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ABSTRACT

Introduction: Real-world data comparing
effectiveness of ixekizumab (IXE) and secuk-
inumab (SEC) among biologic-experienced
patients are limited. This study compared
treatment patterns over 18 months among bio-
logic-experienced patients with psoriasis
receiving IXE or SEC in the USA.
Methods: A retrospective observational study
using administrative claims data from IBM�

Watson Health MarketScan� Research Data-
bases included adult patients with C 1 inpatient
or C 2 non-diagnostic (C 30 days apart) outpa-
tient claim/s with diagnosis of psoriasis between
March 1, 2015 and October 31, 2019, and C 1
claim/s for index drugs, IXE or SEC, between
March 1, 2016 and October 31, 2019. Patients
had to have C 1 claim/s for biologics indicated
for psoriasis in the 6-month pre-period. During
the 18-month follow-up, treatment adherence

(proportion of days covered [PDC]), high
adherence (PDC C 80%), persistence, discon-
tinuation, reinitiation, and switching were
assessed. To address cohort imbalances, inverse
probability of treatment weighting was
employed. Logistic regression was used to esti-
mate odds ratio for high adherence. Cox pro-
portional hazard models were used to estimate
hazard ratio for non-persistence, discontinua-
tion, and switching.
Results: Overall, 411 IXE and 780 SEC users
were included. After weighting, IXE users had
significantly higher rate of high treatment
adherence (42% vs. 35%, p = 0.019), higher
persistence rate (44.9% vs. 36.9%, p = 0.007),
lower discontinuation rate (48.4% vs. 56.0%,
p = 0.012), and lower switching rate (26.6% vs.
34.0%, p = 0.009) compared with SEC users.
After multivariable adjustment, compared with
SEC, IXE use was associated with 36% higher
odds of high treatment adherence (OR 1.36,
95% CI 1.05–1.74), 20% lower risk of treatment
non-persistence (HR 0.80, 95% CI 0.68–0.93),
19% lower risk of discontinuation (HR 0.81,
95% CI 0.68–0.96), and 25% lower risk of
switching (HR 0.75, 95% CI 0.60–0.93).
Conclusion: This study suggests that IXE treat-
ment is associated with significantly higher
adherence rates and significantly lower non-
persistence, discontinuation, and switching
compared with SEC treatment.
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Key Points

Why carry out this study?

Efficacy of biologics among prior biologic-
experienced patients with psoriasis may
be lower because of development of
antibodies against the drug.

In the clinical setting, newer biologics
such as ixekizumab (IXE) and
secukinumab (SEC) have demonstrated
similar efficacy among patients with or
without prior biologic treatment;
however, head-to-head comparisons
between two IL-17A inhibitors are lacking.

We carried out this retrospective study
based on real-world claims data to
compare treatment patterns of IXE and
SEC among biologic-experienced patients
with psoriasis.

What was learned from the study?

Among patients with psoriasis who were
previously treated with biologics, IXE
users demonstrated higher rates of
adherence and persistence, and lower
rates of discontinuation and switching
compared with SEC users over 18-month
follow-up.

These results may help healthcare
practitioners in the selection of biologic
treatment for biologic-experienced
patients with psoriasis.

INTRODUCTION

Data from clinical trials and real-world settings
have demonstrated that biologics are effective
in treating patients with moderate-to-severe

psoriasis [1–6]. The Joint American Academy of
Dermatology and National Psoriasis Foundation
guidelines recommend biologics for the treat-
ment of moderate-to-severe psoriasis [7]. Con-
tinuous treatment with biologics is
recommended to achieve effective disease
management in patients with psoriasis; how-
ever, in real-world settings, about 18–46% of
patients discontinue their biologic therapy
within the first year of treatment. This inter-
ruption leads to symptom recurrence [8–10].
Although prior biologic use is reported to be
associated with poor anticipated biologic treat-
ment efficacy, the newer interleukin (IL)-17A
inhibitors (ixekizumab [IXE], secukinumab
[SEC], and brodalumab) have demonstrated
high efficacy among biologic-experienced
patients [11–13].

