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Abstract: Background/Objectives: Brodalumab is a monoclonal antibody against the
anti-IL-17 receptor A, approved for patients with moderate-to-severe psoriasis. This retro-
spective study investigated patients in clinical practice to assess the impact of body weight
and previous treatments with biologics on the effectiveness of brodalumab. Methods:
Patients were treated according to clinical practice, and assessed at baseline, 16, 36 and
52 weeks by means of the Psoriasis Area Severity Index (PASI) and DLQI score. Overall,
299 patients were included (147 naïve to biologics). Results: Mean PASI was significantly
reduced compared with the baseline in the overall population by week 4 and continued to
decrease at each study time point (15.9 ± 7.9 at baseline, 5.4 ± 5.3 at week 4, 1.9 ± 3.6 at
week 6, 1.0 ± 2.1 at week 36, and 0.8 ± 2.1 at week 52; p < 0.001 at each control). PASI
improved significantly both in bio-naïve and bio-experienced patients (p < 0.001). The
proportions of patients achieving PASI 75, PASI 90, and PASI 100 were comparable between
the bio-naïve and bio-experienced groups at all time points. The percentages of patients
who achieved PASI 75 were similar in obese and non-obese subjects at all determinations
except the visit performed after 36 weeks of treatment (94.3% non-obese vs. 83.1% obese,
p = 0.005). PASI 90 was achieved more frequently among non-obese patients than obese
patients after 36 weeks (80.7% vs. 64.4%, p = 0.008) and 52 weeks of treatment (84.1%
vs. 71.7%, 0.027). The probability of achieving PASI 75 and PASI 100 was independent
of nutritional status at any time during the study. Conclusions: In conclusion, our re-
sults confirm that brodalumab has both rapid and sustained effectiveness in patients with
moderate-to-severe psoriasis; our results could be extended to patients with multiple risk
factors impairing treatment response, such as multiple biological failure and obesity.

Keywords: brodalumab; psoriasis; obesity; interleukin-17 inhibitors; failure

1. Introduction
Plaque psoriasis is a prevalent, chronic inflammatory disease, characterized by cuta-

neous scaly erythematous plaques and patches typically located on the extensor surfaces,
such as elbows, knees, and the lumbosacral area [1]. Plaque psoriasis carries a great dis-
ease burden due to discomfort, itching, and disfigurement, with consequent quality of
life impairment and emotional issues. Additionally, it is associated with several systemic
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comorbidities, including psoriatic arthritis, cardiovascular diseases, diabetes, depression,
and inflammatory bowel disease. Indeed, evidence from experimental and clinical studies
has shown that psoriasis is a systemic condition linked to chronic inflammation [2]. Inter-
estingly, the prevalence and severity of psoriasis appears to be associated with increased
BMI [3,4]. In line with this correlation, obesity should be taken into consideration when ther-
apies are prescribed. For example, since obese patients need higher doses of antipsoriatic
drugs in comparison to non-obese patients, they suffer more complications due to adverse
effects [5,6]. The goal of treatment is to manage skin lesions and enhance quality of life.
While mild cases are typically controlled with topical treatments, moderate-to-severe cases
require systemic therapy. Importantly, treatments should be considered based on the patient
characteristics, such as comorbidities and body weight [7]. Moreover, multi-failure patients,
i.e., patients who have failed multiple biologic drugs [8], have been considered. The choice
of systemic treatments depends on the severity, previous therapy, comorbidities, the in-
volvement of difficult to treat areas, and the patient’s medical history. Among the available
systemic agents, the new interleukin (IL) inhibitors are highly effective and generally have
a better safety profile than traditional systemic therapies [9,10]. A review of phase III
clinical trials for three of the IL-17 inhibitors (secukinumab, ixekizumab, and brodalumab)
highlighted that IL-17 inhibitors are effective therapeutic options for psoriasis patients [11].
Interestingly, it has recently been reported in an observation retrospective cohort study that
IL-17 inhibitors appear to be more effective in decreasing systemic inflammatory markers
in moderate-to-severe psoriasis in comparison to IL-23 inhibitors [12,13]. Brodalumab is
a fully human monoclonal antibody against the anti-IL-17 receptor A, a key player of the
th-17 axis widely involved in the psoriasis pathogenesis [2]. Brodalumab is approved in the
EU for treating moderate-to-severe psoriasis in patients who are candidates for systemic
therapy (SmPC Kyntheum) and in the USA for inadequate responders to other systemic
therapies (SmPC Siliq). Phase II and phase III placebo-controlled clinical trials (AMAGINE-
1/-2/-3) demonstrated its efficacy in patients with plaque psoriasis for up to 1 year, with
superiority over ustekinumab in a head-to-head comparison and a favorable safety pro-
file [14–17]. A post-hoc pooled analysis of AMAGINE-2 and AMAGINE-3 showed that the
efficacy of brodalumab was maintained up to week 120 [18,19]. Real-life studies in patients
with moderate-to-severe psoriasis, albeit with varying designs and endpoints, have shown
brodalumab to produce a rapid response and long-term effectiveness up to 3 years, with a
high probability of prolonged drug survival and improved quality of life [15,16,20–23]. A
recent report of 5-year pharmacovigilance data confirmed the safety profile of brodalumab
as demonstrated by clinical trials and previous reports [24]. Our study aimed to confirm
the effectiveness and safety of brodalumab in a large real-world cohort including patients
with previous biologic failures and severe body weight abnormalities.

