34

Considering Tomorrow in Today’s Treatment Choice
of Women Living with Psoriasis

This UCB-sponsored symposium took place on 10" October 2019 as
part of the 28t European Academy of Dermatology and Venereology
(EADV) Annual Congress in Madrid, Spain

Chairperson:

Speakers:

Disclosure:

Acknowledgements:

Support:

Matthias Augustin'
Matthias Augustin,’ Alexander Egeberg,? Sandy McBride?

1. Institute for Health Services Research in Dermatology and Nursing, University
Medical Center Hamburg-Eppendorf, Hamburg, Germany

2. Herlev and Gentofte Hospital, University of Copenhagen, Hellerup, Denmark

3. Royal Free London NHS Trust, London, UK

Prof Augustin has received grants and/or honoraria as a consultant, speaker, and/
or advisory board member from 3M, AbbVie, ALK-Abello, Almirall-Hermal, Amgen,
AOK BV, AOK BW, Astellas, Barmenia, Barmer GEK, Basilea, Bayer Healthcare,
Bauerfeind, Beiersdorf, Biogen, Birken, Boehringer Ingelheim, Bristol-Myers Squibb,
BSN, BVDD, Bvmed, Celgene, Centocor, Coloplast, DAK, DDG, Derma2go, Diabet
concept, DPB, Eli Lilly and Company, Geko, Gerromed, GlaxoSmithKline, Heigel.com,
Hexal, Hirschen Group, Janssen-Cilag, Johnson & Johnson, KCI, LEO Pharma, Medac,
Medi, Medovent, Menlo, Merck-Serono, Mdlnlycke, MSD, Mundipharma, Novartis,
NHS Trust, Pfizer, Pharmafacts, Pohl-Boskamp, Regeneron, Roche, Sandoz, Sanofi,
SClderm, Spirig, Schilke & Mayr, Soring, Stiefel, Swiss4Ward, Systagenix, Techniker,
TFS, Tissuetherapies, Trevi, UCB, Uluru, Videoclinic, and Xenoport. Dr Egeberg has
received consulting fees, research or institutional support and educational grants
from AbbVie, Almirall, Bristol-Myers Squibb, Dermavant, Eli Lilly and Company,
Galderma, Janssen Pharmaceuticals, LEO Pharma, Novartis, Pfizer, Samsung Bioepis
Co., Ltd., and UCB. Dr McBride has received consulting fees, research or institutional
support and educational grants from AbbVie, Almirall, Amgen, Celgene, Eli Lilly and
Company, Janssen Pharmaceuticals, Novartis, and UCB.

Medical writing assistance was provided by Annie Rowe and funded by UCB.

The meeting and publication of this article were funded by UCB. The views and
opinions expressed are those of the authors and not necessarily of UCB.

