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ABSTRACT

Introduction: Despite recent advances in treat-
ment for psoriatic arthritis (PsA), many patients
experience inadequate response or intolerance
to therapy, indicating that unmet treatment-
related needs remain. To further characterize
these unmet needs, we evaluated patients’
experiences regarding the burden of PsA symp-
toms and disease impacts, and patients’ prefer-
ences for treatment.
Methods: Patients from ArthritisPower, a
rheumatology research registry, completed a
web-based survey. Object case best–worst

scaling (BWS) was used to evaluate the relative
burden of 11 PsA-related symptoms and the
relative importance of improvement in nine
PsA-related disease impacts. BWS data were
analyzed using a random-parameters logit
model. Patient demographics, preferences for
mode and frequency of therapy, and prefer-
ences for methotrexate were analyzed
descriptively.
Results: Among the 332 participants, most
were White (94%), female (80%), with mean age
of 54 years (SD 11.4). In the BWS, joint pain was
the most bothersome symptom, followed by
other musculoskeletal pain and fatigue. The
BWS for disease impacts found that improve-
ments in the ability to perform physical activi-
ties were most important, followed by
improvements in the ability to function
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independently, sleep quality, and the ability to
perform daily activities. The most burdensome
symptoms and desired disease impact improve-
ments were similar in patients regardless of
their experience with biologic disease-modify-
ing antirheumatic drugs. The most preferred
mode and frequency of treatment administra-
tion was oral, once-daily medication (preferred
by 38% of respondents), and 74% prioritized
therapies that significantly improved joint-re-
lated symptoms versus psoriasis-related symp-
toms. The majority of respondents (65%)
preferred PsA treatment regimens that did not
include methotrexate.
Conclusions: Patients with PsA from a
rheumatology registry found musculoskeletal
pain symptoms to be the most bothersome and
prioritized improvements to functional impacts
of their disease. These findings can better
inform development of new therapies and guide
shared patient-provider treatment decision-
making.

Keywords: Best–worst scaling; Disease impacts;
Joint pain; Patient preferences; Psoriatic
arthritis

Key Summary Points

Why carry out this study?

Despite recent advances in the treatment
of psoriatic arthritis (PsA), many patients
experience inadequate response or
intolerance to therapy, indicating that
unmet treatment-related needs remain. In
this study, we sought to better understand
the relative burden of common symptoms
and disease impacts and measure patient
treatment preferences.

What was learned from the study?

Study respondents from a rheumatology
registry reported that musculoskeletal
pain symptoms (joint, back/spine, and
tendon or ligament pain) were the most
bothersome and that the most important
impact of PsA to improve was the ability
to perform physical activities.

Participants strongly desired a treatment
that improves musculoskeletal symptoms
over psoriasis-related symptoms, with a
preference toward oral therapy once daily
and regimens that do not include
methotrexate.

This study can inform drug development
and encourage shared decision-making by
elucidating patient priorities.

INTRODUCTION

Psoriatic arthritis (PsA) is a chronic inflamma-
tory disease that arises in 20–30% of patients
with psoriasis, affecting men and women
equally [1, 2]. PsA can result in a variety of
symptoms including peripheral joint pain,
swelling and stiffness, enthesitis (swollen ten-
dons and ligaments), dactylitis (sausage fingers),
spinal pain and stiffness, skin pain and itching,
nail dystrophy/pitting, and fatigue [3].

PsA is typically treated with disease-modify-
ing antirheumatic drugs (DMARDs), with the
aim of reducing signs and symptoms, slowing
disease progression, and improving quality of
life (QoL). Conventional synthetic DMARDs
(csDMARDs), which include medications such
as methotrexate, were historically the corner-
stone of therapy for both PsA and rheumatoid
arthritis and are a major component of many
combination therapies. More recently, several
biologic DMARDs (bDMARDs) and targeted
synthetic DMARDs (tsDMARDs) have been
developed to treat PsA by targeting molecules
that mediate inflammation. Patients with PsA
are frequently treated with bDMARDs in com-
bination with methotrexate to improve or pro-
long treatment effectiveness.

