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Pai cwong vay nén
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2 AN INCURABLE CHRONIC SKIN DISEASE ‘ MOST COMMON
PSORIASIS: SYMPTOMS
THICK,
MORE THAN RED SKIN
L] @
PEOPLE ARE AFFECTED WORLDWIDE ITCHING
Nearly 3% of the world's population is living with psuridsisn_ a
More than 1/3 of patients with plague psoriasis suffer from its moderate-to-severe form . @ BAIN
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Mestlé FO, Kaplan DH, Barker .J (2009). N Engl J Mad; 361:496-509
Grozdev |, Korman N, Tsankov N (2014). Clinics in Dermatology; 32, 343-350 Ryan C, Kirby B (2015). Dermatol Clin; 33: 41-55
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Cac bénh viém khép - cot séng (SpA)
(Bénh ly cot sdng huyét thanh am tinh)

Viém khép- [ - i~ 2 )
cot sbng Nhirng dac diém chung:

chuwra dinh

» Viém khop cung chau va
viém c6t séng

L BB U] - \/iem khop ngoai vi va

séng dinh Vay nén N 2 o
khop viém diém bam gan

khopiviem » Cac biéu hién ngoai khép
cot séng .
trong bénh viem khop *» CO mai lién hé chat che

viém rudt
v&i (HLA)-B27

Linden VD et al. Chapter 10. In: Firestein, Budd, Harris, Mclnnes, Ruddy and Sergent, eds. Kelley's Textbook of Rheumatclogy:
Spondyloarthropathies. 8 ed. Saunders Elsevier; 2009: p. 1170
Sieper . Arthritis Res Ther 2009;11:208

Khai niém mé&i/phan loai bénh ly
viém khép - cot song (SpA)

« Viém khép cot - Viém cot * Viém khd&p phan rng
séng khéng tén sér:\g dinh - |Viem kh&p vay nén
thwrong X- khép (AS) . Viém Khop Tién quan
?U;”Q Soh'":‘ Tic dén viém rudt

adiogr c
vy A New York, - Bénh viéem kh&p-cot
axial SpA) 1984 p .
, l song chwa dinh danh |
1 . Y .
Viém khép - cot sdng Viéem khdép - cot sdGng
thé truc thé ngoai bién
(axial SpA) (peripheral SpA)

T/c ASAS, 2009 T/c ASAS, 2011

Zeidler H, Amor B. The Assessment in Spondyloarthritis International Society (ASAS) classification criteria for peripheral spondyloarthritis and for spondyloarthrifis in general: the spondyloarthritis
concept in progress. Ann Rheum Dis. 2011 Jan;70(1):1-3. doi: 10.1136/ard 2010.135839. PMID: 21163305.
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Viém khép trong viém khép vay nén va hau qua lau dai

An mon xuong phat trién trong khap, ciing véi sw hinh
thanh xwrong durdi dang cau xwong, cing khép va tang
sinh Xwrong (enthesophytes)

San xudt
cytokine
gay viém

IL-1p
IFNy

Xam nhap
cytokine

gay viém

@

[l rrocessES

B cvokines
[ CELLS/CELLULAR STRUCTURES
[l DISEASE CHARACTERISTIC

IFN, interferon; IL, mterleukin; PsA, psoniatic arthritis; EANKL, receptor activator of muclear factor kappa-B ligand; Th, T-helper; TNF, tumour necrosis factor. Adapted from: 1.
Nograles KE et al. Nat Clin Pract Rheumatol 2009; 5: 83-91; 2. Rahimi H & Ritchlin C. Curr Fheumatol Rep 2012; 14:
349-357; 3. Lories RJ & Mclunes IB. Nat Med 2012; 18; 1018-1019.

