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ABSTRACT

Introduction: This study evaluated the efficacy
of the interleukin-17A inhibitor secukinumab
in patients with oligoarticular psoriatic arthritis
(PsA).
Methods: A total of 84 patients with oligoar-
ticular PsA, defined as 1–4 tender joints and 1–4
swollen joints, were pooled from the
FUTURE 2–5 and MAXIMISE trials
(NCT01752634, NCT01989468, NCT02294227,
NCT02404350, and NCT02721966). Patients
were grouped by treatment received at week 12
(secukinumab 300 mg, secukinumab 150 mg, or
placebo) and week 52 (any secukinumab

300 mg or any secukinumab 150 mg). Efficacy
was assessed by the proportion of patients
achieving selected clinical outcomes. The pre-
dictors of Disease Activity index for Psoriatic
Arthritis (DAPSA) responses at weeks 12 and 52
were identified by logistic regression analysis.
Results: Secukinumab treatment resulted in
greater achievement of DAPSA-based low dis-
ease activity (LDA), DAPSA-based remission
(REM), DAPSA50, and DAPSA75 than placebo at
week 12, with improvements sustained or fur-
ther increased through week 52. LDA or REM
was achieved at week 52 by more than 90% of
patients who received either secukinumab dose,
although secukinumab 300 mg resulted in the
highest achievement of the stringent DAPSA75
and DAPSA REM outcomes. At week 12,
younger age was associated with DAPSA LDA or
REM and DAPSA50, while lower baseline swol-
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len joint count was associated with DAPSA
REM. No predictors were identified at week 52.
The safety profile was consistent with the full
study populations.
Conclusion: Secukinumab demonstrated effi-
cacy vs placebo across several outcome mea-
sures in patients with oligoarticular PsA at
week 12, with sustained or improved responses
through week 52.

Keywords: DAPSA; Interleukin-17A;
Oligoarticular psoriatic arthritis; Secukinumab

Key Summary Points

Why carry out this study?

Oligoarticular psoriatic arthritis (PsA)
occurs in approximately 50% of patients
with PsA but has been underrepresented
in clinical studies, particularly in
registration trials of biologics.

The objective of this analysis was to
evaluate the clinical efficacy and safety of
the interleukin-17A inhibitor
secukinumab in patients with
oligoarticular PsA using pooled data from
five phase 3 studies.

What was learned from the study?

Patients with oligoarticular PsA who
received secukinumab had greater
improvements across multiple outcome
measures, including minimal disease
activity components and the stringent
Disease Activity index for Psoriatic
Arthritis (DAPSA) remission and DAPSA75
endpoints, than patients who received
placebo at week 12; these responses were
sustained through week 52.

These results suggest that secukinumab
treatment is safe and effective for patients
with oligoarticular PsA.

INTRODUCTION

Psoriatic arthritis (PsA) is a chronic inflamma-
tory disease characterized by multiple muscu-
loskeletal and dermatologic manifestations,
including skin and nail changes, peripheral
joint inflammation, enthesitis, dactylitis, and
axial involvement [1, 2]. Oligoarticular PsA,
defined as the involvement of B 4 joints, is
more commonly reported in early disease and
can progress to polyarticular PsA if not ade-
quately controlled with treatment [3]. Oligoar-
ticular PsA affects a significant proportion of the
PsA population and presents with similar clini-
cal features and disease burden as polyarticular
PsA, despite a lower number of joints involved
[4, 5]. However, physician satisfaction with
current therapies remains low; in some parts of
the world, access to treatment is a significant
challenge for patients with oligoarticular PsA
[6, 7]. Because inclusion criteria of randomized
controlled trials in PsA typically require ele-
vated swollen and tender joint counts, the great
majority of patients included in clinical trials
have polyarticular PsA. There is currently a lack
of evidence for the efficacy of biologics in
patients with oligoarticular PsA.