While the treatment landscape has contin-
ued to evolve, unmet needs remain for patients
with PsA. Under half of patients in clinical trials
for new PsA therapies report reaching minimal
disease activity [4]. The PsA patient population
is particularly heterogeneous, which poses
challenges for effectively treating patients with
widely varying disease presentations [4].
Patients with PsA may struggle with mental and
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emotional impacts of their disease as well, fur-
ther decreasing their QoL [5, 6]. To adequately
address the unique challenges of PsA, incorpo-
rating the patient perspective when developing
new therapeutics is critical. Incorporating
patient perspectives will not only help better
tailor therapies in this heterogeneous popula-
tion but also identify treatment targets that are
relevant to the individual patients. Patient
preferences are currently recommended for
inclusion in clinical trials across major interna-
tional PsA organizations [7–9].

In this study, we sought to better understand
the preferences of patients with PsA by evalu-
ating the relative burden of common PsA
symptoms and the importance of improving
common impacts of the disease, including
those related to physical, social, and emotional
functioning. We also evaluated treatment pref-
erences, including preferences for mode and
frequency of administration. Previous research
has indicated that mode of administration is an
important factor in patient treatment prefer-
ences with respect to the ease and convenience
of treatment and may improve patient out-
comes [10–12]. We also sought to better
understand patient preferences with regards to
methotrexate, because it is so widely used in PsA
treatment regimens [13–15]. We also explored
heterogeneity in preferences among patients
with versus without bDMARD experience and
among those patients who experienced all 11 of
the assessed PsA symptoms versus those who
did not.

METHODS

Survey Design

This was a cross-sectional, web-based survey of
adults (19 ? years of age) with a self-reported
physician diagnosis of PsA. Respondents were
recruited through the Global Health Living
Foundation’s (GHLF’s) ArthritisPower, a US-
based rheumatology research registry. Patients
who choose to participate in the ArthritisPower
registry are encouraged to self-report a variety of
details related to their diagnosis such as their
current medications and the name of their

rheumatologist. This study was performed in
accordance with the Helsinki Declaration of
1964 and its later amendments. Participants in
the survey pretest provided verbal consent, and
respondents to the final survey provided elec-
tronic consent in the survey platform for their
responses to be used for research purposes. The
RTI International Institutional Review Board
reviewed the study protocol and determined
that the research met the criteria for exemption
from IRB review.

The sets of symptoms and impacts measured
in this study (Table 1) were developed based on
the Outcome Measures in Rheumatology
(OMERACT) core outcome set and input from
clinical experts, a patient living with PsA, and
patient advocates [16–18]. Object case best–-
worst scaling (BWS) was used to rank the rela-
tive burden of a set of 11 PsA symptoms and the
relative importance of improvements in nine
PsA-related impacts of disease. Object case BWS
[19] has been previously applied in healthcare
settings to understand the relative importance
or burden of symptoms, outcomes, and treat-
ment features [20–24]. Respondents were pre-
sented with a series of questions from two
separate BWS exercises, each presenting a subset
of the list of items, and asked to identify the
most preferred (best) item and the least pre-
ferred (worst) item (Figure S-1). Each BWS
exercise (symptom and impact) presented the
respondent with a subset of items from the full
list of PsA symptoms and disease-related
impacts. The final set of BWS questions was
created using an experimental design with a
balanced, incomplete block design [17, 18, 25].
In both exercises, respondents were asked to
make a choice regardless of whether they had
ever experienced the symptom or impact.

In addition to the BWS questions, the survey
instrument contained questions regarding the
respondent’s current and past experience with
the PsA symptoms and disease impacts assessed,
treatment history, preferences for mode and
frequency of administration (oral tablet once
daily, oral tablet twice daily, biweekly injec-
tions, or monthly injections), and treatment
regimens including methotrexate (including
reasons for those reporting a preference),
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Table 1 Patient-friendly list of items and descriptions of symptoms and impacts for best–worst scaling exercise

Item Description

Symptoms

Joint pain Pain, tenderness, or discomfort in one or more joints

Joint swelling Inflammation or swelling in one or more joints

Lower back or spine pain Discomfort or pain in the lower back or spine

Sausage fingers or toes Swelling in one or more fingers or toes including areas between and around

joints

Morning stiffness Stiffness after resting that makes it difficult to move your joints