Chiy tnlifi 0

I Lién quan dén |
mot chubi cac
| phénungva |
kich hoat mién
dich xung 1
| quanh tryc IL- |
L 23/IL-17

) song P

Phoi nhiém védi mdi trudng

Secund hit?
Trauma
* Bénh dong mac
* Stress co hoc
* Microbiome-related event

* Béo phi

* Stress co hoc

+ Nhiém tring

Yéu td vé gen

* First-degree relative with PsA
* HLA-B27 allele

/

N

sA-related inflammation or disease activity

'Preclinical” PsA

Viém khdp vay né

iai doan viém am tham

IL-23-1IL-17
* San xuat TNF

Gidiidodwiddimboat midn dich bat thudng

* Soluble biomarkers
* Thay di co xudng
cd thé nhin thay
bang hinh anh
(e.g. synovio-

enthesitis)

Giai doan
chuyén tiép
* Pau khap
* Mét moi

Vay nén khdp du'gc phan loai
- Vigm bao hoat dich, viém

di€m bam t&n, viém khdp

ngon va / hodc bénh khap

truc khong d6i xing
» Thay d&i cd xudng cd thé

nhin th_?a"v bang chup X guang

S—
HLA human leucocyts sntizen; 1L interlenkin; PsA, poristic arhritis; PsO, psoriasis. Adspted from Scher TU et 2l ¥at Bev Rheumatol 2019; 15(3): 153-166.
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Biéu hién lam sang va cach tiép can chan doan

vay nén da va Viém khé&p Anh huéng cic Khép

ong'-® ngoai vi'23 gian dot xa (DIP)"4

Yéu td thap'2# and anti-CCP (anti-cyclic citrullinated peptide) (-)?

E:t”nhﬁgm. Tang cac proteins viém (dac biét la CRP)H
ghi HLA-B27 (+) (~25% bn)
Fluffy periostitis?
Thinning of articular cartilage®
D&u hiéu trén New bone growth at the entheses?®
chan doan hinh anh Bao mon va hily xwong (bién dang hinh dnh ‘pencil in cup’)1.48
Viém & tao cau xwrong?-+
Viém khé&p cing chiu®-#
Ty le o benh nhan B7-100%5 96%5 >50%2 30-50%S7  40-50%° 50%s

Viém khap vay nén

Ctr 4 ngudi bénh vay nén thi co 1 ngudi dong mac viéem khép vay nén?#8

® & o o
Khéng cé xét nghiém chén doan cu thé cho PsA; chén dodn dugc thuc hién trén cg sé
bénh sir, thdm kham ldm sang va thudng khéng co ddu hiéu trén X-quang va yéu td RF*

Mo ek markers ant comadered apecilic i Pad; "TRF i leas elevaied in Pad compased with RA

M Gl 201 40 AR 205 T 19,5 Tl s IR A0V ST 0.7, . et 534 T Toua 0 T3 il A 7 e Do TR0 O 8 AT R T T
¢ . <
TIEU CHUAN CASPAR (2006)
(D6 dac hiéu 98,7%, ddé nhay 91,4%)
CHAN DOAN
Tiéu chuan u Dién giai Diém
Bang chirng cda vay nén
+ Pang c6 vay nén Xac dinh b&i BS khép hoéc da liéu 2
\ + Tién s bi vay nén Theo ghi nhén ctia BN hoéc thay thudc 1
+ Tién s gia dinh Tien sir vay nén & nguwoi than theé hé 1, 2 1
Loan dwéng moéng Loan dwéng mong dién hinh quan sat khi tham kham 1
RF am tinh Dwra frén ngudng két qua chia phong xét nghiém 1
Viém ngén
+ BPang co Surng toan bd ngén qua tham kham 1
+Tién sl ¢ Theo mét bac si chuyén khoa khép 1
Bang chirng X quang tan Cot hoa khong déu gan ria khép (loai trir gai xwong) 1
tao xwrong méi canh khép trén X quang

Chin doan VKVN khi cé viém khé'p kém theo c6 it nhat 3 diém

CASPAR=Classification Criteria for Psoriatic Arthritis; Taylor W et al. Arthritis Rheum. 2006,54(8).2665-2673; Ritchlin CT etal. N Engl J Med. 2017;376(10):957-970.
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80 -90%

""""""" [ vaynén
[ Lﬁn tay :
". n r.:hé'm? |

\\._h_ ] _-/}

1. Crowiey J. J Drugs Demaiol 2010;9:81Z; 2. Richette F. va ¢s . Ann Rheum Dis 2013,72-565; 3. Dufffin KC, va cs . Poster presented at SDEF 15th Annual Las \egas Dermabology Seminar 2013; 4. Redch K, va cs . BrJ Dematol 2009, 1601040 5.
Mease PJ, va ¢6 . J Am Acad Dermabol 2013:69.72%; £ Baran R. Dermatolegy 20100221 Suppl. 151 7. Merala JF, va s . Dematol Ther 2018;31:e12569