Clinical trials indirectly indicate that IXE
and SEC show comparable efficacy irrespective
of their prior biologic use in patients with pso-
riasis; however, head-to-head comparisons are
lacking in clinical trials and limited in real-
world settings [6, 14–16]. Here, we compared
persistence, adherence, discontinuation, reini-
tiation, and switching over 18 months of fol-
low-up among biologic-experienced patients
with psoriasis treated with either IXE or SEC in
real-world settings.

METHODS

Data Sources

A retrospective observational study design was
used to compare IXE and SEC treatment pat-
terns among biologic experienced patients with
psoriasis using health insurance claims from
IBM� Watson Health MarketScan� Research
Databases.

The MarketScan� databases comprised the
(1) Commercial Claims and Encounter database
that contains information on inpatient and
outpatient medical and outpatient pharmacy
experiences of employees and their dependents
covered under fee-for-service with fully and
partially capitated health plans; (2) Medicare
supplemental database, which has the same
information for individuals with Medicare
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supplemental insurance paid by employers; and
(3) Early View database that captures similar
information incurred as late as approximately
45 days before data release.

This study was conducted in accordance
with the Good Practices for Real-World Data
Studies of Treatment and/or Comparative
Effectiveness [17]. All study data were accessed
with protocol compliant with the US patient
confidentiality requirements, including the
Health Insurance Portability and Accountability
Act (HIPAA) of 1996 regulations. As all data-
bases used in the study are fully de-identified
and compliant with the HIPAA, this study was
exempt from institutional review board
approval.

Study Population

Eligible patients included adults (at least
18 years old) with at least one inpatient or at
least two non-diagnostic outpatient claims (at
least 30 days apart) with a diagnosis of psoriasis
(International Classification of Diseases, Ninth
Revision, Clinical Modification [ICD-9-CM]
diagnosis code 696.1x or International Classifi-
cation of Diseases, Tenth Revision, Clinical
Modification [ICD-10-CM] diagnosis codes
L40.0–L40.4 or L40.8–L40.9) between March 1,
2015 and October 31, 2019. Patients were
required to have at least one claim for the index
drug, IXE or SEC, between March 1, 2016 and
October 31, 2019, with a diagnosis of psoriasis
before or coinciding with the index drug.
Patients were also required to have at least
6 months pre- and at least 18 months post-in-
dex continuous enrollment for medical and
pharmacy benefits. Biologic-experienced
patients were identified as patients with at least
one pre-index claim of following biologic drugs
indicated for psoriasis: certolizumab pegol,
etanercept, adalimumab, infliximab,

brodalumab, ustekinumab, guselkumab, secuk-
inumab, and ixekizumab. Patients were exclu-
ded if they had evidence of other indications for
IXE or SEC (psoriatic arthritis or ankylosing
spondylitis) during the pre-index period, or if
they had the index medication on hand within
90 days before the index date. Index date was
the date of the first IXE or SEC claim and
patients were assigned to IXE or SEC group
based on the index drug.

Dosing

For ixekizumab, the dosing schedule consisted
of initial 160 mg at week 0, followed by 80 mg
at weeks 2, 4, 6, 8, 10, and 12, and then 80 mg
every 4 weeks. For secukinumab, the dosing
schedule included 300 mg at weeks 0, 1, 2, 3,
and 4, and then 300 mg every 4 weeks.

Outcomes

Treatment pattern outcomes during the
18-month follow-up period included treatment
adherence, persistence, discontinuation, reini-
tiation, and switching. These were defined as
follows:

• Adherence was measured as the proportion
of days covered (PDC), calculated by divid-
ing the total number of days of index drug
supply in the follow-up period by the total
number of days in the follow-up period.
When dates of two index drug claims over-
lapped, the start date of the second index
drug claim was adjusted to the date after the
last day supply for the first index drug claim.
The number of days of supply from the last
claim beyond the end of follow-up was
truncated. High adherence was defined as
PDC C 80%.