Tender or painful tendons or ligaments Inflammation at the places where tendons and ligaments connect to bone,

such as the Achilles’ tendons, which stretch from your heel to your calf

muscles and the soles of your feet

Fatigue or tiredness Tiredness and lack of energy that doesn’t go away with sleep

Psoriasis patches on skin and scalp Red, raised patches of skin with whitish-silver scales or plaques on the red

patches that may flake

Nail pitting Discoloration or pitting of the fingernails or toenails

Itching because of psoriasis patches Physically irritated skin resulting in the urge to scratch

Skin pain and discomfort related to psoriasis

patches

Painful, inflamed, or broken skin, burning, stinging, and skin tenderness

Impacts

Sleep quality Being able to have a restful sleep

Ability to perform physical activities

(exercising, walking, climbing stairs)

Being able to perform physical activities such as exercising, walking, and

climbing stairs

Emotional well-being Feeling good about yourself

Ability to do daily activities (housework,

chores, etc.)

Being able to do everyday tasks

Ability to live/function independently Being able to maintain your independence, not being dependent on others

for help

Ability to do work or school activities Being able to perform activities related to your work/employment or school

Ability to participate in social activities Being able to participate in social activities

Ability to participate in leisure activities Being able to engage in leisure activities, such as reading, cooking, or other

hobbies

Unpredictability of disease flare-up Not knowing in the short term if you will have symptoms or be able to

engage in activities
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reasons behind their treatment preferences, and
demographic questions.

The survey instrument was pretested using
cognitive debriefing interviews on participants
with PsA (n = 15). Based on interview feedback,
the survey was adjusted to add symptom
descriptions; expand the ‘‘physical functioning’’
label in the BWS questions to read, ‘‘ability to
perform physical activities (exercising, walking,
climbing stairs)’’; and expand psoriasis symp-
tom and diagnosis questions.

Statistical Analysis

Data were managed, described, and analyzed
using STATA software, version 16.0 (StataCorp,
LLC). Responses to the BWS scaling questions in
each BWS exercise were analyzed by using two
separate main effects models using a random-
parameters logit (RPL) regression to estimate
sample-level importance of each outcome and
the intensity of feeling for each outcome (how
much more bothersome/important patients
find one outcome compared with another). An
RPL model avoids potential estimation bias
from unobserved preference heterogeneity
among respondents by estimating a distribution
of importance weights across the respondents in
the sample and accounting for within-sample
correlation when respondents answer multiple
questions [26, 27]. To rescale the relative
importance weights, the probability score of
each item was divided by the probability score
of one fixed reference item and multiplied by
10. Thus, the reference item has a scaled relative
importance of 10, and the result for any other
given item has a scaled relative importance with
respect to the reference item. Differences in
preferences across subgroups in the sample were
investigated for two subgroups identified in
post hoc exploratory analyses (patients with
and without bDMARD experience and patients
with experience with all joint- and skin-related
symptoms assessed). A Chi-square test of the
joint significance of the interaction terms indi-
cated whether preferences between the groups
were statistically significantly systematically
different.

Patient demographics and treatment attri-
bute preferences (methotrexate experience,
joint or psoriasis symptom improvement, and
treatment mode and frequency) were analyzed
descriptively.

RESULTS

A total of 332 patients completed the survey. Of
these respondents, 94% were White, 80% were
female, and 90% had attended at least some
college (Table 2). Almost half of respondents
were retired or unable to work (45%). Respon-
dents were 22–79 years of age, with an average
age of 54 years. Most participants had current or
prior bDMARD experience (n = 258). The
majority of respondents were currently taking a
prescription medication to manage their PsA
(95%); 58% of the total cohort were taking
injectable biologics, 56% of respondents were
taking prescription nonsteroidal anti-inflam-
matory drugs (NSAIDs), and 22.6% were taking
csDMARDs. The majority of respondents in this
study reported being under the care of a
rheumatologist; 60.2% of respondents were
under the care of a rheumatologist alone, and
another 25.9% were under the care of both a
rheumatologist and a dermatologist. Full
respondent characteristics can be found in
Table 2.

