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CLINICAL SCIENCE

The contribution of joint and skin improvements to
the health-related quality of life of patients with
psoriatic arthritis: a post hoc analysis of two
randomised controlled studies

Arthur Kavanaugh,' Alice Gottlieb,? Akimichi Morita,? Joseph F Merola,*”
Chen-Yen Lin,® Julie Birt,° Catherine L Shuler,® Matthew M Hufford,® Diamant Thaci’

ABSTRACT

Objective Determine the contribution of joint and skin
improvements to health-related quality of life (HRQoL) in
patients with psoriatic arthritis (PsA).

Methods SPIRIT-P1 and SPIRIT-P2 are phase 3 trials
investigating ixekizumab, an interleukin-17A antagonist,
in the treatment of patients with active PsA. Patients
were randomised to ixekizumab or placebo. Outcomes
included the Disease Activity Index for Psoriatic Arthritis
(DAPSA), the Psoriasis Area and Severity Index (PASI), the
European Quality of Life-Five Dimensions (EQ-5D) Visual
Analogue Score (VAS), the 36-Item Short-Form Health
Survey (SF-36) and the Work Productivity and Activity
Impairment (WPAI) Questionnaire. The contribution of
joint and skin improvements to HRQoL was modelled
using a smoothing spline method and depicted with
response surface graphics.

Results In this integrated analysis, 402 patients with
PsA had baseline psoriasis of =3% of body surface area.
We applied response surface modelling to this patient
data set to investigate the relationship between DAPSA,
PASI and HRQoL improvements at week 24. The greatest
improvement in EQ-5D VAS was associated with the
largest per cent improvements in both DAPSA and PASI
together, rather than DAPSA or PASI alone. Similar
observations were made in domains of SF-36 and WPAI.
Conclusion Optimal improvements in patients" HRQol
were dependent on successful treatment of both joint
and skin symptoms.

INTRODUCTION

Psoriatic arthritis (PsA) is a chronic immune-me-
diated inflammatory disease involving articular
and extra-articular symptoms, particularly psori-
asis (PsO)." Of note, health-related quality of life
(HRQoL) impairment in PsA is similar to rheuma-
toid arthritis (RA), even though patients with PsA
may have, on average, fewer joints involved as
compared with those with RA, and may relate to the
additional burden of skin PsO and other domains
of disease.”” While current disease-modifying
antirheumatic drugs (DMARDs) can have varying
success in treating the differing manifestations of
PsA, it is currently unclear to what degree treating
joint and/or skin symptoms in PsA correlates with
improvements in patients’ HRQoL. In this post
hoc analysis, we leveraged clinical trial data from
SPIRIT-P1 and SPIRIT-P2,® ® which investigated

What is already known about this subject?

» Health-related quality of life (HRQoL)
impairment in patients with psoriatic arthritis
(PsA) can be significant, similar in extent to
patients with rheumatoid arthritis. The presence
of plaque psoriasis, in addition to arthritis, is
thought to be a significant contributor to overall
morbidity in patients with PsA.

» While current therapies can have varying
success in treating the differing manifestations
of PsA, it is currently unclear to what degree
treating joint and/or skin symptoms in PsA
correlates with improvements in patients’
HRQoL.

What does this study add?

» Leveraging data from clinical trials in PsA,
improvements in joint symptoms were
pivotal in improving overall patient HRQoL.
However, improvements in both joint and skin
manifestations were necessary to achieve
optimal patient HRQoL improvements in both
physical and mental domains.

How might this impact on clinical practice or

future developments?

» The results of this study indicate that treatment
regimens that effectively treat patient joint and
skin symptoms should be considered to achieve
optimal improvements in overall HRQoL.

the interleukin-17A antagonist ixekizumab for the
treatment of PsA, to assess the contributions of
joint and skin symptom improvements on patients’
HRQoL.