PDC ¼ Total number of days of index drug supply during the follow-up period

Total number of days in follow-up period
:
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• Treatment persistence was defined as having
a gap of less than 60 days between the last
day of supply of the prior prescription and
the next refill. The end date of persistence
was set by the last day supply of the
prescription before the 60-day gap. If a
patient’s last days’ supply of their index
medication class occurred with less than
60 days to the end of the follow-up period,
persistence was calculated using the last
days’ supply and was not extrapolated
beyond.

• Treatment discontinuation was defined as
no refill of the index drug within 90 days
after the previous days’ supply was
exhausted. The date of discontinuation was
set as the last day supply of index drug before
reaching the 90-day gap.

• Treatment reinitiation was measured among
the subset of patients who discontinued the
index therapy and was defined as having at
least one claim of the index drug after the
discontinuation date.

• Treatment was considered switched if a dif-
ferent biologic indicated for psoriasis (adali-
mumab, brodalumab, certolizumab pegol,
etanercept, guselkumab, infliximab, IXE,
SEC, ustekinumab, tildrakizumab, risankizu-
mab) was prescribed and the date of the first
new biologic claim set the switching date.

Covariates

Age, sex, primary payer, health plan type, and
geographic region were measured on the index
date. Baseline clinical characteristics included
Deyo–Charlson Comorbidity Index, comorbid
conditions (diabetes, anxiety, depression,
hypertension, hyperlipidemia, coronary heart
disease, peripheral vascular disease, obesity,
sleep apnea, osteoarthritis, and other autoim-
mune disorders), and all-cause and psoriasis-re-
lated healthcare costs. Baseline medications
used for psoriasis included biologics, systemic
agents/targeted oral therapies (apremilast, aci-
tretin, systemic steroids, other systemic agents
[cyclosporine, methotrexate, azathioprine,
hydroxyurea, isotretinoin, leflunomide, meth-
oxsalen, mycophenolate mofetil, sulfasalazine,

or thioguanine]), topical treatment, and
phototherapy.

Statistical Analyses

Categorical variables were summarized by the
count and proportion of patients in each cate-
gory. Continuous variables were presented as
mean and standard deviation (SD). To address
cohort imbalance, inverse probability of treat-
ment weighting (IPTW) was employed using a
logistic regression model with IXE versus SEC as
a dependent variable. Demographics, baseline
clinical characteristics, pre-period use of sys-
temic agents/targeted oral therapies/topical
agents for psoriasis, pre-period phototherapy,
log (pre-period psoriasis-related costs), and pre-
period comorbidity-related costs were included
in the models. Cohorts were balanced if a
standardized difference of 10% or less was
attained. Statistical tests for significance were
conducted using a weighted chi-square test for
categorical variables and weighted t test for
continuous variables. Kaplan–Meier (KM) esti-
mation and log-rank test were employed using
the weighted samples. Cox proportional haz-
ards models were used to estimate the hazard
ratio (HR) for persistence, discontinuation, and
switching. Logistic regression was performed to
estimate the odds ratio (OR) of high adherence
measured by PDC C 80%. Multivariable models
were adjusted for the same list of covariates used
in the IPTW model. HR and OR were presented
along with 95% confidence intervals (CI). A
p value of 0.05 was set a priori as the threshold
for statistical significance.

Descriptive analyses were conducted using
WPS version 4.2 (World Programming, UK);
IPTW and multivariable analyses were con-
ducted using R version 3.6.3 (R Foundation for
Statistical Computing, Vienna, Austria).

RESULTS

A total of 411 biologic-experienced IXE users
and 780 SEC users were included in the study
(Fig. 1). Baseline demographics and clinical
characteristics before and after weighting are
presented in Table 1. Mean age of patients for
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both treatment groups was 49 years. Before
weighting, the proportion of men was 56.9% for
the IXE group and 52.9% for the SEC group.
Most patients were enrolled in commercial
payer coverage (IXE vs. SEC, 95.9% vs. 94.7%),
and more than half of patients had either
exclusive provider organization or preferred
provider organization insurance plans (IXE vs.
SEC, 60.3% vs. 57.6%). Nearly half of the
patients in both treatment groups were from
the southern USA (IXE vs. SEC, 48.7% vs.
48.3%).