Joint pain (98%), fatigue (94%), and morn-
ing stiffness (94%) were the most common
symptoms ever experienced among respon-
dents. Similarly, the most common symptoms
patients reported experiencing in the past week
were joint pain (89%), morning stiffness (85%),
and fatigue (84%). Approximately 37% of
respondents had ever experienced all 11 inclu-
ded symptoms over the course of their disease.
The most reported disease impacts of PsA ever
experienced were related to the ability to per-
form physical activities (93%) and sleep quality
(92%); these were also the two most reported
impacts experienced by respondents in the
preceding week (76 and 79% of respondents,
respectively). The majority of patients (60%)
also experienced impacts to their emotional
well-being stemming from their PsA over the
past week. Approximately 42% of the cohort
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Table 2 Respondent demographics, disease characteristics,
and treatment experience

Characteristic Respondents
(n = 332)

Age

Mean (SD, range) 53.9 (11.4,

22–79)

Gender

Female 266 (80.1%)

Race/ethnicity

White 312 (94.0%)

Employment status

Employed (full-time, part-time, self-

employed)

162 (48.8%)

Retired 52 (15.7%)

Disabled/unable to work 96 (28.9%)

Other 18 (5.4%)

Missing 4 (1.2%)

Education

Less than high school degree 6 (1.8%)

High school or equivalent (e.g., GED) 23 (6.9%)

More than high school but less than

4-year college degree

139 (41.9%)

4-year college degree or higher 160 (48.2%)

Missing 4 (1.2%)

Physician who diagnosed PsAa

Primary care provider 76 (22.9%)

Dermatologist 74 (22.3%)

Rheumatologist 282 (84.9%)

Other 12 (3.6%)

Don’t know or not sure 3 (0.9%)

Specialist currently treating PsA

Dermatologist only 16 (4.8%)

Rheumatologist only 200 (60.2%)

Both a dermatologist and a

rheumatologist

86 (25.9%)

Table 2 continued

Characteristic Respondents
(n = 332)

None of the above 30 (9.0%)

Past treatment experiencea

Steroids 270 (81.3%)

Prescription NSAIDs 296 (89.2%)

Injectable biologics 250 (75.3%)

csDMARDs 144 (43.3%)

Current treatmenta

Steroids 82 (24.8%)

Prescription NSAIDs 185 (55.9%)

Injectable biologics 193 (58.3%)

csDMARDs 75 (22.6%)

Patient global assessment of pain (0–10 NRS)

Mean (SD) 6.1 (2.1)

Current joint symptom severity during past week

Mild 56 (16.9%)

Moderate 155 (46.7%)

Severe or very severe 115 (34.6%)

None or missing 6 (1.8%)

Approximate body surface area affected by psoriasisb

B 2% 101 (52.9%)

3–10% 61 (31.9%)

[ 10% 17 (8.9%)

Don’t know or missing 12 (6.3%)

csDMARD conventional synthetic disease-modifying anti-
rheumatic drug, NRS numeric rating scale, NSAID nons-
teroidal anti-inflammatory drug, PsA psoriatic arthritis, SD
standard deviation
aRespondents could select more than response option;
therefore, totals may not add up to 100%
bAmong respondents experiencing psoriasis in the past
week (n = 191). Respondents were asked to estimate the
extent of their body surface area affected by psoriasis,
where the area of 1 palm is approximately equivalent to 1%
body surface area
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had experienced all nine functional, social/
emotional, and QoL impacts.

Joint pain was the most burdensome symp-
tom relative to all other symptoms included in
the BWS exercise, followed by lower back or
spine pain, tender or painful tendons and liga-
ments, and fatigue or tiredness (Fig. 1). For
example, based on the analysis of the responses,
joint pain was 2.5 times more burdensome than
joint swelling (4.0) and almost equally (1.1
times) as burdensome as lower back or spine
pain (9.0) (Fig. 1) (P\0.05). The least burden-
some symptoms were skin-related symptoms
such as nail pitting (0.02), psoriasis patches on
skin and scalp (0.8), and itching because of
psoriasis patches (0.8); however, due to the
overlapping confidence intervals, respondents
did not generally differentiate between these
three symptoms.