METHODS

Study design and patient population

Data within this integrated post hoc analysis were
derived from SPIRIT-P1 (NCT01695239) and
SPIRIT-P2 (NCT02349295). The study design
and patient populations for each study have been
described previously.® * Briefly, the SPIRIT studies
are phase 3 double-blind, placebo-controlled clin-
ical trials involving patients with active PsA. In
SPIRIT-P1, the patient population was biologic
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Psoriatic arthritis

DMARD-naive. In SPIRIT-P2, patients must have had an inade-
quate response or intolerance to TNF inhibitors. In both trials,
enrolled patients had =3 of 68 tender joint and =3 of 66 swollen
joint counts and had an active or documented history of PsO at
study entry.

Patients were randomised to placebo (until week 24) or ixeki-
zumab 80 mg once every 4 or 2 weeks. At week 16, patients
deemed inadequate responders were required to add/modify
medications. In these analyses, patients were included regardless
of the treatment group.

Outcomes

Improvements in joint and skin symptoms were measured as
percent improvement from baseline by Disease Activity Index
for Psoriatic Arthritis (DAPSA) and Psoriasis Area and Severity
Index (PASI) scores, respectively.'® ' DAPSA is a composite
measure incorporating swollen and tender joints, function, pain
and disease activity, but does not directly measure PsO skin
symptoms.'! Improvements in HRQoL were measured as change
from baseline (CFB) by the following instruments: European
Quality of Life-Five Dimensions (EQ-5D) Visual Analogue Score
(VAS), activity impairment domain of the Work Productivity and
Activity Impairment (WPAI) Questionnaire'* and 36-Item Short-
Form Health Survey (SF-36)."

Statistical analyses

Post hoc analyses were conducted on all ixekizumab-treated and
placebo-treated patients with a baseline PsO of =3% or =10%
body surface area (BSA) from the integrated data set. Missing
data were imputed with the last observation carried forward. For
patients classified as inadequate responders at week 16, data for
week 24 were imputed from the week 16 time point.

The combined effects of joint and skin improvements on
HRQoL were modelled using the smoothing spline method
(both as CFB)."* HRQoL was assumed to be a smooth function
of joint and skin symptoms without imposing specific functional
form. The smooth function was expressed as a linear combina-
tion of a collection of basis functions. The degree of smoothness
was controlled by an additional parameter to avoid overfitting.
The unknown parameters involving the basis function can be
solved efficiently using ridge regression techniques, whereas the
smoothing parameter is selected using restricted marginal like-
lihood. This analysis was conducted using R V.3.3.3 with the
general smoothing splines (gss) package (V.2.1-7 or later).

Results

We investigated the relationship between improvements in joint
and skin symptoms at week 24 on patients’ HRQoL using inte-
grated results from the SPIRIT trials for 402 patients with active
PsA and BSA =3% (including 224 patients with BSA =10%)
at baseline (table 1). Joint involvement was similar in the BSA
>3% and BSA =10% groups. Smoothing spline modelling
was performed and a colour spectrum was applied to HRQoL
improvements (figure 1A,B).

In models with EQ-5D VAS, HRQoL improvements were
highest (33.1 CFB) when patients achieved 100% improve-
ment in both DAPSA and PASI scores (figure 2). Joint symptom
improvement alone (ie, 100%/0% DAPSA/PASI improvements)
yielded a 17.7 CFB improvement. while skin symptom clear-
ance alone (ie, 09%/100% DAPSA/PASI improvements) yielded a
—1.2 CFB improvement. In patients with =10% BSA, a greater
dependence on skin symptom improvement was necessary to
achieve optimal EQ-5D VAS scores (figure 2). Similar results