Vay nen va viém khop véy nén
e ®8 & ® ® ® & & & ® .z )
~ 85% bénh nhan viém khép vay nén co
w chan doan dau tién la vay nén1
e ® & ® ® ® & & & @ s
~ 30% bénh nhan vay nén sé& bij viém
www ww kh&p vay nént
® 8 @ )
~ 41% bénh nhan vay nén coé viém khop
khéng dwoc chan doan2

1. National Psoriasis Foundation. Available at: rlttpS:ﬁWWW. riasis.org/about- riatic-arthritis (accessed November 2018);
2. Mease et al. JAm Acad Dermatol2013;69:729-35
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Viém khép vay nén (VKVN)

@ Thudc nhém bénh Iy viem khép - cét séng
@ Nam va nr twvong tw nhau

@ Nguyén nhan da yéu t6

@ Anh huéng t&i 6-42% bénh nhan vay nén

@ Bénh canh |Iam sang da dang, phurc tap

@ Triéu chirng thwdng xuét hién dé tudi 30-50
Kiéu xuat hién:
— Trén 80% biéu hién da 10—12 nam truvéc CXK
— Viém khép co trwée vay nén: 3%—18%
— Triéu chirng da & khép xuat hién dbéng thei: ~13%
1. Boehncke WH et al. Br J Dermatol 2014;170(4).772-T86;

2. Bamas.JL, Ritchlin CT. Rheum Dis Clin North Am. 2015;41(4):643-663;
3. LiuJT etal. World J Orthop. 2014;5(4):537-543.; 4. Gotllieh AB et al. J Am Acad Dermatol. 2008;58(5):351-864.

Cac thé 1am sang chinh cua VKVN

Viém vai khép khéng déi xang (~30% [12-70%]) 14
Viém da khop (~45%) [15-65%])1-4

Tén thwong khép ngon xa (~5%)!

Thé truc (HLA-B27) (~5%)!.3

Viém khép pha huay (Arthritis Mutilans) (<5%)1.3

O RN =

— Bénh canh 1am sang co6 thé thay déi theo thoi gians

*Torre Alonzo JC et &l BrJ Rheumsatol 1991,30(4):245-50
4Heiffwell PS5 & Taylor WJ, Ann Rheum Dizs 2005;64:3-8
SGladman ef sl Demm therapy 2009;22:40-55

Mol JMH, Wright V. Semin A&R. 1373;3:55-T8
2Gladman DD ef al. Q J Med 1987 62{238)-127-41
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Th&i gian mac vay nén mang cang lau, nguy co’

viém khép vay nén cang tiang

Chan doan viém kh&p vay nén sau chan doan vay
nén trung binh la 12 nam4

Nguy co tén thwong khép héng dinh theo th&i giani-3

Can phai chd déng tam soat va tam soat lién tuc

nhirng bénh nhan vay nén

1. Eder L et al. Arthritis Care Res (Hoboken) 2011;63:619-22; 2. Wilson FC et al_Arthritis Rheum 2009:61:233-9;
3. Christophers E et al. J Eur Acad Dermatol Vienereol 2010;24:5458-54; 4_ GottliebAB et al. J Dermatolog Treat 2006;17:279-87

Incidence and Clinical Predictors of
Psoriatic Arthritis in Patients With Psoriasis:

A Population-Based Study

FLORANNE C. WILSON, MURAT ICEN, CYNTHIA S. CROWSON, MARIAN T. McEVOY,

SHERINE E. GABRIEL, anD HILAT. MARADIT KEEMERT

Table 2. Predictors of psoriatic arthritis within the
incidence cohort of psoriasis subjects*

The psoriasis incidence cohort comprised 1,633 subjects.