In the updated 2019 European League
Against Rheumatism (now known as the Euro-
pean Alliance of Associations for Rheumatol-
ogy; EULAR) treatment guidelines for managing
PsA, different treatment strategies were recom-
mended for polyarticular vs oligoarticular PsA.
Patients with polyarticular PsA should receive a
conventional synthetic disease-modifying anti-
rheumatic drug (csDMARD) as first-line treat-
ment or after a short course of nonsteroidal
anti-inflammatory drugs, while patients with
oligoarticular PsA should receive first-line
csDMARD treatment if poor prognostic factors
are present, such as structural damage, high
erythrocyte sedimentation rate or C-reactive
protein (CRP), dactylitis, or nail involvement
[8]. However, the EULAR guidelines for
oligoarticular PsA were based on expert opinion
because of a lack of clinical data for oligoartic-
ular PsA. The clinical data that are available
show mixed efficacy results for csDMARD
treatment in patients with oligoarticular vs
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polyarticular PsA and interpretation of efficacy
may depend on the clinical outcome measure
used [9, 10].

Secukinumab is an interleukin (IL)-17A
inhibitor that has demonstrated early and sus-
tained efficacy with a favorable safety profile in
psoriasis, PsA, ankylosing spondylitis, and
nonradiographic axial spondyloarthritis
[11–16]. However, like most biologics, the effi-
cacy of secukinumab in patients with oligoar-
ticular PsA is a clinically relevant question.
Additionally, methods for optimally measuring
treatment response in this patient population
are not well determined.

To overcome the limitations of common
clinical trial inclusion criteria that result in
most enrolled patients displaying a polyarticu-
lar PsA phenotype, patient data were pooled for
patients with \ 5 tender and swollen joints
among the secukinumab phase 3 PsA clinical
trial program. This analysis evaluates the clini-
cal efficacy and safety of secukinumab treat-
ment for patients with oligoarticular PsA using
pooled data from five phase 3 studies.

METHODS

Study Design and Patient Population

This post hoc analysis included patients with
active oligoarticular PsA from the phase 3/3b
FUTURE 2–5 and MAXIMISE trials
(NCT01752634, NCT01989468, NCT02294227,
NCT02404350, and NCT02721966; Supple-
mentary Material Fig. S1) [17–21]. Oligoarticular
PsA was defined as the presence at baseline of
1–4 tender joints as measured by the tender
joint count of 78 joints (TJC78) and 1–4 swollen
joints as measured by the swollen joint count of
76 joints (SJC76). In the FUTURE 2–5 studies,
patients aged C 18 years who met the ClASsifi-
cation criteria for Psoriatic ARthritis (CASPAR)
and had active disease with C 3 tender joints
and C 3 swollen joints despite treatment with
nonsteroidal anti-inflammatory drugs were
included. The MAXIMISE study included
patients diagnosed with active PsA who met the
CASPAR criteria, regardless of the number of
swollen or tender joints. Patients also had active

spinal disease with a Bath Ankylosing
Spondylitis Disease Activity Index score C 4 and
spinal pain score C 40 by a 100-mm visual
analogue score (VAS).

Treatment groups assessed here included
patients who received secukinumab 300 mg
(n = 23), secukinumab 150 mg with or without
a subcutaneous loading dose (n = 30), or pla-
cebo (n = 31) at week 12 and any secukinumab
300 mg (n = 35) or any secukinumab 150 mg
(n = 49) at week 52. Week 12 was the last visit at
which patients in all studies received placebo.
Patients initially randomized to placebo were
switched to secukinumab 300 mg or 150 mg at
week 12 in MAXIMISE and week 16 or 24 in
FUTURE 2–5. The primary studies were
approved by each central institutional review
board and the ethics review boards of each
additional center that participated in the indi-
vidual studies. All included studies were per-
formed in accordance with the Helsinki
Declaration of 1964 and its later amendments,
and written informed consent was obtained
from all participants before study inclusion.

Assessments and Outcomes

The efficacy of secukinumab at weeks 12 and 52
was assessed by the proportion of patients
achieving 50% or 75% improvement in Disease
Activity index for Psoriatic Arthritis (DAPSA50/
75) scores, DAPSA-based low disease activity
(LDA; defined as DAPSA B 14) or remission
(REM; defined as DAPSA B 4), 50% or 75%
improvement in clinical DAPSA (cDAPSA50/
75), cDAPSA-based LDA (cDAPSA B 13) or
cDAPSA-based REM (cDAPSA B 4), and resolu-
tion of tender joint count (TJC78 = 0) and
swollen joint count (SJC76 = 0).