Table 1 Baseline characteristics of patients with baseline >3% BSA
and =10% BSA
SPIRIT Trial Integrated Database
>3%BSA (n=402)* >10% BSA (n=224)t
Age, years 49.8 (11.6) 49.1 (11.7)
Male 206 (51.2%) 131 (58.5%)
Weight, kg 87.8 (21.4) 88.4(21.8)
BMI, kg/m? 30.5 (7.4) 30.2 (7.4)
Race
White 369 (92.0%) 199 (89.2%)
Asian 22 (5.5%) 18 (8.1%)
Other 10 (2.4%) 6 (2.7%)
Time since psoriatic arthritis 8.6 (7.9) 8.7 (7.6)
diagnosis, years
Time since psoriasis diagnosis, 16.9 (12.6) 17.5(12.4)
years
c¢DMARD current use 226 (56.2%) 122 (54.5%)
Methotrexate current use 188 (46.8%) 104 (46.4%)
Prior TNFi experience 203 (50.5%) 106 (47.3%)
Baseline disease scores
Tender joint count, 68 joints 22.1 (15.0) 22.3(14.9)
Swollen joint count, 66 11.9 (8.6) 11.8 (8.0)
joints
CRP, mg/L 16.7 (27.2) 17.5 (27.6)
DAPSA score 48.7 (22.6) 49.0 (22.0)
% BSA of psoriasis + 18.3(18.5) 28.7 (19.1)
PASI total score 8.5(8.3) 12.0 (9.3)
Baseline quality of life scores
DLQI total score 8.7 (6.9) 9.8(7.2)
EQ-5D VAS score 52.5(21.0) 51.5(20.9)
SF-36 domain scores
Bodily pain 37.9(19.7) 38.5(20.4)
General health 446 (19.3) 445 (19.4)
Mental health 64.4 (21.8) 64.2 (21.6)
Physical functioning 41.8(26.2) 42.6 (26.2)
Role emotional 71.7 (27.0) 72.7 (26.8)
Role physical 43.9 (25.0) 44.1 (25.4)
Social functioning 63.3 (27.4) 64.7 (27.7)
Vitality 40.6 (21.8) 41.7 (21.1)
WPAI—activity impairment 53.0 (25.3) 50.7 (24.9)

Data presented are mean (SD) or n (%).

*Placebo: n=134, ixekizumab: n=268.

tPlacebo: n=68, ixekizumab: n=156.

$BSA severity ratings: <3%=mild, 3%—10%=moderate, >10%=severe.

BMI, body mass index; BSA, body surface area; cDMARD, conventional disease-
modifying antirheumatic drug; CRP, C reactive protein; DAPSA, Disease Activity
Index for Psoriatic Arthritis; DLQI, Dermatology Life Quality Index; EQ-5D, European
Quality of Life-Five Dimensions; PASI, Psoriasis Area and Severity Index; SF-36,
36-Item Short-Form Health Survey; TNFi, TNF inhibitor; VAS, Visual Analogue Score;
WPAI, Work Productivity and Activity Impairment.

were observed in models with the activity impairment domain of
WPAI (online supplementary figure S1). When the models were
adjusted for age, gender and biologic experience as covariates,
similar results were also observed (data not shown).

In models incorporating all SF-36 domains, improvement in
joint symptoms alone yielded achievement of minimally clinically
important difference (MCID) (=5 improvement) in all domains
in patients with =3% BSA; however, when skin symptom
improvements were also present, less joint symptom improve-
ment was needed to achieve MCIDs for the domains (except
vitality) with general health and social functioning particularly
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Figure 1 Response surface modelling. (A) Three-dimensional scatterplot and (B) response surface of scatterplot estimated by smoothing spline
method of skin (y-axis, PASI—percent improvement), joint (x-axis, DAPSA—percent improvement) and HRQoL (z-axis, EQ-5D—change from baseline)
improvement at week 24. A colour spectrum is applied to health-related quality of life (blue (least improvement) to red (greatest improvement)).
DAPSA, Disease Activity Index for Psoriatic Arthritis; EQ-5D, European Quality of Life-Five Dimensions; PASI, Psoriasis Area and Severity Index; VAS,
Visual Analogue Score.

dependent on skin symptom resolution (online supplementary which also exhibited the smallest CFB at week 24 in the
Figure S2A). The greatest improvements were observed across modelling.
all domains, except bodily pain, when both joint and skin symp-
toms improved. . .
In patients with =10% BSA, the necessity of skin symptom Discussion