DERMATOLOGY « November 2019 EUROPEAN MEDICAL JOURNAL



Disclaimer: Certolizumab pegol (CZP, CIMZIA®, a trademark from the UCB group of companies) is
licensed in the European Union (EU) for the treatment of moderate to severe plaque
psoriasis in adults who are candidates for systemic therapy. CZP, in combination with
methotrexate (MTX), is also indicated for the treatment of active psoriatic arthritis
in adults when the response to previous disease-modifying antirheumatic drug
(DMARD) therapy has been inadequate or as monotherapy in case of intolerance
to MTX or when continued treatment with MTX is inappropriate. CZP Safety
information: in plaque psoriasis, the safety profile of CZP 400 mg every 2 weeks
and CZP 200 mg every 2 weeks were generally similar. During controlled clinical
trials through Week 16, the proportion of patients with serious adverse events was
3.5% for CZP and 3.7% for placebo. The proportion of patients who discontinued
treatment due to adverse events in the controlled clinical studies was 1.5% for
patients treated with CZP and 1.4% for patients treated with placebo. The most
common adverse reactions reported through Week 16 belonged to the system
organ classes Infections and infestations, reported in 6.1% of patients on CZP and
7% of patients on placebo, General disorders and administration site conditions,
reported in 4.1% of patients on CZP and 2.3% of patients on placebo, and Skin and
subcutaneous tissue disorders, reported in 3.5% of patients on CZP and 2.8% of
patients on placebo. CZP information regarding pregnancy and lactation: data from
more than 500 prospectively collected pregnancies exposed to CZP with known
pregnancy outcomes, including more than 400 pregnancies exposed during the first
trimester, does not indicate a malformative effect of CZP. However, the available
clinical experience is too limited to, with a reasonable certainty, conclude that there is
no increased risk associated with CZP administration during pregnancy. CZP should
only be used during pregnancy if clinically needed. Nonclinical studies suggest low
or negligible level of placental transfer of a homologue Fab-fragment of CZP (no Fc
region). Clinical data based on CRIB, a pharmacokinetic study of women >30 weeks
pregnant (n=16; last dose <35 days prior to delivery) receiving commercial CZP (n=15,
CZP 200 mg Q2W; n=1, CZP 400 mg Q4W), and on CRADLE, a pharmacokinetic
study of lactating mothers (n=17) receiving commercial CZP (n=16 received CZP
200 mg Q2W; n=1received CZP 400 mg Q4W), for a locally approved indication
(RA, axSpA/AS, PsA, and CD*) and at an approved dose at the time the study was
conducted. The CRIB and CRADLE study did not include any patients receiving CZP
400 mg dose Q2W. The clinical significance of low levels of certolizumab pegol for
infants is unknown. It is recommended to wait a minimum of 5 months following the
mother’s last CZP administration during pregnancy before administration of live or
live-attenuated vaccines (e.g., BCG vaccine), unless the benefit of the vaccination
clearly outweighs the theoretical risk of administration of live or live-attenuated
vaccines to the infants.

Click here to view CZP prescribing information (CIMZIA®, certolizumab pegol label)
on EMA website.
Citation: EMJ Dermatol;7[1]:34-43.

Meeting Summary

This symposium explored the challenges of plague psoriasis that are more prevalent in, or specific
to, women, in terms of burden, treatment needs, and treatment options. This theme was introduced
by Prof Augustin who described the social and emotional burden of plague psoriasis and gender
differences in relation to its impact and treatment expectations. Many areas, such as relationships,
sexual activity, childbearing, and educational and career prospects can be affected in women, and
as well as possible disease progression, need to be considered when discussing therapeutic options
with the patient. Dr Egeberg outlined the certolizumab pegol (CZP) plaque psoriasis clinical trial
programme. Three-year treatment results from the CIMPASI 1 and 2, and CIMPACT Phase Il trials,
showed that the clinical responses previously reported for moderate-to-severe plaque psoriasis with
CZP 200 mg every other week (Q2W) or 400 mg Q2W for up to 48 weeks were well maintained
over 3 years, with no new safety signals observed, underpinning the durability of the efficacy profile
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of CZP. Aligned with the unique Fc-free structure of CZP, clinical findings of no-to-minimal transfer
of CZP from mother to infant or into breast milk, mean that CZP could be used during pregnancy if
clinically needed and post-partum. Dr McBride described the profound life-impact of plaque psoriasis
specifically in women and why it is essential to understand their needs and life goals when exploring
treatment options. She discussed the importance of reviewing family planning and conception plans
at every visit in case of changes in treatment needs. Immediate and future life plans, including the
impact of pregnancy, childbirth, and the postpartum period, need to be considered when exploring
treatment options with the patient. Women with plaque psoriasis face significant challenges and there
is a need for long-term, effective treatments that are compatible with pregnancy and breastfeeding.

Introduction

Professor Matthias Augustin

The objectives of this symposium were to
understand the importance of planning treatment
addressing the specific needs of women living
with  moderate-to-severe plaque psoriasis
throughout their life journey, and to discuss the
importance of shared decision making early in
the management of plaque psoriasis in women,
as well as to identify any particular issues or
helpful tools that could aid this decision-making
process. A further objective was to share data
on the durable efficacy of the TNF inhibitor CZP
and its consideration for treating plague psoriasis
in women.