Univariate

Multivariate

(psoriasis diagnosed between January 1, 1970 and December 31, 1999)

Age, vearst

Men [vs. women)

Calendar yveart

Type of psoriasis
Plaque
Guttate
Sebopsoriasis
Pustular
Unknown

Site of psoriasis
Scalp
Extremities
Trunk

Intergluteal/pearianal

Face

Palms and/or soles

Axilla/groin
Unknown

Nao. of affected sites®

Unknown
2 sites
=3 sites

Nail dystrophy

0.91 (0.77-1.07)
1.53 (0D.9D-2.549)
0.78 (0.56—1.09)

1.72 (0.81—3.63)
0.36 (0.09-1.48]
1.96 (0.78—4.93)

0.82 (0.26—2.63)

3.89 (2.18-6.94)
0.83 (0.47-1.45)
0.80 (0.40—1.58)
2.35 (1.32—4.19)
1.15 (0.52—2.53)
0.20 (0.03—1.47)
1.40 (0.44—4 48)
0.88 (0.32—2.44)

1.06 (0.36-3.07)
0.77 (0.37—1.64)
2.24 (1.23-4.08]
2.93 (1.68-5.12)

0.92 (0.78-1.09)
1.35 (0.78—2.33)
0.76 (0.54—1.08)

1.75 (2.00-6.71)

1.95 (1.07—3.56)

2.24 (1.26-3.98)
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Cac yéu té tién doan Viem khép vay nén

Bénh mong12

* 46% trong Vay nén so v&i 84% trong VKVN1
Vay nén khu tri 62

* Quanh hau mon

* Ké mong

* Da dau va vung sau vanh tai

Thaoi gian tir khi chan doan vay nén3

Yéu to 16i sdng?
* Béo phis
* Hat thudcs

References: 1. Gladmann DD, va cs. J Rheumatol 1986;13:586-92. 2. Wilson FC, vd cs_ J Rheumnatol 2009; 36:3617. 3. Gottlieb A, va cs.J Am Acod Dermatol. 2008;58(5):851-864.
4. Horreau va cs.J Eur Acod Dermatol Venereol. 2013 Aug;27 Suppl 3:12-29_5. Love Tl va
5. Ann Rheumn Dis. 2012 Aug; 71(8):1273-1277. 6. Tillet W va cs. Ann Rheumn Dis. 2013 Aug;72(8):1358-1361.

Dong mac vay nén va viém khép vay nén c6 thé anh hwong diang
ke dén cudc song cia bénh nhan

Ty Ié mac cac bénh di kém phd bién & bénh nhan

Y o m % =1 A — 1
So sanh vay nén ddn thuin, déng PsO + PsA G Chau Au(n=1064)

mac viém khdp vay nén, téng ty Ié:

@&, D3 thdo dudng type 2! | = - ud

" Bénh ly gan!? y )

& R&iloan lo dut B 1 B L ;

# Bcophix a3 ' - - J
¢ ‘ Obesity I Dys- I - - - - I

Incidence (per 100 patient years)

.. ROi |Oa n li p id mautl Diabetes Anxiety Heart Depression Liver
lipidaemia disease disease
W PsD BPs0 + Pod

Mac déng thai PsO va PsA lam téng nguy cd méac cac bénh di kém so véi PsO don thuan; 12 bénh

nhén cé PsO va PsA nén dudc quan Iy chat ché hon so vai bénh nhan chi méc PsO?

Pz psoratic arthrids; PsO, psoriasis. 1. Marayanan 5 et al Value Health 2014; 17: A41; 2. Perez-Plaza A et al. T Eur Acad Dermatol Venersol 2017; 31: 1021-1028.
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PHAT HIEN SOM - DIEU TRI SOM - TIEN LWONG TOT

0
% ( Pha huy
PsO/PsA khép
Lam dung
thuéc giam
. LED
Time
I L
Tén thwong
da lan rong,
khéng Kiém
soat
Tram cam,...
VAN BE?
O [Tiép can ban diu va chin doan sém? }

0 | Tiép cén diéu tri va lwa chon ding thuéc sinh hoc ? J
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Cac ton thwong sé quyét dinh phac do diéu tri

Peripheral V(E]