Quality of life improvements were evaluated
using patient-reported outcomes (PROs) at
weeks 12 and 52. Physical function was assessed
by achievement of the minimal clinically
important difference (MCID) of C 0.35 in the
Health Assessment Questionnaire Disability
Index (HAQ-DI; scale, 0–3). Fatigue was evalu-
ated by achievement of the MCID of C 4 in the
Functional Assessment of Chronic Illness Ther-
apy–Fatigue (FACIT-F; scale, 0–52). The mean
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change from baseline in FACIT-F was also
determined at weeks 12 and 52. Pain and
patient global assessment of disease activity
were evaluated by mean change from baseline
using a 100-mm VAS at weeks 12 and 52.

Because the MAXIMISE trial did not assess
Psoriasis Area and Severity Index (PASI) scores
or body surface area (BSA) affected by psoriasis,
psoriasis-related assessments could not be
included in a complete analysis of minimal
disease activity (MDA) achievement. Instead,
the achievement of individual components of a
modified MDA (mMDA) index was assessed at
weeks 12 and 52. The assessed mMDA compo-
nents included TJC78 B 1 among patients with
baseline TJC78[ 1, SJC76 B 1 among patients
with baseline SJC76[ 1, total tender or swollen
entheseal points B 1 among patients with
baseline total[1, HAQ-DI score B 0.5 among
patients with baseline score[0.5, PsA pain
(VAS, 0–100) B 15 among patients with

baseline score[ 15, and patient global assess-
ment of disease activity (VAS, 0–100) B 20
among patients with baseline score[ 20.

Safety was assessed by the incidence of
treatment-emergent adverse events (AEs), seri-
ous AEs, and discontinuation of treatment due
to AE through weeks 12 and 52.

Statistical Analyses

Descriptive statistics are provided for each
endpoint using an observed case approach. For
binary and continuous outcome measures, no
statistical hypothesis tests were planned in the
protocol and none were performed. Unadjusted
logistic regression analysis was used to identify
potential predictors of DAPSA responses at
weeks 12 and 52; multiple logistic regression
analyses were performed thereafter.

Table 1 Demographics and baseline characteristics of patients with oligoarticular PsA

Characteristic Secukinumab 300 mg
(n = 23)

Secukinumab 150 mg,
pooleda (n = 30)

Placebo
(n = 31)

Total
(N = 84)

Age, mean (SD), years 38.8 (13.3) 43.2 (12.1) 46.8 (14.3) 43.3 (13.5)

Male, n (%) 16 (69.6) 19 (63.3) 19 (61.3) 54 (64.3)

White, n (%) 22 (95.7) 29 (96.7) 31 (100) 82 (97.6)

BMI, mean (SD), kg/m2 27.0 (5.8) 29.4 (6.0) 28.1 (4.3) 28.3 (5.4)

TJC78, mean (SD) 3.3 (0.9) 3.3 (1.0) 3.4 (0.7) 3.3 (0.9)

SJC76, mean (SD) 3.0 (1.1) 2.7 (1.1) 2.7 (1.0) 2.8 (1.1)

DAPSA, mean (SD) 18.0 (4.7) 16.7 (4.8) 17.6 (4.5) 17.4 (4.7)

HAQ-DI, mean (SD) 0.9 (0.5) 1.1 (0.7) 1.0 (0.7) 1.0 (0.7)

Time since PsA diagnosis, mean

(SD), years

3.0 (3.5) 4.1 (6.4) 5.1 (5.8) 4.2 (5.5)

FACIT-F, mean (SD) 29.9 (11.9) 28.4 (13.7) 26.6 (12.6) 28.2 (12.7)

Patient global assessment, mean

(SD)

55.2 (19.2) 53.9 (22.4) 59.4 (23.6) 56.3 (21.9)

PsA pain, mean (SD) 56.6 (24.5) 51.1 (28.8) 49.2 (27.6) 51.9 (27.1)

BMI body mass index, DAPSA Disease Activity index for Psoriatic Arthritis, FACIT-F Functional Assessment of Chronic
Illness Therapy–Fatigue, HAQ-DIHealth Assessment Questionnaire Disability Index, PsA psoriatic arthritis, SJC76 swollen
joint count of 76 joints, TJC78 tender joint count of 78 joints
aIncludes patients receiving secukinumab 150 mg with or without loading dose
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RESULTS

Baseline Characteristics

In total, 84 patients were included in this
pooled analysis: 48 patients with active PsA
from the FUTURE 2–5 trials and 36 patients
with active PsA and axial manifestations from
the MAXIMISE trial. Baseline demographics and
disease characteristics were similar between
treatment groups (Table 1). Patients with
oligoarticular PsA had a mean (SD) disease
duration of 4.2 (5.5) years and a mean (SD)
baseline DAPSA score of 17.4 (4.7).

