e evBeoitLdaC

v\ XELPOTEPOL OELKTEC KLVNTLKOTNTOLC
35 (BASMI)

Feld ), et al. Rheumatology 2020;59:1340-6.



A=ONIKH WA vs. AZ - KAwvikn ewkova (2)

Y'Movo 21-45% twv aoBevwv pe aktvoloyikd euBeBatwuevn A€ovikr WA €xouv
oopualyia pAeypovwdoug tumoul-?

v'H Afovikl WA ocuvbéetal pe Xepotepn popdn reptdbeptkic apdpitdac?

v Afovikn) WA & A3 sudoavilouv mopopoLa anoteAEoHoTo avadopLlkd otnv
gvepyotnta vooou (BASDAI,ASDAS) & otouc autoeKTIMWLEVOUC delkTeEC TTOVOU &
nototntac {wnct

v KapSLayyeLlakeC ouvwoonpOTNTEC, OOTEOTIOPWOT, KAKONOELEC: apopoLa
ouxvotnta’

v N ouxvotnta AY otnv AZ3

v N ouxvotnta katadAwpnc otnv Afovikn WA3

1)Feld J, et al. Rheumatology 2020;59:1340-6,
2) Chandran, et al. J. Rheumatol. 2009, 36:2744-2750
3)Fragoulis GE, etal. Clin Exp Rheumatol. 2021



Afovikn WA vs. Nepidpepiknn WA

OXETIKA vewTtepol aoBeveic (50.4 vs 54.4 €1n)

ONUOVTLKA eminmtwon oto QOL
LELWHLEVN TIOPOYWYLKOTNTA OTNV Epyacia

XELPOTEPA KALVLKA KOl UTOEKTILOU EVN €KPaon (outcome)
ektetapevn deppatikn BAABN

ooBapn nepideptkn apBpitda (1 arthritis mutilans)
ouxvotepn epdavion evBeoitdag

QUENUEVN EVEPYOTNTO VOOOU

™ payosiditida/ptdokukAitida, IONE (SpA-like phenotype)
™ HLA-B27 (xewpotepn mpoyvwon & aktwvoAoyikn PAALN)

aKTlvoAoyLKA eriBeBatwpevn tepolayovitida cuvdeetal e vewtepn nAwkia ekdnAwong WA
Mease PJ, et al. ] Rheumatol 2018;45(10):1389-96.



Amoucia EL61KNG KAWLKAG « LETPOAOYiacy

e arovoia eLOKWV OELKTWV EKTLNONC EVEPYOTNTOC VOOOU &
AELTOUPYLKOTNTOC

* BASDAI, ASDAS, BASFI: «davewka» amno afovikn ImA
* mBASDAI: BASDAI tAnv epwtnonc ywa «nepldepkn apbpitdba»



AZONIKH WA vs. AZ - AKTIVOAOYLKA ELKOVOL

lepoAayovitida otnv A2 : cuvnBwe apdotepomAeupa (Kot ota opxLka oTtadLa TG
vOOOU)

lepoAayovitida otnv Afovikn WA:Alyotepo coPapn Kot ALYOTEPO CUMMETPLKN

Yuvbeopoduta: AZ D> ouppetpikd & oto oplo tou ormovoUAou vs. Aoviky WA >
OKOVOVLOTN KATOVOWA OTNV 22, «TTaXLA», OXL TTAVTO 0TO OPLo Tou oTtovOUAoU

Xelpotepn aktvoloylkn etkova o Az vs. A¢ovikn) WA (BASRI-score & aplBuoc
ouvdeopodutwy) > Touxvotnta ocuvdeopodUTwy & MARPOUC AYKUAWGONC
LEpOAQYOVIWV

2tnv A¢ovikn WA mapatnpouvtol cuxVa TIEPLITTWOELC OTtOVOUAITLOOC, XWPLC
LepoAayovitida > Alyotepa cupTWHLOTO

70-75% otnv Afovikn WA €XOUV EKTETOMEVEC AKTLVOAOYLKEC AAAOLWOELC OTNV

AM22 cupBatec pe dAeypovwdn voco 1)Jadon DR, et al. Ann Rheum Dis. 2017
2) Lambert JR et al. Q J Med 1977;46:411-25
3)Hanly JG, et al.Ann Rheum Dis 1988;47:386-93



Alternative (psoriatic)

Ankylosing spondylitis phenotype

\

More frequent cervical spine
involvement (may be isolated
involvement)

nn

More frequent fusion of facet
joints in cervical spine

.