improvement increased for general health, social functioning, =~ We leveraged data from two phase 3 clinical trials to model the
bodily pain, and vitality (online supplementary Figure S2B). In relative impact of joint and skin improvements on HRQoL in
contrast, improvement in joint symptom alone was sufficient patients with active PsA and PsO. As measured by non-disease-spe-
for optimal improvements in mental health and role emotional, cific patient-reported outcome (PRO) measures, improvements
A. B. Greatest
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Figure 2 Impact of joint and skin improvements on patient health-related quality of life as measured by EQ-5D VAS. Heat maps depict change from
baseline in EQ-5D VAS at week 24, with a range from least improvement (blue) to greatest improvement (red). Joint and skin improvements measured
by per cent improvements from baseline DAPSA and PASI scores at week 24, respectively. Patients with baseline psoriasis of =3% (A) and >10% BSA
(B) are depicted in the left and right panels, respectively. BSA, body surface area; DAPSA, Disease Activity Index for Psoriatic Arthritis; EQ-5D, European
Quality of Life-Five Dimensions; PASI, Psoriasis Area and Severity Index; VAS, Visual Analogue Score.
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in joint symptoms were a larger driver of improvements in
patient HRQoL than those for PsO. However, improvements
in both joint and skin manifestations are necessary to achieve
optimal patient HRQoL levels.

In the models built with patients with greater PsO involve-
ment at baseline (=10% BSA), skin symptom improvement was
more prominent in positively affecting the scores of EQ-5D VAS,
WPAI—activity impairment domain, and four of eight domains
of SF-36. Importantly, the levels of tender and swollen joints and
DAPSA scores were similar between patients with baseline PsO
of =3% and BSA of =10%. Collectively, these data indicate that
the relative contribution of skin improvement to improvements
in HRQOL is dependent, to a degree, on the level of PsO at
initiation of treatment.

In two domains of SF-36 (mental health and role emotional),
there was less dependence on skin improvements to achieve
HRQoL improvements in the models built with data from
patients with baseline PsO of =10% BSA. Reasons for this obser-
vation are unclear as PASI responses have been previously asso-
ciated with improvement in the mental aspects of HRQoL in
patients with PsA." ' These two particular domains exhibited
the smallest overall improvements at week 24. Coupled with
fewer patients with baseline PsO of =10% BSA, pattern esti-
mates could have been more greatly influenced by fewer subjects
within certain regions of the model.

Previous clinical trials have investigated the relative impact
of improvements in joint and skin symptoms on PROs.' !¢
Collectively, the studies demonstrated that the greatest improve-
ments in HRQoL were achieved when patients achieved clini-
cally significant improvements in both joint and skin symptoms,
particularly with respect to the mental aspects of the disease
(eg, SF-36 MCS). Improvements in the physical aspects of the
disease (eg, SF-36 PCS) were more strongly associated with joint
symptom improvement.

The analyses presented here demonstrate that HRQoL
improvements, measured by SF-36 domains, as well as the EQ-5D
VAS and WPAI domains, require both joint and skin improve-
ments for optimal responses. These analyses differ from previous
disclosures, in part, by examining the correlation of a response
rather than the ability of a patient to achieve a response.'” '
With current therapies, it may be possible for patients to achieve
higher clinical efficacy benchmarks than those previously consid-
ered standard (eg, PASI75 and American College of Rheuma-
tology response criteria with 20% improvement (ACR20)).
Using our methods herein, we were able to predict the impact
of reaching higher efficacy thresholds on patient HRQoL. In
addition, previous reports examined only patients treated with
TNF inhibitors. We applied the relative efficacy improvements
from both placebo-treated and ixekizumab-treated patients to
our model.

To measure joint symptom improvement, we utilised DAPSA,
which incorporates PROs. Considering that we employed PRO
to measure patient HRQoL, this could potentially lead to some
bias. Therefore, we also measured joint symptom improvement
using either tender or swollen joint counts. Both of these models
also suggest that improvements in both joint and skin manifes-
tations are necessary to achieve optimal patient HRQoL levels
(online supplementary figures S3 and S4).

There are limitations to our analyses. Relatively smaller
numbers of patients have joint symptom improvement alone
than those of patients having skin symptom improvement alone.
However, the wide distribution of joint and skin improvements
still allows coverage of the entire spectrum without extrapo-
lating the result beyond what was observed. DAPSA and PASI,

as measures in themselves, cannot fully capture the extent of PsA
severity. DAPSA does not directly assess periarticular domains of
PsA (enthesitis and dactylitis), while PASI does not necessarily
account for difficult-to-treat locations of PsO (eg, genital, palms
and nails). Future analyses incorporating these domains, which
can influence HRQoL, would provide additional insight. Lastly,
the interpretation of these analyses was limited to patients with
PsA with PsO of =3% BSA as reliable assessment of PsO activity
becomes problematic in patients with less extensive disease. It is
therefore unclear to what extent these results are applicable to
patients with milder PsO.