Overall, baseline and demographic charac-
teristics were balanced after weighting. Mean

(SD) Deyo–Charlson Comorbidity Index scores
were similar among IXE (0.4 [0.8]) and SEC (0.4
[0.9]) users. Common comorbid conditions
among IXE versus SEC groups at baseline were
hypertension (26.8% vs. 27.4%), hyperlipi-
demia (21.6% vs. 21.9%), obesity (19.0% vs.
18.9%), diabetes (15.3% vs. 15.4%), and sleep
apnea (10.3% vs. 10.4%).

Adherence and Persistence

During the 18-month follow-up period, mean
(SD) PDC among IXE users was significantly

Fig. 1 Patient attrition flow chart.IXE ixekizumab, SEC secukinumab
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Table 1 Demographics and baseline characteristics, before and after weighting, ixekizumab or secukinumab

Variables Before weighting After weighting

IXE
(n = 411)

SEC
(n = 780)

Std
Diffa

IXE SEC Std
diffa

Age, years, mean (SD) 48.8 (10.8) 48.5 (11.5) 2.0 48.5 (11.0) 48.6 (11.3) 0.9

Male (%) 56.9 52.9 8.0 54.2 54.4 0.3

Pre-index DCCI, mean (SD) 0.3 (0.7) 0.4 (0.9) 9.0 0.4 (0.8) 0.4 (0.9) 3.3

Commercial primary payer (%) 95.9 94.7 5.3 95.4 95.2 1.1

Insurance plan type (%) 28.9 13.0

EPO/PPO 60.3 57.6 59.0 57.9

CDHP, HDHP 25.1 18.2 21.0 20.8

HMO 7.1 12.8 11.0 10.8

POS/POS with capitation 4.1 5.3 4.7 4.8

Comprehensive/indemnity 3.2 4.7 4.1 4.2

Geographic region (USA) (%) 17.5 7.5

South 48.7 48.3 49.0 48.3

North Central 27.0 21.8 23.8 23.8

Northeast 14.6 16.0 15.6 15.5

West 9.7 13.6 11.6 12.2

Unknown 0.0 0.3 0.0 0.3

Comorbid conditions (%)

Hypertension 26.0 28.2 4.9 26.8 27.4 1.3

Hyperlipidemia 22.1 21.8 0.8 21.6 21.9 0.7

Obesity 19.7 18.3 3.5 19.0 18.9 0.4

Diabetes 15.8 15.0 2.3 15.3 15.4 0.3

Sleep apnea 10.0 10.6 2.2 10.3 10.4 0.4

Anxiety 8.5 9.1 2.1 8.8 8.8 0.2

Depression 7.8 7.4 1.3 7.6 7.6 0.1

Osteoarthritis 6.6 8.2 6.3 7.4 7.6 0.8

Pre-index period treatment

Any topical agent (%) 59.4 59.9 1.0 59.6 59.7 0.1

Any systemic/targeted oral agent (%) 36.3 34.5 3.7 34.9 35.1 0.4

Phototherapy or laser therapy (%) 1.7 1.5 NA 1.5 1.6 NA

Number of unique biologics used in pre-index

period (mean, SD)

1.0 (0.1)b 1.0 (0.2)b 4.0 1.0 (15.2)b 1.0 (16.5)b 2.7
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higher compared with SEC users (0.63 [0.31] vs.
0.59 [0.30], p = 0.046). A significantly higher
proportion of IXE users were highly treatment
adherent (PDC C 80%) than SEC users (42.0%
vs. 35.0%, p = 0.019). A significantly higher
proportion of IXE users had persistent treat-
ment through 18 months (44.9% vs. 36.9%,
p = 0.007) than SEC users. In addition, IXE users
had a significantly higher mean (SD) number of
days on persistent treatment than SEC users
(356 [196] vs. 325 [196], p = 0.008) (Table 2).