3
3
Q.

sasbdian

by,

CERVICAL

Non-marginal ‘chunky’
syndesmophytes

Marginal syndesmophytes

Paravertebral ossification
(uncommon)

THORACIC
-

Less syndesmophyte
symmetry

Symmetrical syndesmophytes

ol

facet joints absence of sacroiliitis

HLA-B27 90% — ‘*‘ HLA-B27 40%
{Yﬂ '

More frequent fusion of ﬁ‘ Syndesmophytes may occur in
-

LUMBAR

Less severe sacroiliitis
Less symmetrical sacroiliitis
Genetics of sacroiliac symmetry
Symmetrical Asymmetrical

HLA-B27 61% 10%
HLA-BO8 63%

SACROILIAC




A=ONIKH WA - AKTLVOAOYLKN EKTLNON

v'To Tpomomnotnuéva aktvoloyikd kpteipLa tng Néag Yopkng yia tnv AL D>
KATAAANAQ yLOL TOV QTTELKOVLOTIKO 0pLopo tne A¢ovikng WA

v'Meploplopot:
* OPYOC pUOUOC akTIVOAOYLKNG EEEALENC

* peyaln nAkio acBevwyv pe Az > duoyxepng AA petafd pAeypovwdwy &
EK¥U)\LGTLK(»V OKTLVOAOYLKWV OAAOLWOEWV

v’ AKTIVOAOYLKOL OELKTEC eKTINONC OTNV ZTMA:

* BASRI

e SASSS)

* mSASSS

 Psoriatic Arthritis Spondylitis Radiology Index (PASRI)

v'PASRI: ouvduaopog BASRI, SASSS & mSASSS ouv okop amod omnicBieg (facet)
apBpwoelc tnc AM22 & OM22

Feld J, et al Semin Arthritis Rheum. 2021 Apr;51(2):464-468



Psoriatic Spondylitis Radiology Index (PASRI)

Table 2. The PASRI (Psoriatic Arthritis Spondylitis Radiology Index) score.

Sacroiliac joint
« score each sacroiliac joint individually from 04 (using the New York criteria) and sum the score
* score range (-8
Lumbar spine:
« score the lower border of T12 to the upper boarder of S1
« use both antero-posterior and lateral views
« use the mSASSS grading: 0-3 (0 normal; 1 erosion, sclerosis, squaring; 2 syndesmophyte
non-bridging; 3 bridging syndesmophyte)
« score range 0-36
Cervical spine
« score the lower border of C2 to the upper border of Cé
« use only lateral views
« use the mSASSS grading: 0-3 (0 normal, 1 erosion, sclerosis, squaring; 2 syndesmophyte
non-bridging; 3 bridging syndesmophyte)
« add 1 point for every level fused posteriorly (C2/C3, C3/C4, C4/C5, C5/C6)
« score range (-28
Total score range: 0-72




A/A AEKANHZ-IZXIQN

AZ, appev, 40 eTwv A=ONIKH WA, appev, 67 etwv




A/A OM2%

AZ, appev, 40 eTwv A=ONIKH WA, appev, 67 sTtwv
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A/A AMIZ

AZ, appev, 40 eTw A=ONIKH WA appev, 67 sTwv
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MAINHTIKH TOMOTIPA®DIA 331!

* avayvwplon doutkwv BAaBwv & evepywv pAsypovwdwv aAAOLWoEWV
(ooTKO olbnua, oldbnua os: cuvdecpouc, apBpLkod BUAako, evBEoeLC)

e Apketad evaioBntn peBodoc yla aviyvevon tepolayovitidbac &
omovOuAitdac oe Atovikn WA

* [epoAayovitda napovoa o 38% MRI acBevwv pe Aovikry WA?

* Ol KAWLKEC ekOnAwoelc otnv Aovikn WA sival aoBevwc oxeTL{OEVEC
le tnv tepoAayovittdba otnv MRI

* e aoBeveic pe ocvpuntwpatikn Atovikn WA , ot pAsypovwodelc PAafec
otnv MRI oxetiCovtal pe tn Betikotnta oto HLA- B27 (ortwc AZ)!!!