In summary, using clinical trial data, we demonstrated that
improvements in both joint and skin manifestations are neces-
sary for optimal HRQoL in patients with active PsA and PsO.
Therefore, therapies targeting both joint and skin symptoms
should be preferred to achieve optimal improvements in overall
quality of life.
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Figure S1. Impact of joint and skin improvement on patient HRQoL as measured by WPAI-
Activity Impairment Domain. Heat maps depict change from baseline in WPAI-Activity
Impairment Domain at Week 24, with a range from least improvement (blue) to greatest
improvement (red). Joint and skin improvements measured by percent improvements from
baseline PASI and DAPSA scores at Week 24, respectively. Patients with 23% and >10% baseline
BSA are depicted in the left and right panels, respectively. BSA=body surface area.
DAPSA=disease activity for psoriatic arthritis. HRQoL=health-related quality of life index. PASI=
Psoriasis Area and Severity Index Improvement. WPAI=Work Productivity and Activity

Impairment Questionnaire.
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Figure S2. Impact of joint and skin improvement on patient HRQoL as measured by SF-36
domains. Data presented from patients with (A) 23% and (B) 210% baseline BSA. Heat maps
depict data change from baseline in domains of SF-36 at Week 24, with a range from least
improvement (blue) to greatest improvement (red). Joint and skin improvements measured by

percent improvements from baseline PASI and DAPSA scores at Week 24, respectively. Minimal
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clinically important differences (MCIDs; 5 point improvement from baseline) are highlighted for
each domain (dashed lines). DAPSA=disease activity for psoriatic arthritis. HRQoL=health-
related quality of life index. PASI= Psoriasis Area and Severity Index Improvement. SF-36=36-

Item Short Form Health Survey.
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Figure S3. Impact of joint and skin improvement on patient HRQolL as measured by Tender
Joint Count (TJC68). (A) Three dimensional scatterplot and (B) response surface of scatterplot
estimated by smoothing spline method of skin (y-axis; PASI — percent improvement), joint (x-
axis; TJIC68 percent improvement), and HRQol (z-axis; EQ-5D — change from baseline)
improvement at Week 24. A color spectrum is applied to HRQoL (blue [least improvement] to
red [greatest improvement]). DAPSA=disease activity for psoriatic arthritis. HRQoL=health-
related quality of life index. EQ-5D=EuroQol five dimensions questionnaire. PASI= Psoriasis

Area and Severity Index. VAS=visual analog score.
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Figure S4. Impact of joint and skin improvement on patient HRQoL as measured by Swollen
Joint Count (SJC66). (A) Three dimensional scatterplot and (B) response surface of scatterplot
estimated by smoothing spline method of skin (y-axis; PASI — percent improvement), joint (x-
axis; SJC66 percent improvement), and HRQol (z-axis; EQ-5D — change from baseline)
improvement at Week 24. A color spectrum is applied to HRQoL (blue [least improvement] to
red [greatest improvement]). DAPSA=disease activity for psoriatic arthritis. HRQoL=health-
related quality of life index. EQ-5D=EuroQol five dimensions questionnaire. PASI= Psoriasis

Area and Severity Index. VAS=visual analog score.
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Quality of life is dependent on treatment of both joint and skin
symptoms in PsA CrossMark

Treating both joint and skin symptoms maximises quality of life for people with psoriatic arthritis.

Psoriatic arthritis (PsA for short) is a chronic inflammatory disease that affects a person’s joints and other parts
of the body, including the spine, skin, and tissues joining tendons and ligaments to bones (called entheses). It
gets its name from the link between this type of arthritis and a skin condition called psoriasis, which causes
red, flaky, crusty patches of skin covered with silvery scales. The inflammation in psoriatic arthritis often causes
swelling of the fingers, toes or bigger joints (such as the knee). This can result in pain, fatigue and mobility
issues. As a result, psoriatic arthritis can affect people’s quality of life, which is a measure of your physical,
mental, emotional and social wellbeing.