Meeting the Expectations of
Patients Living with Plaque
Psoriasis

Professor Matthias Augustin

The emotional and social burden of plaque
psoriasis is considerable. One in four patients
believe that their psoriasis makes it harder to
find work and has stopped them following
their chosen career! Approximately one-fifth
of patients are affected by depression, with
suicidal ideation reported for between 2.5% and
9.7%.2> Most patients reported feeling stigmatised
and isolated and many fear passing on their
psoriasis.® Patients with plaque psoriasis are also
more likely than the general population to be
affected by other chronic and serious diseases
including psoriatic arthropathy, anxiety and
depression, metabolic syndrome, cardiovascular
disease, and inflammatory bowel disease.?3’
Quality of life across a range of emotional and
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physical components is negatively affected,
with 94% of psoriasis and psoriatic arthropathy
patients reporting that their condition was a
problem in daily life, 88% that it affected their
emotional wellbeing, and 82% that it interfered
with their enjoyment of life (n=5,604 patients)."
The emotional impact also increases with disease
severity,* and mental illness, including disorders
due to substance abuse, mood and stress-related
disorders, is also more frequent in patients with
plague psoriasis.” In one survey of the burden of
skin manifestations of plaque psoriasis, patients
(n=17,434) reported negative effects on a number
of aspects of their lives including sleep, working
life, and sexual activity; in another, 79% of the
respondents (n=40,350) reported that their daily
life was disrupted for 10% of the time.”®

Psoriatic lesions in the abdominal, genital,
buttock, and lumbar areas have been associated
with an increased likelihood of sexual dysfunction,
independent of anxiety or depression.” Patients
with genital lesions had higher Dermatology Life
Quality Index (DLQI) scores (mean 8.5 versus 5.5
without; n=487).®"° Genital lesions are experienced
by >60% of patients at some time,”® significantly
impacting quality of life across a range of areas,
including symptoms and feelings, personal
relations, sexual difficulties, daily activities,
and leisure.’®®

The emotional and social burdenis clearly apparent
when looking at patients’ treatment expectations
beyond skin clearance and control, with gender
differences in the burden experienced also
reflected in these expectations. Women express
a greater need to be free of pain and discomfort
and to feel more in control of their disease and
treatment, particularly with respect to emotional
and social wellbeing (Figure 1).2° Furthermore,
in a Swedish Registry study (n=2,450), although
more men than women had Psoriasis Area and
Severity Index (PASI) 75 scores >10 (35% versus
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27%), more women had DLQI scores >10 (38%
versus 28%).7' In this same registry, only one-third
of patients receiving treatment with a biologic

..feel less depressed

..be able to sleep better

..be more productive in everyday life

...be free of pain

...no longer have burning sensations on your skin
..have fewer side effects

...be comfortable showing yourself more in public
..experience a greater enjoyment of life

..have no fear that the disease will become worse
...be free of itching

...have confidence in the therapy

...regain control of the disease

..find a clear diagnosis and therapy

...get better skin quickly

...be less dependent on doctor and clinic visits
..have fewer out-of-pocket treatment expenses
..be able to engage in normal leisure activities
..be less of a burden to relatives and friends

..be able to lead a normal everyday life

..be healed of all skin defects

..need less time for daily treatments

...be less burdened in your partnership

...be able to have more contact with other people
...be able to lead a normal working life

...be able to have a normal sex life
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agent (n=589) were women, in spite of the higher
impact on quality of life.?
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Figure 1: Differences in patients’ plaque psoriasis treatment needs by gender.

Patients were recruited from the German and Swiss psoriasis registries PsoBest (n=4,894) and Swiss Dermatology

Network of Targeted Therapies (SDNTT) (n=499).
Adapted from Maul et al 2079.2°

Looking further at what drives gender-specific
psoriasis experiences and treatment expectations,
the 2017 World Psoriasis Happiness Report
(n=121,800) found that women with plaque
psoriasis experience a greater happiness gap from
the general population than affected men, and
were more likely to experience stress (>60% versus
42%) and loneliness than men (25-28% and 19-
24%, respectively).?? Women experience greater
stigmatisation because of their psoriasis than
men, reporting significantly greater anticipation
of rejection, feelings of being flawed, sensitivity to
others’ opinions, and secretiveness.?> Women also
reported a greater degree of suffering associated
with genital lesions than affected men, including
itch, pain, stinging, burning, and dyspareunia, as
well as less frequent sex as a result of the lesions.™