Subgroup analysis based on respondents’
experience with bDMARDs or having experi-
enced all joint and skin symptoms was per-
formed to determine whether these patient
populations weighed symptom burdens differ-
ently. In general, preferences were relatively
similar, with both bDMARD-experienced and
bDMARD-naive respondents ranking muscu-
loskeletal pain-related symptoms as most both-
ersome, while the least bothersome symptoms
were psoriasis related (Figure S-2). The same
trend was observed whether patients had expe-
rienced all joint- and skin-related symptoms or
not (Figure S-3). However, bDMARD-naive
respondents found morning stiffness signifi-
cantly more burdensome (P\0.05) than
bDMARD-experienced respondents (Figure S-2).
Respondents who had ever experienced all joint
and skin symptoms ranked lower back or spine
pain as the most burdensome symptom, while

Fig. 1 Relative burden of PsA disease symptoms. PsA
psoriatic arthritis. The relative burden estimates for the full
sample from the symptom best–worst scaling exercise,
where the most burdensome symptom, joint pain, is set to

10.0. For example, joint pain is 2.5 times more burden-
some than joint swelling (10/4 = 2.5) and is almost as
burdensome as lower back or spine pain (10.0/9.0 = 1.1)
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patients who did not experience all joint and
skin symptoms ranked joint pain as the most
burdensome symptom. However, this difference
was not statistically significant (Figure S-3).

When considering the importance of
improving certain disease impacts, respondents
ranked improving the ability to perform physi-
cal activities (exercising, walking, and climbing
stairs) highest (10.0), while the ability to
participate in social activities (0.4) was ranked
as the least important impact to improve
(Fig. 2). Subgroup analysis revealed that an
improvement in sleep quality was of greater
importance to bDMARD-naive respondents
than to bDMARD-experienced respondents
(Figure S-2). This difference was statistically
significant at the P\0.05 level of significance.

Over half of respondents (57%) reported
being somewhat or very satisfied with their
current PsA treatment. When asked to choose
between a series of hypothetical treatment
options, ranging from no improvement in joint

symptoms and complete improvement in skin
symptoms to complete improvement in joint
symptoms and no improvement in skin symp-
toms, most respondents (74%) preferred a
medicine that would provide significant or
complete improvements in joint symptoms
with mild to no improvements in skin symp-
toms (Fig. 3). Only 5% of respondents priori-
tized skin symptom improvement over joint
symptom improvement.

When considering the mode and frequency
of PsA treatment administration, nearly half of
respondents (46%) felt that mode was an
important factor when making treatment deci-
sions. When asked to select their first choice for
mode of administration, 38% of respondents
chose once-daily oral medications, followed by
injection once a month (25%) (Fig. 4). Approx-
imately one in four respondents (27%) reported
no preference among the four options. The flow
of the subsequent mode and frequency of
administration choices is shown in Fig. 4. For

Fig. 2 Relative importance of improving PsA disease
impacts. PsA psoriatic arthritis. The scaled relative impor-
tance of improving PsA disease impacts, where the most
important impact to improve is set to 10.0. For example,

the ability to perform physical activities is approximately
three times more important to improve than emotional
well-being (10.0/3.1 = 3.2)
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instance, among patients who chose an oral
tablet (pill) once a day (n = 127) as their pre-
ferred mode and frequency of administration,
approximately 72% (n = 91) stayed with an oral
mode of administration (i.e., selected oral tablet
[pill] twice a day) as their second choice. For
those who preferred oral dosing, the top reasons
cited included convenience (fast and easy to
take [68%], easier to travel with [49%], and
easier to remember [34%]) and dislike of nee-
dles/injections (27%).

Ninety-two respondents (28%) had experi-
ence taking methotrexate. Nearly half of these
respondents (47%) stated they would strongly
prefer a treatment that does not include
methotrexate; 35% of respondents with
methotrexate experience reported feeling satis-
fied with it. Top reasons for dissatisfaction with
methotrexate included dislike of short-term side
effects (58%), lack of efficacy (53%), and fear of
long-term side effects (44%) (Table 3).