Ixekizumab (pronounced ix-ee-KIZ-ue-mab) belongs to a group of medicines called biologic disease modi-
fying antirheumatic drugs (sometimes called biologics or bDMARDs). These medicines work by targeting
specific chemical messengers in the body that cause inflammation, in this case a molecule called interleukin-17
(shortened to IL-17). The aim of this treatment is to reduce inflammation in the body, improve symptoms, and
prevent the disease from getting worse.

The authors wanted to see whether improvements in joint and skin symptoms affect quality of life in people
taking ixekizumab.

The study included 402 people with psoriatic arthritis. The average age was 49, and most of the people taking
part were male. Everyone had more than 3% of their body surface area affected by psoriasis.

This study was a planned analysis of data already collected in two randomised controlled trials called SPIRIT-P1
and SPIRIT-P2. In these two clinical trials, people were randomly assigned to receive either ixekizumab or
placebo (a dummy treatment which has no physical effect on the body). Using chance in this way means that the
groups are similar and can be compared to see the effect of the medicine. The authors used a computer model
to look for the the relationship between quality of life and improvements in joint and skin symptoms after 24
weeks of treatment with either ixekizumab or placebo.

The main finding was that people who had improvement in skin activity but less improvement in joint activity
still experienced an increase in quality of life. People who had improvement in joint activity but less improve-
ment in skin activity also experienced better quality of life. The greatest increase in quality of life was seen in
people who had improvement in both their skin and joints.

Yes. Although doctors would expect people’s quality of life to increase with improvements in skin and joint
health, this has never been studied. This is the first proof that the best way to improve quality of life in people
with psoriatic arthritis is to treat both skin and joint symptoms.

Because this study was done in people with psoriatic arthritis, the amount of skin affected was generally less
than in people with psoriasis and no arthritis in their joints, and this may have had an impact on the results.
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Psoriatic arthritis affects more than just the skin and joints. The authors plan to look at the contribution of other
aspects of the disease on quality of life.

If you have psoriatic arthritis, you might experience lower quality of life than other people without the disease.
Different aspects of your disease can have an impact on quality of life — for example, skin versus joint symptoms.
If some aspects are more important to you than others, you should talk to your doctor to make sure that you
get the right treatment and support that will deliver the best results for you.

If you have any concerns about your disease or its treatment, you should talk to your doctor.

Disclaimer: This is a summary of a scientific article written by a medical professional (“the Original Article”).
The Summary is written to assist non medically trained readers to understand general points of the Original
Article. It is supplied “as is” without any warranty. You should note that the Original Article (and Summary) may
not be fully relevant nor accurate as medical science is constantly changing and errors can occur. It is therefore
very important that readers not rely on the content in the Summary and consult their medical professionals for
all aspects of their health care and only rely on the Summary if directed to do so by their medical professional.
Please view our full Website Terms and Conditions. http://www.bmj.com/company/legal-information/

Date prepared: August 2019
Summary based on research article published on: 31 May 2019

From: Kavanaugh A, et al. The contribution of joint and skin improvements to the health-related quality of life
of patients with psoriatic arthritis: a post hoc analysis of two randomised controlled studies. Ann Rheum Dis
2019;78:1215-19. doi:10.1136/annrheumdis-2018-215003

Copyright © 2019 BM]J Publishing Group Ltd & European League Against Rheumatism. Medical professionals
may print copies for their and their patients and students non commercial use. Other individuals may print
a single copy for their personal, non commercial use. For other uses please contact our Rights and Licensing
Team.

Published by the BMJ Publishing Group Limited. For permission to use (where not already granted under a licence) please go to http://www.bmj.com/company/products-services/
rights-and-licensing/


http://www.bmj.com/company/products-services/rights-and-licensing/
http://www.bmj.com/company/products-services/rights-and-licensing/

	The contribution of joint and skin improvements to the health-related quality of life of patients with psoriatic arthritis: a post hoc analysis of two randomised controlled studies
	Abstract
	Introduction﻿﻿
	Methods
	Study design and patient population
	Outcomes
	Statistical analyses
	Results
	Discussion

	References