KM estimation showed that the probability
of persistence was significantly higher for IXE
users compared with SEC users (p = 0.007)
(Fig. 2a). The median time to 50% non-persis-
tence was 416 days (95% CI 361—not available)
for the IXE group versus 319 days (95% CI
285–350) for the SEC group. In multivariable
analysis, IXE users had 36% higher odds of
being highly treatment-adherent (OR 1.36,
95% CI 1.05–1.74) and had 20% lower risk of
non-persistence (HR 0.80, 95% CI 0.68–0.93)
compared with SEC users (Fig. 3).

Discontinuation and Reinitiation

A significantly lower proportion of IXE users
discontinued treatment (48.4% vs. 56.0%,
p = 0.018) compared with SEC users. Mean (SD)
number of days to discontinuation was similar

between the two treatment groups (197 [123]
vs. 200 [118], p = 0.764) (Table 2). Based on KM
estimation, the probability of discontinuation
was significantly lower for IXE users compared
to SEC users (p = 0.018). Median time to dis-
continuation among SEC users was 364 days
(95% CI 325–418). In IXE users, median time to
discontinuation was not available because less
than 50% of IXE users discontinued by the end
of 18-month follow-up period (Fig. 2b). The
proportion of patients reinitiating after discon-
tinuation (IXE vs. SEC, 9.2% vs. 10.5%,
p = 0.473) and mean (SD) number of days from
discontinuation to reinitiation (IXE vs. SEC, 164
[59] vs. 173 [77], p = 0.564) were similar
between the treatment groups (Table 2). In
multivariable analysis, IXE users had a 19%
lower risk of discontinuation compared with
SEC users (HR 0.81, 95% CI 0.68–0.96) (Fig. 3).

Switching

IXE users had a significantly lower rate of
switching from index treatment than SEC users
(26.6% vs. 34.0%; p = 0.009). The top three new
biologics among IXE users were SEC (9.2%),
guselkumab (6.5%), and ustekinumab (4.2%);
among SEC users, these were IXE (13.6%),
guselkumab (6.0%), and adalimumab (6.0%).
The mean (SD) number of days to first switch

Table 1 continued

Variables Before weighting After weighting

IXE
(n = 411)

SEC
(n = 780)

Std
Diffa

IXE SEC Std
diffa

Pre-index healthcare costs, in USD, mean (SD)c

All-cause $4695

($2875)

$4718

($3660)

0.7 $4644

($2857)

$4725

($3576)

2.5

Psoriasis-specific $3895

($2021)

$3810

($1946)

4.3 $3850

($2049)

$3842

($1955)

0.4

CDHP consumer-driven health plan, DCCI Deyo–Charlson Comorbidity Index, EPO exclusive provider organization,
HDHP high deductible health plan, HMO health maintenance organization, IXE ixekizumab, POS point of service, PPO
preferred provider organization, SD standard deviation, SEC secukinumab, Std Diff standardized difference, USD US dollar
a A standardized difference of\ 10% is considered well balanced
b Value reported as mean (SD)
c Reported as per patient per month
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was similar between the two groups (269 [141]
vs. 271 [131], p = 0.921) (Table 2). The proba-
bility of switching was significantly lower for
IXE users compared to SEC users (p = 0.011).
Median time to 50% switching was not avail-
able because by the end of 18-month follow-up
period, less than 50% of patients switched in
both groups. (Fig. 2c). In the multivariate anal-
ysis, IXE users had a 25% lower risk of switching

Table 2 Post-weighting persistence, discontinuation, reinitiation, and switching over 18-month follow-up, ixekizumab or
secukinumab

IXE SEC p value

Adherence

PDC, mean (SD) 0.63 (0.31) 0.59 (0.30) 0.046

Patients with PDC C 80% (%) 42.0 35.0 0.019

Persistence (60-day gap)

Patients who were persistent (%) 44.9 36.9 0.007

Days on persistent treatment, mean (SD) 356 (196) 325 (196) 0.008

Discontinuation (90-day gap)