Efficacy

At week 12, patients who received secukinumab
had higher DAPSA-based response rates than
patients who received placebo (Fig. 1a). A
higher proportion of patients who received
secukinumab 300 mg or secukinumab 150 mg
achieved DAPSA50 (65.2% and 44.4%, respec-
tively) and DAPSA LDA or REM (82.6% and
78.6%, respectively) than placebo (30.0% and
56.7%, respectively). Additionally, more
patients who received secukinumab 300 mg or
secukinumab 150 mg achieved the higher-hur-
dle DAPSA75 (52.2% and 14.8%, respectively)
and DAPSA REM (43.5% and 21.4%, respec-
tively) endpoints than placebo (6.7% for both
DAPSA75 and DAPSA REM). These improve-
ments in DAPSA responses were sustained or
further increased through week 52 in patients
receiving either dose of secukinumab (Fig. 1b).
At week 52, a higher proportion of patients who
received any secukinumab 300 mg vs any
secukinumab 150 mg achieved DAPSA75
(58.1% vs 43.6%) and DAPSA REM (61.3% vs
37.5%) (Fig. 1b). Similarly, the proportion of
patients who achieved cDAPSA50, cDAPSA75,
and cDAPSA-based LDA or REM was higher
among patients who received secukinumab
than placebo at week 12, and these improve-
ments were sustained or further increased
through week 52 (Supplementary Material
Fig. S2). The proportion of patients who
achieved each cDAPSA-based response was
similar to the corresponding DAPSA-based

response across treatment groups (Fig. 1, Sup-
plementary Material Fig. S2). More than 90% of
patients who received any secukinumab 300 mg
or any secukinumab 150 mg achieved at least
LDA at week 52 as measured by both DAPSA and
cDAPSA. At week 52, cDAPSA REM and DAPSA
REM were achieved by higher proportions of
patients who received secukinumab 300 mg
(59.4% and 61.3%, respectively) than secuk-
inumab 150 mg (42.5% and 37.5%, respec-
tively). Similarly, cDAPSA75 and DAPSA75 were
achieved by higher proportions of patients who
received secukinumab 300 mg (56.3% and
58.1%, respectively) than secukinumab 150 mg
(43.6% for both cDAPSA75 and DAPSA75).

Fig. 1 Proportion of patients with oligoarticular PsA
achieving DAPSA responses at a week 12 and b week 52
(observed). DAPSA Disease Activity index for Psoriatic
Arthritis, LDA low disease activity, PsA psoriatic arthritis,
REM remission. aDAPSA LDA ? REM is defined as
DAPSA B 14. bDAPSA REM is defined as DAPSA B 4.
cIncludes patients initially randomized to receive placebo
who were re-randomized to secukinumab 300 mg after
week 12 (re-randomization occurred at week 12 in MAX-
IMISE and week 16 or 24 in FUTURE 2–5). dIncludes
patients initially randomized to receive placebo who were
re-randomized to secukinumab 150 mg after week 12 (re-
randomization occurred at week 12 in MAXIMISE and
week 16 or 24 in FUTURE 2–5)
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Patients who received secukinumab had
greater improvements in musculoskeletal dis-
ease activity as determined by the achievement
of TJC and SJC resolution than patients who
received placebo (Fig. 2). At week 12, the pro-
portion of patients who achieved TJC or SJC
resolution was higher among patients who
received secukinumab 300 mg (52.2% and
69.6%, respectively) or secukinumab 150 mg
(40.0% and 60.0%, respectively) than placebo
(12.9% and 45.2%, respectively). These
improvements were sustained or further
increased through week 52 in patients receiving
either dose of secukinumab.