Jrthritis i) Enthesitis | Dactylitis Skin Nails

VIEM KHOP TON THUONG VIEM DIEM e TON THUONG | | TON THUONG
NGOAI VI KHOP TRUC BAM TAN DA MONG

@ Lua chon thudc diéu tri dwa vao cac tén thwong cu thé ctia bénh nhan

® Chu y cac bénh déng mac

@ Trong qua trinh diéu tri can phai thwérng xuyén danh gia lai va diéu chinh phac dé
diéu tri néu can

Am J Clin Dermatol. 2018 Dec;19(6):839-852

2021 GRAPPA treatment recommendations

‘Consider which domains are mvolved, patient preference. previous/concomitant
therapies; choice of therapy should address as many domains as possible

v v L ¥

0 Peripheral arthritis Axial disease® Enthesitis? Dactylitis Phototx or

£ F---———~ et - cmmmomn csDMARDs

.:.': i I i (TNFi, IL-17i, IL-

= I | I i [= 121231 or JAKI,

% NSAIDs i NSAID i T NSAIDs E % PCE4i

¢ | Bioocics | |4 : 1E iz\ S|

E (TNFi, IL-17i, % i z| i L | T ! % ceDMARD: SWITCH

3 IL-12/23i00 | ¥ | nem |0 | £| (i led | 8] om0 | 2| e, BIOLOGIC

E. JAKi, PDE4i # or JAKi i | B 2 PDE4 I8 = (TNFI, IL-171, 1L-

= § ‘1—/ £f - i ' 3 - I ~ : T 12/23i or JAKI,
= ~ 5 PCE4i

& itch Biclogic (" Switch Biglogic 2 itch Bialogic )
SWITCH BIOLOGIC . [‘%hF:i'.-IIL:'I?i I;Irw fsr:‘:hlﬁlggal g mlﬁlgﬂi, E (Bmm;*:LBIEIFEDEI I:TNI-_I: |L—12|'.23i,
(TNFi, ILA7i, 1-12/23) i sy e R L

or JAKI, PDE4i —

Treat, periodically re-evaluate treatment goals
and madify therapy as required

Comorbédities and associated conditions may impact choice of therapy andior guide monitoring

====-< Espediied Therapaulic Roule == Suancard Tharspeutiz Route Black text = sirong recommendation; grey tesd = condional racommendation

*imited direct svidence for therapies in axisl Psa, recommendstions based on axisl Spé iterstune;
BCort i infections: consider on an indii beasis dus to potentisl for serigus side effects; no cear svidence for efficacy.
‘Iﬂmfﬁr_:,mmmmin Damlnﬁmﬁ,mliem:, calgimEurn i

Coates, LT, Soriano, £ 8., Carp, N. @t al. Nat Rev Rsumatol 15, 463375 [2021)
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VIEM KHOP VAY NEN

:
v v v - ¥
Thé viém khép Thé cot Viém ngén, Viém diém VKVN bat ky thé nao +
ngoai vi séng bam tan vay nén da vira - ndng
— . i . 4 g . i . e e
NSAID . NSAID NSAID ~ NSAID
DMARDs * Tiém CS tai chd MTX
: . | — | :
—» Khéng ddp (rng sau 3 thdang, bénh tién trién vira-ndng 44
Xem xét chi dinh 1 thudc sinh hoc:
Chéng chi dinh * Khang TNF: Infliximab, adalimumab, golimumab, Chéng chi
hadic khéng L hodic L1 djph hadic
dung nap + Khang IL-17: Secukinumab, hodic khong dung
DMARDs | | + KhangI1L12/23: Ustekinumab, hodic .
* Mot thudc sinh hoc duge chdp thudn khéc

¥
Khoéng dap tng sau 3-6 thdng S PR
Lura chon dfu: Methotrexate (MTX)

' Y - - &
Déi sang thuéc sinh hoc khac DMARDs khdc: Sulfasalozine,
cyclosporine, leflunumide,

FDA-approved “biologics”
@ Rheumatoid Arthritis @ Cytokine Storm
Olnﬁamm\rmﬁsm gmantﬁdl Arteritic

@I Hidradenitis Suppurativa

Atopic Dermatitis

° Poriasis

Psoriatic Arthritis
2 Muttiple Sclerosis
o Iuvenile Idiopathic Arthritis/Stills disease
Off | Organ Rejection