Patients who discontinued treatment (%) 48.4 56.0 0.012

Days to discontinuation, mean (SD) 197 (123) 200 (118) 0.764

Reinitiation after discontinuation

Patients who reinitiated treatment (%) 9.2 10.5 0.473

Days from discontinuation to reinitiation, mean (SD) 164 (59) 173 (77) 0.564

Switching

Patients who switched from index treatment (%) 26.6 34.0 0.009

Days to first switch, mean (SD) 269 (141) 271 (131) 0.921

First switch from index drug to (%)

IXE NA 13.6 NA

SEC 9.2 NA NA

Guselkumab 6.5 6.0 0.755

Ustekinumab 4.2 4.6 0.765

Adalimumab 2.9 6.0 0.021

Etanercept 2.4 2.0 NA

p values were obtained using weighted t tests for continuous variables and weighted chi-square tests for binary or categorical
variables
p value was unavailable because fewer than 30 patients switched to etanercept in both study cohorts
IXE ixekizumab, NA not available, PDC proportion of days covered, SD standard deviation, SEC secukinumab

cFig. 2 Probability of treatment persistence, discontinua-
tion, and switching over 18 months follow-up, patients
with psoriasis receiving ixekizumab or secukinumab.
a Probability of treatment persistence (60-day treatment
gap). b Probability of treatment discontinuation (90-day
treatment gap). c Probability of treatment switching. IXE
ixekizumab, SEC secukinumab. Note: Probability of
switching for both IXE and SEC on day 90 was 3%

2140 Dermatol Ther (Heidelb) (2021) 11:2133–2145



Dermatol Ther (Heidelb) (2021) 11:2133–2145 2141



compared with SEC users (HR 0.75, 95% CI
0.60–0.93) (Fig. 3).

DISCUSSION

Real-world studies comparing treatment pat-
terns of IXE versus SEC among biologic-experi-
enced patients with psoriasis are limited. This
retrospective study used administrative claims
databases to compare real-world treatment pat-
terns of biologic-experienced patients with
psoriasis using IXE or SEC over an 18-month
follow-up period. Biologic-experienced IXE
users had better persistence and high adherence
compared to biologic-experienced SEC users;
IXE users also had lower discontinuation and
switching rates compared to SEC users. In the
multivariate analyses, IXE demonstrated lower
risks of non-persistence, discontinuation, and
switching and a higher likelihood of high
adherence compared with SEC.

A prior study by our group comparing treat-
ment patterns between IXE and SEC users in a
mixed population of biologic-naı̈ve and bio-
logic-experienced patients demonstrated rela-
tively similar overall results despite having a
variable and shorter length of follow-up (IXE 14
vs. SEC 16 months) [16]. Both groups had a
similar proportion of biologic-experienced
patients with psoriasis (IXE 66% and SEC 68%).
IXE users had a lower risk of non-persistence
(HR 0.82, 95% CI 0.71–0.95) and discontinua-
tion (HR 0.82, 95% CI, 0.70–0.96), and a higher
likelihood of high adherence (OR 1.32; 95% CI
1.07–1.63) compared with SEC users. However,

our prior study found no differences in the risk
of switching to a different biologic or non-bio-
logic treatment between IXE and SEC [16],
whereas the present study showed that IXE
users had a significantly lower risk of switching
to a different biologic than SEC users.

Other studies have examined discontinua-
tion rates among biologic-experienced IXE or
SEC users. Murage et al. reported a 19.1% dis-
continuation rate using 60 days allowable gap
and a 12.6% discontinuation rate using 90 days
allowable gap for biologic-experienced IXE users
over a median follow-up of 201 days [18]. In
studies reported by van den Reek et al. and
Georgakopoulos et al., discontinuation rates for
SEC users were 25% (during 18-month follow-
up) and 27% (during 12-month follow-up),
respectively [19, 20]. Most of the patients in the
study reported by Georgakopoulos et al. (100%)
and van den Reek et al. (83%) were biologic-
experienced. Differences in discontinuation
rates between previous reports and the current
study may be due to differences in patient
population, e.g., the Georgakopoulos et al.
study included patients with psoriasis activity
severity index (PASI) score C 10 at baseline [20]
and the van den Reek et al. study was restricted
to patients with no prior SEC exposure [19, 21].
Study sample sizes (van den Reek et al., n = 196,
Georgakopoulos et al., n = 41; current study,
n = 780) and length of follow-up may have
contributed to the different outcomes as well.