Greater improvements in PROs were seen in
patients who received secukinumab vs placebo
(Fig. 3, Supplementary Material Fig. S3). At
week 12, a higher proportion of patients who
received secukinumab 300 mg or secukinumab
150 mg achieved the MCID of C 0.35-point
improvement in HAQ-DI (60.9% or 55.2%,
respectively) than patients receiving placebo
(38.7%) (Fig. 3). Similarly, more patients who
received secukinumab 300 mg or secukinumab
150 mg achieved the MCID of C 4-point
improvement in FACIT-F at week 12 (60.9% and
62.1%, respectively) than those receiving pla-
cebo (51.6%). These HAQ-DI and FACIT-F
responses were sustained or further increased

Fig. 2 Proportion of patients with oligoarticular PsA
achieving resolution of TJC and resolution of SJC at
a week 12 and b week 52 (observed). PsA psoriatic
arthritis, SJC swollen joint count, SJC76 swollen joint
count of 76 joints, TJC tender joint count, TJC78 tender
joint count of 78 joints. aIncludes patients initially
randomized to receive placebo who were re-randomized
to secukinumab 300 mg after week 12 (re-randomization
occurred at week 12 in MAXIMISE and week 16 or 24 in
FUTURE 2–5). bIncludes patients initially randomized to
receive placebo who were re-randomized to secukinumab
150 mg after week 12 (re-randomization occurred at
week 12 in MAXIMISE and week 16 or 24 in
FUTURE 2–5)

Fig. 3 Proportion of patients with oligoarticular PsA
achieving a C 0.35-point HAQ-DI score improvement
and a C 4-point FACIT-F score improvement at
a week 12 and b week 52 (observed). FACIT-F Functional
Assessment of Chronic Illness Therapy–Fatigue, HAQ-DI
Health Assessment Questionnaire Disability Index, PsA
psoriatic arthritis. aIncludes patients initially randomized
to receive placebo who were re-randomized to secuk-
inumab 300 mg after week 12 (re-randomization occurred
at week 12 in MAXIMISE and week 16 or 24 in
FUTURE 2–5). bIncludes patients initially randomized
to receive placebo who were re-randomized to secuk-
inumab 150 mg after week 12 (re-randomization occurred
at week 12 in MAXIMISE and week 16 or 24 in
FUTURE 2–5)
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through week 52 in patients receiving either
dose of secukinumab.

At week 12, patients who received secuk-
inumab had greater improvements in FACIT-F,
patient global assessment, and PsA pain than
patients who received placebo (Supplementary
Material Fig. S3); in general, the greatest
improvements were observed in those who
received secukinumab 300 mg compared with
either secukinumab 150 mg or placebo.
Improvements observed with secukinumab
treatment were sustained or further increased
through week 52.

Patients who received secukinumab 300 mg
had greater achievement of all individual
mMDA components at week 12 than patients
who received placebo (Fig. 4a). The largest dif-
ferences in treatment effects between secuk-
inumab 300 mg and placebo were in the
proportion of patients who achieved patient
global assessment B 20 (57.1% vs 28.0%), PsA
pain B 15 (54.5% vs 20.0%), and SJC76 B 1
(80.0% vs 69.6%). A numerically greater pro-
portion of patients who received secukinumab
300 mg than secukinumab 150 mg achieved all
individual mMDA components except for ten-
der or swollen entheseal points B 1 at week 12.
At week 52, a greater proportion of patients who
received secukinumab 300 mg compared with
those who received secukinumab 150 mg
achieved HAQ-DI B 0.50 (68.0% vs 44.4%), PsA
pain B 15 (70.0% vs 48.6%), and patient global
assessment B 20 (75.9% vs 54.1%) (Fig. 4b).

Predictors of Clinical Response

Several demographic and baseline disease char-
acteristics were found to be potential predictors
of DAPSA responses at week 12 (Fig. 5). Younger
age at baseline was consistently found to be
associated with achievement of all DAPSA out-
come measures assessed at week 12. Lower
baseline disease activity as measured by SJC76,
DAPSA, and cDAPSA was associated with
increased achievement of DAPSA REM at
week 12. Male sex and lower baseline SJC76
were associated with greater achievement of
DAPSA50 response at week 12. No potential

predictors of DAPSA responses were identified at
week 52.