DISCUSSION

This study found that symptoms related to
musculoskeletal pain were the most bothersome
symptoms of PsA, compared with psoriasis-re-
lated symptoms, in rheumatology-focused
patients with overall low skin disease severity.
This finding mirrors other patient impact stud-
ies in PsA [3, 16, 28, 29], and patients and
rheumatologists are generally in agreement that
joint pain is the most burdensome symptom of
PsA [30]. However, our findings also highlight
other interesting trends. While the top three
most bothersome symptoms are related to pain
(joint pain, lower back or spine pain, and tender
or painful tendons and ligaments), the next
most burdensome symptom was fatigue. Pain
and fatigue are commonly cited as highly bur-
densome PsA symptoms [5, 31]. Sleep quality
was also ranked highly as an impact to improve,
behind improvements in physical activity and
independent function. Sleep disturbances and

Fig. 3 Respondents’ preferences for a treatment improving joint versus skin symptoms
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fatigue have been found to be significant bur-
dens to patients with PsA [28, 32], which may
arise as a result of other PsA symptoms and
impacts [33]. Multiple studies have found dis-
crepancies between physicians’ understanding
of disease burdens and the actual burdens felt

by patients [30, 34]. Some of this disconnect
may stem from the use of patient-reported
outcome measures that fail to account for all
symptoms and impacts [29]. Ensuring that
clinicians and researchers fully understand the
burden of symptoms on patients is key to better

Fig. 4 Respondents’ preferences for mode and frequency of treatment administration
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Table 3 Respondents’ experience and satisfaction with methotrexate

Question Participants
(n = 332)

Among those who have ever taken methotrexate Trexall (methotrexate) (n = 92)

On a scale ranging from very satisfied to very dissatisfied, please rate your satisfaction with taking methotrexate

Very satisfied 5 (5.4%)

Somewhat satisfied 27 (29.3%)

Neither satisfied nor dissatisfied 16 (17.4%)

Somewhat dissatisfied 14 (15.2%)

Very dissatisfied 29 (31.5%)

Missing 1 (1.1%)

Among those who are dissatisfied or who are neither satisfied nor dissatisfied with taking methotrexate (n = 59)

From the list below, please select up to three reasons that you are, or were, not satisfied with methotrexatea

I don’t like to have the short-term side effects of methotrexate after my dose each week (fatigue,

upset stomach, headache)

34 (57.6%)

Methotrexate does not work well to treat my symptoms 31 (52.5%)

I fear the long-term side effects related to methotrexate 26 (44.1%)

I would like to take less medicine in general 12 (20.3%)

I must limit my alcohol intake 7 (11.9%)

I do not like going to the doctor’s office for regular lab tests 5 (8.5%)

I had abnormal lab test results 5 (8.5%)

I often forget to take it 2 (3.4%)

Cost 0 (0.0%)

It is not safe to use during pregnancy 0 (0.0%)

Other 8 (13.6%)

Among those who are satisfied with taking Trexall (methotrexate) (n = 32)

From the list below, please select the main reason that you are, or were, satisfied with methotrexate

Methotrexate works well to treat my symptoms 14 (43.8%)

I can afford it 1 (3.1%)

It is easy to take 3 (9.4%)

It is easy to get the prescription filled 0 (0.0%)

My doctor recommended that I take it and keep taking it 12 (37.5%)

Other 2 (6.3%)
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disease management and the development of
appropriate treatments.

When probing patient treatment prefer-
ences, respondents in this study most strongly
desired an improvement in function and joint
symptoms, which is reflected in the findings of
other studies [5, 16]. Additionally, many
respondents preferred a treatment regimen that
did not include methotrexate, citing their dis-
satisfaction with the drug’s side effects and its
poor efficacy. Reducing side effects is a high
priority to PsA patients [31]. However, around
one-third (35%) of respondents who reported
having experience with methotrexate reported
satisfaction with methotrexate because it
worked well for their symptoms. These mixed
opinions on methotrexate efficacy are common
in patients with PsA and clinicians
[13, 14, 35, 36]. These findings indicate that,
despite the beneficial affordability and accessi-
bility of methotrexate, there is an unmet need
for many patients for whom methotrexate does
not work well, and that clinicians need early
access to tools to properly tailor treatment plans
to respondents if their current therapy is not
sufficiently managing their disease.