In the absence of clinical measures, real-
world treatment patterns data can serve as a
good proxy for clinical outcomes [22]. Curtis

Fig. 3 Multivariable adjusted analyses of treatment
patterns over 18-month follow-up period, patients with
psoriasis receiving ixekizumab or secukinumab. CI

confidence interval, HR hazard ratio, IXE ixekizumab,
OR odds ratio, PDC proportion of days covered
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et al. validated the use of administrative claims
data to assess clinical effectiveness of medica-
tions for rheumatoid arthritis [23]. The current
findings of favorable treatment patterns among
biologic-experienced IXE users compared to SEC
users are consistent with findings from clinical
trials and other real-world studies examining
clinical outcomes [24–26]. A real-world study
comparing clinical outcomes between IXE and
SEC patients with psoriasis who have two or
more previous biologic therapies demonstrated
a significantly higher PASI 75 (75% improve-
ment in PASI) response among IXE-treated than
SEC-treated patients at week 52 (IXE 100% vs.
SEC 54.5%; p = 0.039) [25]. Likewise, indirect
comparison using network meta-analysis
showed that IXE users had higher PASI 90
response rate than SEC (72.1% vs. 67.0%) dur-
ing 48–52 weeks of treatment [26]. Together,
these findings support a favorable effectiveness
profile of IXE in the routine care of biologic-
experienced patients with psoriasis as compared
with SEC. This evidence may assist practitioners
as they consider treatment options within the
IL-17 biologic class for patients with psoriasis
who have previous biologic experience.

There are a number of limitations to these
data. This analysis was conducted using claims
data, which are subjected to data coding limi-
tations and data entry errors. Prior biologic
exposure was based on a 6-month pre-period
and therefore may have missed patients who
were treated earlier than the pre-index period.
Treatment pattern analysis assumed patients
took medications as prescribed but we did not
verify the patients actually took the medica-
tions. Residual differences not captured in
claims may have introduced unobserved
imbalances. Since selected databases were lim-
ited to patients with commercial health cover-
age or private Medicare supplemental coverage,
results of this analysis may not be generalizable
to patients with psoriasis with other insurance
plans or without health insurance coverage.

CONCLUSION

IXE users exhibited higher persistence and
adherence with a lower risk of discontinuation

and switching compared with SEC users over
18 months of follow-up among biologic-expe-
rienced patients with psoriasis. These results
add to existing data by providing comparative
evidence that biologic-experienced patients
treated with IXE are more likely to remain on
treatment longer and use medication more
persistently compared to patients treated with
SEC. These findings generated from real-world
clinical settings could aid healthcare providers
in making treatment decisions for biologic-ex-
perienced patients with psoriasis.
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JA, Martı́nez-Garcı́a EA, Herrera-Ceballos E. Com-
parative study of the efficacy and safety of secuk-
inumab vs ixekizumab in moderate-to-severe
psoriasis after 1 year of treatment: real-world prac-
tice. Dermatol Ther. 2020;33:e13313.

26. Armstrong AW, Soliman AM, Betts KA, et al. Com-
parative efficacy and relative ranking of biologics
and oral therapies for moderate-to-severe plaque
psoriasis: a network meta-analysis. Dermatol Ther
(Heidelb). 2021;11:885–905.

Dermatol Ther (Heidelb) (2021) 11:2133–2145 2145


	Comparison of Real-World Treatment Patterns Among Biologic-Experienced Patients with Psoriasis Treated with Ixekizumab or Secukinumab Over 18 Months
	Abstract
	Introduction
	Methods
	Results
	Conclusion

	Introduction
	Methods
	Data Sources
	Study Population
	Dosing
	Outcomes
	Covariates
	Statistical Analyses

	Results
	Adherence and Persistence
	Discontinuation and Reinitiation
	Switching

	Discussion
	Conclusion
	Acknowledgements
	References