Safety

The safety profile of secukinumab in patients
with oligoarticular PsA was consistent with that
reported in the full populations from the
FUTURE 2–5 and MAXIMISE trials (Supplemen-
tary Material Tables S1 and S2) [17–21]. The
most frequently reported AEs through week 12
for patients receiving secukinumab 300 mg,
secukinumab 150 mg, and placebo, respec-
tively, were nasopharyngitis (8.7%, 6.7%, and
6.5%), nausea (0%, 3.3%, and 6.5%), vomiting
(0%, 3.3%, and 6.5%), and upper respiratory
tract infections (4.3%, 0%, and 6.5%) (Supple-
mentary Material Table S1). Through week 12,
one serious AE was reported in a patient who
received secukinumab 300 mg. No patients
from any treatment group discontinued treat-
ment because of AEs through week 12.

Through week 52, the most frequently
reported AEs for patients receiving any secuk-
inumab 300 mg and any secukinumab 150 mg,
respectively, were nasopharyngitis (20.0% and
10.2%), otitis externa (5.7% and 6.1%), psoriatic
arthropathy (2.9% and 8.2%), and upper respi-
ratory tract infections (8.6% and 4.1%) (Sup-
plementary Material Table S2). Serious AEs were
reported in four patients (11.4%) who received
any secukinumab 300 mg and seven patients
(14.3%) who received any secukinumab
150 mg. Over the entire 52-week treatment
period, AEs leading to treatment discontinua-
tion were reported in one patient (2.9%) who
received any secukinumab 300 mg and in three
patients (6.1%) who received any secukinumab
150 mg.

DISCUSSION

In this post hoc analysis of patients with
oligoarticular PsA from the FUTURE 2–5 and
MAXIMISE trials, secukinumab provided rapid
and sustained improvements in signs and
symptoms across a range of outcome measures.
In particular, over 90% of patients who received
any secukinumab achieved at least DAPSA LDA
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at week 52, and the higher-hurdle endpoints of
DAPSA75 and DAPSA REM were achieved by
over half of patients who received secukinumab
300 mg. Taken together, these results suggest
that secukinumab treatment results in
improvements across multiple outcome mea-
sures in patients with oligoarticular PsA. The
current study adds important efficacy data for
this patient population that has been

underrepresented in clinical trials, which could
support more tailored treatment guidelines for
patients with oligoarticular PsA, as additional
data become available.

Phase 3 clinical trials of biologics typically
include patients with PsA and substantial bur-
den of articular involvement as suggested by an
elevated tender and swollen joint count, which
limits the generalizability of these findings to a

Fig. 4 Proportion of patients with oligoarticular PsA
achieving individual MDA components at a week 12 and
b week 52 (observed)a. HAQ-DI Health Assessment
Questionnaire Disability Index, MDA minimal disease
activity, PBO placebo, PsA psoriatic arthritis, SEC secuk-
inumab, SJC76 swollen joint count of 76 joints, TJC78
tender joint count of 78 joints. aIn these radar plots,
greater distance from the origin corresponds to a greater
proportion of patients achieving clinical response. bAmong
patients with counts[ 1 at baseline. cAmong patients
with baseline HAQ-DI[ 0.5. dAmong patients with

baseline PsA pain[ 15. eAmong patients with baseline
patient global assessment[ 20. fIncludes patients initially
randomized to receive placebo who were re-randomized to
secukinumab 300 mg after week 12 (re-randomization
occurred at week 12 in MAXIMISE and week 16 or 24
in FUTURE 2–5). gIncludes patients initially randomized
to receive placebo who were re-randomized to secuk-
inumab 150 mg after week 12 (re-randomization occurred
at week 12 in MAXIMISE and week 16 or 24 in
FUTURE 2–5)
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broader population of patients with PsA,
including those with oligoarticular disease. The
inclusion criteria for the FUTURE trials
required C 3 tender joints and C 3 swollen
joints at baseline; therefore, in order to analyze
the efficacy of secukinumab in patients with
oligoarticular PsA it was necessary to pool
patient data from the FUTURE 2–5 trials with
those with C 1 swollen and C 1 tender joints
from MAXMISE, where swollen and tender joint
counts were not among the inclusion criteria.

For the current analysis, we defined a FACIT-
F response as an improvement of C 4 from
baseline. Although this threshold has previ-
ously been validated and used to define FACIT-F
response in patients with PsA [22, 23], it has not
been specifically validated in patients with
oligoarticular PsA. Additionally, the DAPSA50/
75 endpoints used here have not been validated
in patients with oligoarticular PsA.