Hormonal fluctuations during a woman’s lifetime
can affect disease activity.?* A study of >150,000
women with plague psoriasis illustrated clearly
the various ways in which the disease can affect
their life and disease journeys,® with irregular

Creative Commons Attribution-Non Commercial 4.0

versus regular menstrual cycles and a surgical
menopause rather than a natural menopause
being more likely in women with plague psoriasis;
whereas, women without plagque psoriasis
were likely to breastfeed their infants for longer
and showed a nonsignificant trend towards a
higher likelihood of multiple births.?®> While it
is often stated that plaque psoriasis improves
with pregnancy, in a prospective study of
pregnant women (n=47), 44% had no change
or worsening, and, strikingly, postpartum, 65%
experienced worsening.?®

In summary, there are gender differences in how
patients experience plague psoriasis. Female
patients have different expectations and needs
from therapy compared with men. Many areas,
such as relationships, sexual activity, childbearing,
and educational and career prospects,?
can be impacted by the disease or can cause
worsening. These need to be considered when
discussing therapeutic options with the patient.
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Achieving Long-term Impact
in Patients Living with Plaque
Psoriasis with Certolizumab Pegol

Doctor Alexander Egeberg

The TNF inhibitor CZP differs in molecular
structure from other antibody-based anti-TNF
and anti-IL biologic therapies, as it is a PEGylated
humanised anti-TNF Fab’ fragment without an
Fc region.3235

The Certolizumab Pegol Plaque
Psoriasis Clinical Development
Programme

A Phase Il efficacy and safety programme
in patients with moderate-to-severe plaque
psoriasis was conducted across 11 countries in
North America, western Europe, and eastern
Europe. The three randomised, double-blind,
parallel group Phase Il trials (CIMPASI 1, CIMPASI
2, and CIMPACT) included >1,000 patients and
comprised blinded, maintenance, and open-
label periods.3¢3° A Phase lll study has also been
completed in Japan.#©

In CIMPACT, patients were randomised to either
CZP 400 mg Q2W; CZP 200 mg Q2W, preceded
by a CZP 400 mg loading dose at Weeks 0-2-4;
etanercept (50 mg twice-weekly); or placebo. The
primary endpoint was a 75% reduction in PASI 75
at Week 16. This was followed by a maintenance
period up to Week 48, and then open-label
treatment with possible dose adjustment (see
CIMPASI-1and 2) up to Week 144 383° From Week
16, patients who had responded with a PASI
reduction >75% were rerandomised to CZP 200
or 400 mg to explore dose optimisation. Patients
with a PASI reduction <75% in all treatment
groups received ‘escape’ treatment with CZP
400 mg Q2W.3839

In CIMPASI 1 and 2, patients were randomised to
CZP 400 mg, CZP 200 mg preceded by 400 mg
loading dose at Weeks 0-2-4 or placebo (all Q2W).
The primary endpoint was PASI 75 or a Physician’s
Global Assessment (PGA) score of O or 1at Week
16.%” From Week 16, patients who had responded
on placebo with a PASI reduction >50-75% were
re-randomised to CZP 200 mg. Nonresponders
(PASI reduction <50%) were switched to ‘escape’
treatment as above in all treatment groups.
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From Week 48, open-label CZP 200 mg Q2W
was continued to Week 144, but with the option
of the higher dose if PASI reduction was <50%.
During the open-label phase, dose adjustment
between 200 mg to 400 mg Q2W could occur,
and escalation was either mandated if patient
response was <PASI 50 or permitted at the
clinician’s discretion if the response was between
PASI 50 and 75. De-escalation was also permitted
for a response >PASI| 75.373°

Across CIMPACT and CIMPASI 1 and 2 (n=850),
patients had quite severe plaque psoriasis at
baseline (PASI ~20; mean affected BSA -~25%)
and 25-30% had previously been treated with
another biologic. Demographic and baseline
characteristics of the pooled patients were
well-balanced between CZP treatment arms
and placebo.”