° Multicentric Castleman's Disease

: Systemic Lupus Erythematosus
I::!\.I Polyarticular Juvenila Idiopathic Arthritis
bt Chronic Idiopathic Urticaria

° Hemophagocytic Lymphohistiocytosls
gmhigm Vulgaris

Eosinaphilic Granulomatosis with Polyangiltic
o g Hypereosinophilic syndrome

Granulomatosis with jiti
° nulomatosis with Polyangiitis emma
emuasmpitPndyangiitB R
Rhingsinusitis
.IdlmathicThrmnbomen'ﬁa Uneitls

Kahlenberg JM, Billi AC, Eyerich K, Gudjonsson JE. Biolegics in the reatment of skin and rheumatologic diseases. J Allergy Clin Immunol. 2020 Apr;145(4):1138-1141. doi: 10,1018/ jaci. 2020.02.017.
Epub 2020 Feb 27. PMID: 32112783; PMCID: PMC2842001.
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Cac thuéc diéu tri viem khép vay nén

Non-pharmacologic therapies

Symptomatic treatments o p7 mmatory
* methotrexate, sulfasalazine, cyclosporine,
OSM i .
leflunomide, apremilast
TNFi * etanercept, infliximab, adalimumab, golimumab,
certolizumab pegol
IL12/23i e ustekinumab
IL17i e secukinumab, ixekizumab, brodalumab
o -

JAK inhibitor e tofacitinib

Singh et al. 2018. Journal of pseriasis and psoriatic arthritis. doi.org/10.1177/2475530318812244

Lo cho it e

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

|

Arthritis
Axial

Skin
Enthesitis
Dactylitis

\ Nail disease J

*Eye

**Bowel

|

Khéng hiéu
qud or CCP

Hiéu qua han ché or
sir dung thén trong

Mediterr J Rheumatol 2022;33(Suppl 1):150-61 https://doi.org/10.31138/mjr.33.1.150
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Cai thién ASAS20 va ASAS 40: Secu 300mg va 150 mg tai tuan 52

Dap (rng ASAS20 Dap (rng ASAS40
Treatment Period 1 Treatment Period 2 Treatment period 1 Treatment Period 2

Responders (%)

Responders (%)

[1] 4 ] 12 1€ 24 a2 40 468 2
Weeks
—®— Secukinumab 300 mg (N=164) - secukinumab 150 mg (N=157)
—#— Placebo to secukinumab 300 mg (N=81) -~~~ Placebo to secukinumab 150 mg (N=80)
-~k Placebo to secukinumab 300 mg (N=81) --<-- Placebo to secukinumab 150 mg (N=80)

. AsAs, of Spondyloarthritis i jonal Society

Baraliakos X, et al. Ann Aheum Dis. 2020 Dec 17: annrheumdis-2020-218E808. Epub ahead of print.

Secukinumab >< Adalimumab

EXCEED

A 1]
80 At week 53, between treatment diffarence in least squares mean:
PAS|O0  Atwesk 52 0R 349 (850l 167 to 3-71); ped-Hidii . 014 502 (95% C1-0-10 to B0, p=05465
707 I - % § ., \e, HAQD ~#- Secukinumab 300 mg (n=426)
0 8 T & Adalimumab 40 mg (n=427)
Z | 03
g s é 3
£ s0- -E" 0.4
5. . 19 § 57 050 2 _&9_05;454'0'55 356056
20 052
~4 Secukinumab 300 mg (n=215) B —0-f < 547033 055 _ges 55 pop
1035 -m- Adalimumab 40 mg {n=202) by O
0 1 1 T 1 I 1 T T 1 1 1 n 1 _’D-? J 1 1 L J J 1 1 ! J J 1 L
80+ Atweek 52, OR1-30 (95% O 0-91 to 1-87): p=0-1498
# ] Bénhviém rust 61
=N 51 > 3
= i 47 48 —s &
£ w o RS
o 404 45 44
E 21
ﬁ- 20 g
& 10 19 —#— Secukinumab 300 mg (n=234)
~m- Adalimumab 40 mg (n=264)
Lancet 2020, May, 9; 395 (10235): 1496-1505 a —— T
0 4 8 12z 16 20 24 28 32 36 40 44 48 52
Tirma lwsseks)
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Fin at ol Anhat Research & Thestgy 420200 22911 Conclusions