The relevance of identifying clinical factors
or baseline disease characteristics that could
predict long-term treatment response is well
established [24], particularly among patients
with oligoarticular joint involvement who are
underrepresented in clinical research. Previous
studies identified factors that could predict
achievement of MDA in response to tumor
necrosis factor inhibitors across diverse popu-
lations of patients with PsA; these factors

include younger age, male sex, lower functional
impairment and disease activity at baseline, and
greater general well-being as assessed by patient
global assessment [24]. In the current analysis of
patients with oligoarticular PsA, younger age
was identified as a predictor of LDA, REM, and
DAPSA50 at week 12 in patients receiving
secukinumab, potentially as a result of higher
functional impairment and chronic pain from
other causes that may be present in older age
groups. Other predictors of DAPSA REM or
DAPSA50 identified here include lower baseline
disease severity measures (DAPSA, cDAPSA, and
SJC76) and male sex. These are also predictors
for better response in patients with polyarticu-
lar disease, demonstrating the similarity
between oligoarticular and polyarticular PsA.
However, these results should be interpreted
with caution due to the limited number of
patients included in the present analysis and
the diverse settings of the pooled clinical trials.
cDAPSA is a clinical version of DAPSA that
includes all individual DAPSA components
except CRP and has been shown to correlate
with DAPSA-based assessment of disease activity
[25]. Measuring CRP in a clinical setting might
be challenging and is used by only 35% of
rheumatologists and dermatologists in the USA
to monitor disease activity [26], which makes
cDAPSA a useful alternative for some popula-
tions in an outpatient setting [25]. Furthermore,
DAPSA and cDAPSA measures have been found
to be similar in patients with PsA, indicating
little added value of including CRP measure-
ments [25, 27]. Here we show good agreement
between the proportion of patients who
achieved DAPSA- and cDAPSA-based categorical
responses for every treatment group, in line
with previous research.

MDA is a validated treatment target for PsA
that is defined by low or no disease activity
across a number of criteria, including tender
joint count, swollen joint count, number of
tender entheseal points, PASI or BSA, patient
assessment of pain, patient global assessment of
disease activity, and HAQ-DI [24]. However, as
the MAXIMISE trial did not assess PASI or BSA, a
modified MDA that assessed all of the compo-
nents of MDA except PASI or BSA was used.
Although a higher percentage of patients who

Fig. 5 Predictors of clinical response at week 12. cDAPSA
clinical Disease Activity index for Psoriatic Arthritis,
DAPSA Disease Activity index for Psoriatic Arthritis,
LDA low disease activity, REM remission, SJC76 swollen
joint count of 76 joints. aDAPSA LDA ? REM is defined
as DAPSA B 14. bDAPSA REM is defined as
DAPSA B 4
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received secukinumab achieved TJC78 B 1 and
SJC76 B 1 at week 12 compared with patients
who received placebo, the relatively smaller
difference most likely reflects the lower baseline
TJC and SJC in patients with oligoarticular PsA.

There were several limitations to this study
that could impact the interpretation of these
results. No statistical hypothesis tests were
planned for this analysis, and none were per-
formed. Further clinical trials that include a
large number of patients with oligoarticular PsA
are needed to rigorously evaluate differences
between the efficacy of secukinumab versus
placebo. Despite pooling data from five clinical
trials for this analysis, the overall number of
patients that met the definition of oligoarticular
PsA was still limited. The majority of patients
included in this analysis had 3–4 tender and
swollen joints at baseline; patients with 1–2
tender and swollen joints are still underrepre-
sented in this analysis. While patients who had
1–2 tender and swollen joints were enrolled in
MAXIMISE, the study inclusion criteria required
that these patients also have active axial mani-
festations. Therefore, these patients may not be
representative of the real-world population of
patients with oligoarticular PsA. Additionally,
pooling data from clinical trials under variable
settings can present analytical challenges
[28, 29].

CONCLUSIONS

In patients with oligoarticular PsA, secuk-
inumab reduced disease activity across a range
of outcome measures by week 12, with sus-
tained responses through 52 weeks. Secuk-
inumab 300 mg may provide additional clinical
benefit compared with 150 mg in achieving
higher-hurdle efficacy outcome measures such
as LDA or REM. The safety profile of secuk-
inumab observed here in patients with oligoar-
ticular PsA was consistent with that reported in
the full populations from the FUTURE 2–5 and
MAXIMISE trials.
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