What May We Expect of a Biologic in
the Treatment of Plaque Psoriasis?

There were consistent clinical responses (PASI
75) in the Phase Il trials after 16 weeks’ treatment
with CZP 200 mg (<75%; n=351) or 400 mg
(<80%; n=342) Q2W.*”%8 |n the long-term analysis
of CIMPASI 1 and 2, the PASI 75 response rate
was approximately 70% (n=186) after one year’s
treatment with 200 mg Q2W, and the PASI
90 rate was approximately 50%. These rates
remained stable over the remainder of the study
up to Week 144, with most patients staying on
200 mg Q2W.3942

With the 400 mg Q2W dose, >60% of patients
had a PASI 90 response after 1 year (PASI 75
84%; n=175). When the dose was lowered to
200 mg Q2W, response rates decreased slightly,
but stabilised at >70% for PASI 75 and >40% for
PASI 90.3242 For patients originally randomised to
placebo, but who crossed over to 400 mg Q2W,
PASI 75 at 1year was 83% and PASI 90, 60% (n=72).
Most patients (63%) then continued on the 400
mg dose, but the remainder switched to the lower
dose; similarly, response rates remained stable
over the remainder of the study.*® These findings
show that dose adjustment could be practical in
real-life clinical practice. Evaluating quality of life
impact, more than 50% of patients (n=361) treated
with CZP had a DLQI of O or 1 after 1 year (>60%
with 400 mg Q2W [Figure 2]), demonstrating
that they were effectively normalised with respect
to DLQL*® No new or unexpected safety signals
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were identified during long-term treatment when
compared to previously reported data for CZP
in psoriasis and in other indications as well as
other TNFi agents approved for psoriasis. The
most frequently reported adverse events were

Randomised to CZP 200 mg Q2W (n=186) —@—

nasopharyngitis (IR 14.2) and upper respiratory
Infections (IR 7.9) with an overall similar profile
and discontinuation rate for both doses. There
was no sign of an increased risk of infections with
continued exposure over time.*?

Randomised to CZP 400 mg Q2W (n=175) —@—@- Randomised to PBO (escapers) (n=72)

100 Double-blind period I_ Open-label period with possible dose adjustment® —|
&S 80
s I Py 675
o 625 _0 - o o __-&" T e—-e
T 60 A4 540
E
g 40 452
Q
o
x 20
0
72 96 120 144
Week

Figure 2: Percentages of patients with mild-to-moderate plagque psoriasis who had Dermatology Life Quality Index
scores of O or 1 when treated with certolizumab pegol 400 mg every other week for up to 144 weeks.*

Markov Chain Monte Carlo imputation. Missing values were imputed based on all data available for a given patient.
This was repeated several times, and logistic regression applied to generate a single estimated responder rate for
each visit. Results for the escape arm patients and the certolizumab pegol-randomised patients originate from two

independent models.

aDose adjustments were mandatory in patients with Psoriasis Area and Severity Index (PASI) <50 and at the
investigator’s discretion in patients with PASI 50-74. Patients who received 12 weeks certolizumab pegol 400 mg
every other week could dose-reduce at the investigator’s discretion if they achieved PASI 75 and were withdrawn if
they did not achieve PASI 50. PASI 75/90: >75/90% improvement from baseline in PASI.

CZP: certolizumab pegol; PBO: placebo; Q2W: every other week.