1)Feld J, et. al.Nat Rev Rheumatol. 2018 Jun;14(6):363-371
2)Williamson, L. etal. Rheumatology 43, 85-88 (2004).



Oepamneia

» taBoyevela tnc Aéoviknic WA oxL mAnpwc katavontn P1L23/17
LLOVOTIATL ONMAVTIKOC ETIAYWYEAC TNSC PAEYUOVAC.

e [L23 P emaywyn IL-17, IL-22, TNF-a P>riapoywyr aAAwv
KUTTOPOKLVWYV, PAEYHOVI, OOTIKN QVOLKOTOLOKEUN

e evBeoitida: YapaKTNPLOTLKO TNC al€OoVIKNC TPOCBOANC

e OLBepameuTIKEC 0ONYLEC LEXPL TTIPOOCDATO TIPOEPYOVTOV OO TLG
QVTIOTOLYEC OTNV AEoVLIKN 2TTA

e A2 & Atovikn WA: MZAOD (1nS ypappnc Beparneia), duoikoBepamneia &
TNFi

* (oXeTKN) avTEVOELEN HOKPOXPOVLOC, CUOTNUATIKAC XOpNynong
KOPTIKOOTEPOELOWV



Table 2

Studies evaluating treatment response in axial psoriatic arthritis

MAXIMISE Trial

Lubrano Lubrano Haroon (NCT02721966)
et al,”® 2011 et al,”® 2016 et al,®? 2018 Primary Results
Design Multicenter Single-center Single-center Muticenter
observational cbservational open-label RDBCT
study study controlled phase 3
trial trial
Inclusion CASPAR criteria CASPAR criteria CASPAR criteria CASPAR
criteria IBP AND/or IBP AND/or OR mNY criteria criteria
radiological radiological IBP with spinal IBP with spinal
axial axial VAS score >4 VAS score >4
involvement involvement and and BASDAI >4
Eligible for TNFi Eligible for TNFi BASDAI >4 Inadequate
according to according to MRI-proven Sl response to
local local BMO 2 NSAIDs
guidelines guidelines Naive to biologics Naive to biologics
Sample 32 58 15 axPsA, 15 AS, 503
size 10 controls
(chronic LBF)
Primary BASDAI 50 BASDAI 50 Mean change in ASAS20 response
outcome response at response at ASDAS atweek 2 with SEC
week 52 week 52 300 mg
at week 12
Intervention Etanercept Adalimumab Triamcinolone Arm 1: SEC
50 mg s.c. w 40 mg eow OR acetonide 300 mg
Etanercept 50 mg 80 mg i.m depot Arm 2: SEC
w OR 150 mg

Golimumab
50 mg mo

Arm 3: placebo

Results

72% patients
achieved
BASDAI 50

Percentages of
patients
achieving:

BASDAI 50 31.2%

CPDAI <4 35.4%

DAPSA <33 22.9%

PR 22.9%

MDA 50%

Mean change in
ASDAS:
axPsA: 1.43 + 0.39
AS: 1.03 £+ 0.30
Controls:
0.81 = 0.26

63.1% responders
with SEC
300 mg vs
31.3% with
placebo
with an

OR 3.81 (P<.0001)




of treatment

LS mean

of treatment

LS mean

0,0 -

-0,2 -

0,4

-0,6 -

0,0 -

0,2 -

0,4 -

-0,6 -

-0,8 -

Berlin MRI score for entire spine

0,00

Berlin MRI score for Sl joints

-0,08

 MAXIMIZE (Managing AXlal
Manifestationsin psorlatic
arthritis with SEcukinumab) :
TUXOLOTIOLNUEVN LEAETN

* oplopoc Aéovikne WA:kAwvika
kpttnpto, BASDAI> 4, un
avtanokplon o M2ZAQ

* & Berlin MRI score yia cUvoAo
oTtovOUALKNC oTtNANC &
lepoAayoviecwl2 & wh2

* ASAS20 0e w12:63.1% & 66.3%
uTto secukinumab 300 mg &150
mg vs. 31.3% placebo



2uotaoelc EULAR 2020 yia A¢oviky WA

Level of  Grade of Level of agreement,

Recommendations evidence recommendation mean (5D)