When expanding our toolbox for treating
PsA, clinicians and providers should also

consider patient preferences for treatment
modality. Studies have shown that shared
decision-making, in which patient perspectives
are considered in treatment plans, can improve
outcomes, especially affective-cognitive out-
comes [37]. As of 2016, the US Food and Drug
Administration (FDA) has encouraged the use of
patient preferences on acceptable risk–benefit
profiles and disease impacts in new drug appli-
cations to ensure patients find new treatments
acceptable. As new therapies to treat PsA
become available, and in light of research indi-
cating respondents’ unmet needs, clinicians
may need to adopt more personalized approa-
ches to patient care to ensure that respondents
are achieving the best possible outcomes [38].
We found that most respondents in this study
preferred once-daily oral dosing, although
mode of administration was not a high priority
to many respondents when considering treat-
ment options. The convenience of daily oral
dosing often makes it a highly desired mode of
administration among patients, according to
respondents in this study and previous litera-
ture [12, 39]. This preference was consistent
both in patients with bDMARD experience and
in patients without bDMARD experience, indi-
cating that familiarity with parenteral

Table 3 continued

Question Participants
(n = 332)

All participants

How would you rate your interest in a treatment for psoriatic arthritis that either includes methotrexate or does not

include methotrexate?

I would strongly prefer a treatment that did not include methotrexate 155 (46.7%)

I would somewhat prefer a treatment that did not include methotrexate 61 (18.4%)

I have no preference 63 (19.0%)

I somewhat prefer a treatment that includes methotrexate 18 (5.4%)

I strongly prefer a treatment that includes methotrexate 7 (2.1%)

Don’t know or not sure 27 (8.1%)

Missing 1 (0.3%)

aRespondents could provide multiple responses to these questions. For this reason, the totals may exceed the number of
respondents
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administration used in bDMARDs did not
change preferences for oral administration.

There are some limitations associated with
our study. The BWS methodology provides a
measure of the relative importance of various
improvements to PsA disease impacts (i.e., how
important it was to improve one disease impact
over another) as well as the relative burden of
PsA symptoms (i.e., how burdensome one
symptom was relative to another); however, it
does not provide an estimate of each symptom
or impact’s absolute level of importance. For
instance, improving the ability to function
physically was ranked three times as important
as improving emotional well-being, but this
does not necessarily indicate that improving
emotional well-being is not important to
patients with PsA, only that it is less important
relative to improving physical function. There-
fore, it is important for physicians to discuss
with patients all the impacts PsA has on their
lives and strategies to help patients reduce the
impact of their disease. In addition, the survey
included questions about select comorbidities,
some of which may have similar symptoms to
PsA symptoms, and each respondent’s set of
comorbidities might impact their ranking of the
burden of symptoms.

Because of the nature of this study, which
solicited the opinions of patients with PsA
through an online survey, the respondent pool
may not be fully representative of the popula-
tion of patients with PsA. The respondents were
predominantly White, female, and well edu-
cated, whereas the characteristics of the PsA
population are more balanced with respect to
gender. This may be due to the demographics of
the ArthritisPower registry; the majority of
participants with PsA in ArthritisPower are
female. Additionally, most respondents were
under the care of a rheumatologist, with fewer
seeking care primarily in a dermatology setting.
Patients may choose to primarily seek the care
of a rheumatologist when suffering most
strongly from musculoskeletal symptoms rather
than skin symptoms. This survey was conducted
through ArthritisPower, a rheumatology-fo-
cused patient organization, which may also
have led to recruiting bias toward patients
experiencing joint pain symptoms over

psoriasis-associated symptoms, resulting in
overrepresentation of musculoskeletal symp-
toms. However, compared with other patient
preference literature in the rheumatology-based
PsA population, the relative symptom burden
appears to be in line with other studies
[3, 12, 30, 39].

CONCLUSIONS

In conclusion, this study found that patients
with PsA, even those on advanced therapies, are
most burdened by symptoms related to mus-
culoskeletal pain. Patients with PsA strongly
desire a treatment option that could improve
their daily function and generally prefer a daily,
oral option as well as a treatment regimen that
does not include a methotrexate co-prescrip-
tion. These findings can be used to facilitate
future treatment decisions and treatment
strategies.
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