Other Elements to Consider in
Clinical Practice

There are several reasons why patients with
plaque psoriasis may switch between biologics,
including life events and lack of response to
treatment. In patients who were responsive
to etanercept (n=74), responsiveness was
maintained after switching to CZP (200 mg Q2W),
with an increase in PASI 90 from 30% to 78%.%3
Nonresponsive patients who were switched to
CZP (400 mg Q2W), had improvements in PASI
75, PASI 90, and PGA 0/1.44 In psoriatic arthritis
patients with plague psoriasis (BSA >3%) treated
with CZP, improvements in PASI 75 scores
and complete resolution of nail disease were

Creative Commons Attribution-Non Commercial 4.0

sustained over 216 weeks.*> Patients treated with
CZP also showed stable response rates across a
range of BMI subgroups.*®

The expectation that the unique Fc-free structure
of CZP prevents its active placental transfer3?3°
aligns with pharmacokinetic findings of no-to-
minimal (<0.1%) transfer fromm mother to infant;*
similarly, there was minimal transfer of CZP in
breast milk.“® Unlike several other biologic agents,
CZP treatment can therefore be considered
during pregnancy if clinically needed and in
breastfeeding mothers.*®

In summary, CZP showed durable efficacy over
3 years in plaque psoriasis. Responder rates
were higher with 400 mg Q2W and gradually
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decreased with dose reduction to 200 mg Q2W,
suggesting that continued treatment at 400
mg Q2W may be needed to maintain optimal
response. No new or unexpected safety signals
were revealed in the long-term study. There was
also no-to-minimal placental transfer of CZP
fromn mother to infant or into breast milk.

Unique Patient Challenges and
How to Address Them

Doctor Sandy McBride

The everyday reality for many women with
plaque psoriasis is very far from the aspirational
images of female beauty promoted in the media.
In a study in which women with severe plague
psoriasis wrote postcards to express their feelings
towards their disease, many expressed feelings
of distress, such as feeling separated from other
women and alone because of their psoriasis, as
well as low self-esteem and self-denigration.®®
Women have also been reported to experience
higher stigmatisation than men because of
their psoriasis.?®

When analysed by gender, World Psoriasis
Happiness Surveys data for >50,000 women
and >35,000 men with plaque psoriasis, showed
that affected women had lower life satisfaction
than affected men and the general population.
They were also more likely to experience
feelings of loneliness and higher levels of stress,
with differences greatest in younger women.”

For women with plaque psoriasis, anxiety and
depression can be an everyday occurrence
throughout their lifetime.>°

Women usually develop Type 1 psoriasis when
they are at the age of child-bearing potential,
generally from their late teens to early 30s, with
75% of cases presenting before age 40 years
(Figure 3).52%3 |t is an everyday reality of clinical
practice that almost half of pregnancies are
unplanned or are unintended,>* which presents
a considerable challenge when treating plaque
psoriasis in women of childbearing age. Questions
to the symposium audience showed that while
most participants asked their patients about
family planning before initiating treatment, this
was rarely asked about again after treatment
initiation. Furthermore, although family planning
partnership with their dermatologist is critical to
successfuloutcomes,??ina USA study of 14Twomen
with plaque psoriasis, 88% sought advice from
the internet, 7% reported that their dermatologist
initiated family planning discussions, and 21% did
not even inform their dermatologist they were
pregnant.>®> A snapshot clinic audit found that
family planning was discussed with 62.5% of
patients before treatment, but with only 12.5%
at subsequent visits (Dr McBride and colleagues,
through personal communication). These
findings led to the introduction in the clinic of a
brief questionnaire for completion by female and
male patients at every clinic visit on pregnancy,
fathering a child, and contraception use, so that
patients’ needs could be reviewed and addressed
if they had changed (Dr McBride and colleagues,
through personal communication).

-

Average age
of diagnosis
28 years

Late teens -
early 30s:
Type 1 psoriasis

75% cases
present

before the
age of 40

50s:
Type 2 psoriasis

In the general population, >45% of
pregnancies may be unplanned or
unintended

Women of child-bearing potential

Figure 3: Plaque psoriasis: A woman’s journey.