1 Treatment should be aimed at reaching the target of remission or, altematively, low disease activity, by reqular  1b A 9.4 (1.0)
disease activity assessment and appropriate adjustment of therapy.
Non-steroidal anti-inflammatory drugs may be used to relieve musculoskeletal signs and symptoms. 1b A 9.6 (0.8)

3 Local injections of glucocorticoids should be considered as adjunctive therapy in psoriatic arthritis™; systemic Ib* C 9.5(1.1)
glucocorticoids may be used with caution at the lowest effective doset. 4t

4 In patients with polyarthritis, a csDMARD should be initiated™® rapidlyt, with methotrexate preferred in those  1b* B 9.5 (0.8)
with relevant skin involvement™. 5t

5 In patients with monoarthritis or oligoarthritis, particularly with poor prognostic factors such as structural 4 C 9.3(1.0)
damage, high erythrocyte sedimentation rate/C reactive protein, dactylitis or nail involvement, a csDMARD
should be considered.

b In patients with peripheral arthritis and an inadequate response to at least one csDMARD, therapy with a 1b B 9.401.1)
bDMARD should be commenced: when there is relevant skin involvement, an IL-17 inhibitor or IL-12/23
inhibitor may be preferred.

7 In patients with peripheral arthritis and an inadequate response to at least one csDMARD and at least one 1b B 9.2(1.3)
bDMARD, or when a bDMARD is not appropriate, a JAK inhibitor may be considered.

8 In patients with mild disease® and an inadequate response to at least one csDMARDT, in whom neither a 5* B 85(1.9)
bDMARD nor a JAK inhibitor is appropriate®, a PDE4 inhibitor may be considered. 1bt

9 In patients with unequivocal enthesitis and insufficient response to NSAIDs or local glucocorticoid injections, 1b B 9.3 (0.9)

—therapy with 3 bDMARD should be considered.

10 In patients with predominantly axial disease which is active and has insuffident response to NSAIDs, therapy  1b B 9.7 (0.6)
with a bDMARD should be considered, which according to current practice is a TNF inhibitor; when there is
relevant skin involvement, IL-17 inhibitor may be preferred.

11 In patients who fail to respond adequately to, or are intolerant of a bDMARD, switching to another bDMARD or  1b* C 9.5(1.2)
tsDMARD should be considered®, including one switch within a dlasst. 4t

12 In patients in sustained remission, cautious tapering of DMARDs may be considered. 4 C 9.5 (0.9)
PsA, psoriatic arthritis; EULAR, European League Against Rheumatism.
Gossec L, et al. Ann Rheum Dis 2020; 79(6): 700-12.



2uotaoelc EULAR 2020 yia A¢oviky WA

In 2015, predominant (or highly significant) axial involvement
was dealt with in recommendation 9. The phrasing of the current
recommendation was partly aligned with the Assessment of
Spondyloarthritis International Society (ASAS)/EULAR manage-
ment recommendations for axial spondyloarthritis (axSpA),”
with the exception that these do not yet account for the use of
I1-17i1s. It also reflects that in the situation of predominantly
axial disease, TNF1 would still represent the first bDMARD by
usual practice. The taskforce discussed that secukinumab has
demonstrated efficacy in axSpA, and recently has demonstrated
efficacy in patients considered to have predominant axial PsA.*¢
However, the experience with IL-17 inhibition in terms of long-
term efficacy and safety in axSpA and axial PsA is limited.

In predominantly axial PsA, in the presence of relevant skin
involvement (as defined in the text below recommendation 4),
an IL-171 would be preferred over a TNFi, given the greater
efficacy of IL-17i in skin.”” Importantly, however, in case of
concomitant inflammatory bowel disease or uveitis, a 1 Nk1
(monoclonal antibody) would be preferred.

PsA, psoriatic arthritis; EULAR, European League Against
Rheumatism.
Gossec L, et al. Ann Rheum Dis 2020; 79(6): 700-12.