Pt/ 186112075 020 02208 v Arthritds Research &Therapy | The findings of this meta-analysis suggest that 1L-17 in-
hibitors are significantly effective in improving ASAS20/
A0 response rates at week 16 in patients with active an

RESEARCH ARTICLE Open Access kylosing spondylitis. IL-17 inhibitors seem to be associ-

ated with higher ASAS20 response rates in TMNFi-naive

. sl % subjects than THMNFEi-11R subjects. (WD hile, th =

Efficacy and safety of IL-17 inhibitors for c@, N T T T A e
H R | w17 inhibitors than to placebo, with most infections bei

the treatment of ankylosing spondylitis: a mild or moderate. 1L 17 inhibitors can be condderod o
1 i _ 1 fa k1 i f tients ith ti nlkylosi

systematic review and meta-analysis e ——

Table 2 Summary of safety outcomes at week 16

Trial (authar) Year  Treatrment  Treatrment-ermergent Death, % Discontinuation due to Nor-sewe re Serious adverse

Arma aclwerse events, % (i) L] adverse events, % (mN] infections, % (n/N)  events, % /N
MEASURE-1 2015 SEC GE3 [170/249) O (/245 1.2 (3/249) 2001 (7575249 20 (5/24%9)
[Basten) [25] - . f 199 e

PBO 55.7 (68122 a8 1/ 4.1 (5/122) 123 (15123 4.1 (51123

122)

MEASURE-2 2015 SEC &l (B94145) 7 (s 4.8 (4/145) 3.7 (46/145) 55 (8M145)
[Baeten) [25] 145}

PBO G35 (44574) O (Qr74) 54 (4004 200 (20074} 4.1 (3/74)
MEASURE-3 2017 SEC 453 (5841500 O Q1500 0 0150) M 07 (171500
[Paveika) (26) PEC 44 (33/75) 0 (O/75) 0 (075 N/A 1.3 (1475)
MEASLURE- 2018 SBEC 56,2 [131/233) 0 1Qv233) 1.3 (3/233) MR 1.7 (4/233)
Kivi 27
fivi [27] PEC 54.7 (54/117) 0117 05 (1/117) NA 34 @7
COASTN (wvan der 2008 IXE 42,7 [A0164) 0 (0A54) 1.8 (3/164) 20,1 (33/1654) 1.2 (2/M164)
Heijd 25 .

elide) [28] PBC 38,5 (34/86) 0(O/EE) 0 VES) 151 (13/86) 0 [O/86)

COAST-W 2019 IXE 623 (132/212) s 1/ 6.1 (13/212) 269 (57/21% 33 (73
[Decdhar) [29] 212

PBO 49,0 (515104) Q04 1.9 (2104) 5 (105104) 48 (57104)

SEC secukinumab, XE ixekizumab, PEO placebo, MA not applicable

TNF Inhibitors*: Safety Summary

- Serious infections:
Active tuberculosis, including reactivation of latent tuberculosis
Reactivation of hepatitis B virus

+ Invasive fungal infections
« Bacterial, viral and other infections due to opportunistic pathogens
« Malighancy:

« Lymphoma and other malignancies, some fatal, have been reported
in children and adolescent patients treated with TNF inhibitors

- There is also a signal for increased risk of non-melanoma skin
cancer

- Severe hepatic reactions including acute liver failure
« Heart failure, worsening or new onset may occur
- Anaphylaxis or serious allergic reactions may occur

« Formation of autoantibodies and rarely, in the development of a lupus-
like syndrome

Gemets V. Goyal A, Ehaddour K. Tumor Necrosis Factor Inhibitors. [Updated 2023 Jul 3]. In: StatPearls [Intemet]. Treasure Island (FL): StatPearls Publishmg; 2024 Jan-
. Available from: https:/f'www.ncbinlm nih gov/books/NBEA82425/
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ASAS - EULAR axSpA TREATMENT RECOMMENDATIONS 2022

ASAS-EULAR axSpA treatment recommendations 2022 with changes highlighted in
red (2016 ASAS-EULAR recommendations)

Comments

Summary of changes:

15 recommendaticons (13 previously)

8 unchanged from previous recommendations (#2,3,6,7.8.13,14,15)
3 minor edits, mostly nomenclature (#1,4,5)

2 significantly updated (#9,12)

2 newly formulated/ added (#10,11)

10 If there is a history of recurrent uveitis or active IBD, preference should be given
new | to a manoclonal antibody against TNFa*™ . In patients with significant psoriasis, an
IL-17i* may be preferred.