Onset and diagnosis frequently occur when women are of child-bearing age. The patient’s wishes to plan for a family
and also the high risk of unintended pregnancy therefore need to be considered when planning treatment.>2-54.56
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Plague psoriasis impacts pregnancy and its
outcomes. Women <35 years of age with plaque
psoriasis (n=7,400) have a 22% lower likelihood
of pregnancy than the general population,>®
with those with moderate-to-severe plaque
psoriasis having <50% fewer children.>” The risk of
complications such as gestational hypertension
and diabetes, pre-eclampsia, and the need for
caesarean section are increased in moderate-
to-severe plaque psoriasis, which has also been
linked to increased likelihoods of preterm birth
and low birth weight.®® Women with psoriatic
disease may suffer Koebnerization at their
nipples from infant suckling and may therefore
be less likely to breastfeed.>® Dr McBride also
referred to findings that almost half of women
with plague psoriasis reported no change or
worsening during pregnancy, and post-partum,
two-thirds experienced worsening.?® It is therefore
important that women are followed up closely
after giving birth. Dr McBride suggested that a
lack of treatment options during pregnancy and
breastfeeding leads to treatment being stopped
during pregnancy, which may result in disease
flares and effects on psychological wellbeing.
For example, the prevalence of depression in
women with plague psoriasis is doubled during
pregnancy.t®® Treatment and support for women
with plague psoriasis during and after pregnancy
therefore needs to improve. In summary, plaque
psoriasis has a profound life-impact in women.
Women with plaque psoriasis face unique
challenges and there is a need for long-term,
effective treatments that are compatible with
pregnancy and breastfeeding.

AUDIENCE QUESTION AND
ANSWER SESSION

The panel were asked if they treat men and
women with plagque psoriasis differently. Dr
McBride replied that in their clinic they now ask
their patients about their plans for conception
and pregnancy at every visit. When biologic
therapies are discussed with women, their long-
term treatment journey and pregnancy plans
should be considered. Dr Egeberg commented
that this should be the case as men and women
with plague psoriasis have differing expectations
of treatment and are affected differently by the
condition; additionally, some treatments such as
acitretin should not be used in fertile women. It

Creative Commons Attribution-Non Commercial 4.0

was also asked if male and female dermatologists
treat their patients differently. Dr McBride
suggested that from personal experience she
might have a better understanding of pregnancy
and breastfeeding, and therefore post-partum
treatment needs, than a male colleague, and also
might be more likely to consider the likelihood
of pregnancy during treatment. Dr Egeberg
concurred, commenting that everyone has
their own reference points, for example, a male
dermatologist may not fully appreciate how risk
averse pregnant women might be when thinking
about treatment. Prof Augustin added that it is
important that male and female colleagues learn
from each other.

Dr McBride was asked about the implementation
of the family planning and pregnancy
guestionnaire in clinical practice and if these
have been helpful. She explained that these
guestionnaires are given to all patients for
completion and review before the patient is seen
by the dermatologist. They have been found to
be very helpful. The panel also noted the value
of telephone clinics as an aid to extending the
intervals between clinic visits.

It was asked if DLQI was useful in clinical practice.
Dr Egeberg described how, in their practice, a
system of colour coding patient records by DLQI
score was used to track changes in wellbeing
and helped dermatologists focus on managing
specific issues before they arise or worsen. Asked
about stopping and restarting CZP treatment,
Dr Egeberg commented that in his opinion he
would prefer that CZP was not stopped during
pregnancy if clinically needed; however, if it
is stopped, it would be the patient’s decision
to restart. He added that after a long pause in
treatment, it may be difficult to regain control of
symptoms. The panel agreed that there was a need
to ensure that the obstetrics and gynaecology
team caring for the patient during pregnancy are
aware of their psoriasis and CZP treatment.

It was asked if unconscious gender bias and
inequality affected the treatment of plaque
psoriasis in women. Dr McBride replied that
she wished that both women and men with
plague psoriasis were more able to talk to
others about their condition. Dr Egeberg added
that dermatologists needed opportunities for
reflection and supervision on how gender might
impact their practice. It was asked if the CZP
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clinical trial and registry data have been analysed
by gender. Dr Egeberg replied that the 3-year
data have not yet been analysed, but registry
data are being evaluated. After the meeting, it
was noted that analysis of pooled 16-Week Phase
[l data found no significant difference in efficacy
between male and female patients.®?

CONCLUSION

It is essential to understand the needs and life
goals of women with plaque psoriasis, and
clinicians should ask them how they think their
lives would be different without the condition.
Treatment should be chosen with the patient
after considering both their immediate and
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