IL-23 avaoTtoAsic

v N OIOTEAEOMATIKA VLo TNV afovikn ITA (aotoyia ustekinumab)

v'DISCOVER-1 &DISCOVER- 2 ¢paonc Il peAétn (n=1120 aoBeveic)

* aoBeveig pe Aéovikn) WA (kata tn yvwin Tou EpeuvnTn,
QTELKOVIOTIKA eTtilfePatwpevn-A/A + MRI, BASDAI>4)

e yopnnynon guselkumabpP BeAtiwon os:BASDAI, mBASDAI; and ASDAS-
CRP vs. placebo otnv 24" eBdopada

* OxL dlevepyela emavaAnmntiknc MRI



Patients with axial involvement in Phase lllI- Upadacitinib

SELECT-PsA 1 SELECT-PsA 2
Non-bDMARD-IR bDMARD-IR
31% with psoriatic spondylitis* 34% with psoriatic spondylitis*
at baseline (534/1704) at baseline (219/640)

Non-clinical baseline demographicst were balanced across treatment arms for
patients with and without axial involvement in the two studies

Objectives:

* Characterize patients with and without psoriatic spondylitis* at baseline
in each study

* Compare efficacy of UPA versus PBO in patients with psoriatic spondylitis
(integrated data from SELECT-PsA 1 and 2)

*As assessed by the rheumatologist investigator, includingfactors such as duration
and character of back pain, previous imaging, and age of onset;



Patients achieving stringent disease control targets at Week 24

70
Placebo (n=205
60 * %k ok ( )
ok ok UPA 15 mg QD (n=215)
— 50
&\i
£ 40 ok ok A 35.7% A 35.8% otk
S A 30.8%
S
8 30
O
© 9 A 27.9% A 29%
10
0
. . . Clinically important Major
BASDAI 50 I rz;cs:tglzsdis:.leg;e £ V(fojslfjeAa;i; CI)Mty improvement improvement
: : (A ASDAS >1.1) (A ASDAS >2.0)

Deodhar A et al. Poster 1372, Presented at the ACR Convergence 2020: the
American College of Rheumatology’s All-Virtual Annual Meeting, November 5-9,
2020.



Demographic

AXSpA

» More frequently male
» Younger age at onset

Axial PsA

+ Similar frequency in males and females
» Older age at onset
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Clinical « Back pain has inflammatory character in the ;_f ﬁ + Inflammatory back pain is less frequent than in axSpA
majority of patients el » Peripheral involvement in most patients
« Peripheral involvement in approximately 15%- / ’f;* R\ » Can be asymptomatic
30% of patients s N\
/%=
- » Symmetrical sacroiliitis '/~ » More frequent involvement of cervical spine
Imag'“g » Classical symmetrical and marginal =* » More frequent fusion of facet joints in cervical spine
syndesmophytes + Less severe sacroiliitis and frequently asymmetrical
» More frequent fusion of lumbar facet joints » Non-marginal syndesmophytes and paravertebral ossifications
* Less syndesmophyte symmetry
Genetic Higher proportion of HLA-B27-positive patients » Only 14% to 44% of patients are HLA-B27 positive
(90%) » More frequently associated with HLA-B08 and HLA-B38
Treatm ent NSAIDs, TNFis, and IL-17 inhibitors are effective * Positive data from one randomized controlled trial with an
treatment options; lack of efficacy of IL-23 IL-17 inhibitor (secukinumab)
Response inhibitors » Data from post hoc analyses of IL-23 inhibitor

(guselkumab) and IL-12/23 inhibitor (ustekinumab)
« Efficacy of NSAIDs and TNFis is assumed based on
axSpA data




2UMUITEPACLATOL

* Artoucio opodwvou oplopov tng «Aovikng WA»

MeA£tn kaBodov amo GRAPPA & ASAS yia tov oplopo tng «A&ovikng WA»

AVOYKOILOTNTA YLOL TTPOOTITIKEC N VOO POULKEC LEAETEC LE LEYAAEC KOOPTELC
a00EVWV ETILKEVTPWHEVEC OTLC AAAOLWOELG OTLC LEPOAQYOVLEC & oTNnV 22

H A¢ovikn WA Sladepel Snpoypadika amo tnv A2+ Wwpiaon

H A¢ovikn) WA bgv ouvdéstal (ouvnBwce) pue oodualyia pAeypuovwdouc tumou

AvVOTTOTEAECHATIKOTNTO OVAOTOAEWV IL-23 otnv AZ vs. OTIKA amoteAEopatTa
otnv Afovikn WA

H Afovikl WA kat n AZ dpaivetarva eivar Suo dtadopeTikEG voool