New

**This includes a pegylated Fab'
fragment [=Certolizumab]

[it excludes Etanerceptas itis a
fusion protein]

10. Néu c6 tién sir viém mang bd dao tai phat hodc IBD hoat dong, nén wu tién khang thé don dong khang TNFa

O nhifng b&nh nhan bi b&nh vay nén dang k& khang IL-17 c6 thé

11 Absence of response to treaimeant should trigger re-evaluation of the diagnosis
new | and consideration of the presence of comorbidities

oc Lru tién hon

MNew

10 HTIMEHherapy-fals-Following a first bfts DMARD failure, switching to another
12 bDMARD (TNFi or IL-17i%) or a JAKI therapy should be considered

Significant updates:

JAKI added

* IL-17i: refers only to IL-17A-
inhibitors

11.Khdéing co dap (g v&i diéu tri nén danh gia lai chan doan va va xem xét sir hién dién cla cac bénh di kém
12. Sau khi 1 thuéc DMARD sinh hoc that bai thay thé ng mat thudc sinh hoc khac (TNFi hodc 11171) hodc JAKI nén du

xem xét

2022 update : Ramiro, S oral presentation at EULAR 2022; ASAS-EULAR recommendations for the management of axSpA: 2022 update

ACR 2023

DO NOT MISS HIGHLIGHTS IN PSORIATIC DISEASE

NOVEMBER 2025
Higher Levels of High-sensitivity CRP High-sensitivity C-reactive protzin CPR (hs-CRP) is a biomarker of
Are Associated with Future Risk of systemic inflammation. This study investigated hs-CRP as a prognostic : H
Developing Psoriatic Arthritis Among factor for developing PsA in patients with psoriasis. bimekizumab
Patients with Psoriasis: A Data were obtained from a prospective cohort of patients with psoriasis Anti IL-17F and IL-17A
Prospective Cohort Study without PsA. Clinical assessment by a rheumatologist was done at
baseline and annually. Hs-CPR levels were measured at haseline.
Liti Ede Among 589 patients with psoriasis (mean follow-up of 7.5 years), 57 IZOklbep_ | .
it baer developed PsA during the follow-up period (1.2 events/year). Mean hs- Anti IL-17

The Window of Oppartunity in This study investigated i earl initiation of DMARDS in patiests with Psa is
Psoriatic Arthritis: Similar to aseociated with better outromes
Rheumatoid Arthritis?
eum s All DMARD-nizive patients from the DEPAR cohort with a new diagnosis of
Selinde Snoeck Henkemans Psp were included (n=835). Fatients were categorized into three groups

accarding to treatment delay from symptoms onset: <12 weeks, 12-52
wieeke, and ¢ 57 weeks delzy

. The > 52 weeks delay group was significantly less likely to achieve MDA
Abstract Session and DAPSA remission over thiee -
. years of follow-up than the other two
MUT:;:E:":;':‘U groups [Figure 1). This group also scored significantly worse on HAQDI
’ - than those with <12 weeke delzy. Radingraphic progression did nat differ
between the different groups.

CRP levels were 3.1£5.5 mg/dL, and the level was significantly higher in
patients with arthralgia, obesity, and fermales.

hittps:ferww. grappanetwork org wp-contentuploads 2023/1 VDNM-ACR-23-final-1 pdf
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-

KET LUAN

-Tén thwong trong bénh viém khép vay nén thudng da dang
- Thudce sinh hoc khang TNF alpha, khang IL-17, khang IL 12/ IL 23 ¢6
hiéu qua va an toan trong diéu tri.

- Lwa chon thudc sinh hoc phu hop véi hwéng dan didu tri va ca thé

hoa diéu tri
N /

) e

ez

Cim an s hi g nheci o
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