2. Materials and Methods
A retrospective observational study was performed between May 2023 and June 2024

in 41 dermatological centers in Italy. Patients with moderate-to-severe plaque psoriasis
treated with brodalumab were enrolled. Psoriasis was considered moderate-to-severe based
on the presence of a Psoriasis Area Severity Index (PASI) ≥ 10 or less if the involvement of
difficult-to-treat areas (face, palms/soles, genitalia, nails) was present. Brodalumab was
administered in accordance with the Italian Guidelines for managing plaque psoriasis [25]
and the summary of product characteristics in adult patients who were candidates for
systemic treatments [26]. The recommended dose is 210 mg administered by subcutaneous
injection at weeks 0, 1, and 2 followed by 210 mg every 2 weeks. Importantly, all patients
received brodalumab as monotherapy and no concomitant systemic or topical therapies
were used during the study. Institutional review board approval was waived for this
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study, as the procedures adopted did not deviate from standard clinical practice. All
patients provided written informed consent to have their data collected during routine
clinical practice, i.e., demographics and clinical parameters, included in this retrospective
study, for the retrospective retrieval of anonymized data. The study was conducted in
accordance with the 1964 Helsinki Declaration and its later amendments. Data collection
and management observed the applicable rules, regulations, and directives concerning
patient protection, such as patient privacy.

2.1. Data Collection

Clinical and demographic data collected at baseline included age, sex, disease du-
ration, body mass index (BMI), comorbidities, previous exposure to biologic drugs, and
the involvement of difficult-to-treat areas (scalp/face, palms/soles, genitalia, and nails).
Baseline patients’ nutritional status was assessed and classified according to WHO recom-
mendations. At baseline and at each scheduled time point (4, 16, 36, and 52 weeks), the
following clinical parameters were measured: PASI, PASI improvements of 75%, 90%, and
100%, and Dermatology Life Quality Index (DLQI). For patients who missed scheduled
dermatological visits or skipped the dose, the last-observation-carried-forward method was
applied. At each visit, the occurrence of any adverse events (AEs; Table S1) was recorded,
including serious AEs and those leading to brodalumab discontinuation.

2.2. Statistical Analysis

Data were summarized by means of descriptive analysis. Means and standard devia-
tions (SDs) were calculated for continuous variables, while absolute values and frequency
(%) were calculated for categorical variables. A t-test or analysis of variance was performed
to compare mean values, while a paired t-test compared mean values at different time
points. The chi-squared test was used to compare frequencies. The statistical significance
was defined as p < 0.05. All analyses were performed with IBM SPSS Statistics for Windows,
Version 26.0.

3. Results
3.1. Patients’ Characteristics

The baseline demographic and clinical characteristics of patients are summarized in
Table 1. Overall, 299 patients were included, 198 (66.2%) of whom were males; 63 (21.4%)
were obese (BMI > 30) and 124 (42.2%) were overweight (BMI between 25 and 30).

Forty-four patients (14.7%) had joint involvement classified as psoriatic arthritis. The
mean BMI was 26.6 ± 5.5 kg/m2. The mean duration of psoriasis was 18.1 ± 12.5 years,
the mean PASI value was 15.9 ± 7.9 at baseline, and 267 (89.6%) patients exhibited difficult-
to-treat areas involved.

Overall, 147 (49.2%) patients were naïve to biologic agents, and 52 (17.4%) were naïve
to any systemic treatments for psoriasis. Among the 152 patients who previously received
biologic therapies, 46 (30.3%) were treated with more than one agent. The last biologic
preferentially used before brodalumab was adalimumab (n = 48, 31.6%) (Table 1). There
were no relevant differences in demographic characteristics between patients naïve to
biologics and bio-experienced patients. The baseline PASI score was 17.3 ± 8.2 in bio-naïve
patients and 14.7 ± 7.4 in bio-experienced patients (p = 0.004).
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Table 1. Clinical and demographic characteristics at baseline.

Characteristics n = 299 Bio-Naï
ven = 147

Bio-Experienced
n = 152 p Value Obese

n = 63
Non-Obese
n = 231 p Value

Male, n (%)
Female

198 (66.2%)
101 (33.8%)

102 (69.4%)
45 (30.6%)

96 (63.2%)
56 (36.8%) 0.256 43 (68.3%)

20 (31.7%)
153 (66.2%)
78 (33.8%) 0.763

Age (years), mean ± SD 53.0 (±14.5) 51.5 (±15.0) 54.4 (±13.9) 0.092 53.5 (±14.4) 52.9 (±14.6) 0.770

Disease duration (years), mean ± SD 18.1 (±12.5) 16.8 (±12.3) 19.3 (±12.5) 0.050 18.0 (±12.0) 18.1 (±12.7) 0.963

BMI, mean ± SD 26.6 (±5.5) 27.5 (±5.8) 26.7 (±5.2) 0.159 35.2 (±4.6) 24.9 (±3.1) <0.001

Obese, n (%) 63 (21.4%) 32 (21.8%) 31 (20.4%) 0.700 63 (100%) - <0.001

Overweight, n (%) 124 (42.2%) 63 (42.9%) 61 (40.1%) 0.526 - 124 (53.7%) <0.001

Normal weight, n (%) 99 (33.7%) 42 (28.6%) 57 (37.5%) 0.129 - 99 (42.9%) <0.001

Comorbidities
• Diabetes, n (%)
• Hypertension, n (%)
• Hyperlipidemia, n (%)
• Thyroid disease, n (%)
• Oncologic disease, n (%)
• Cardiopathy, n (%)
• Other, n (%)

36 (12.0%)
119 (39.8%)
92 (30.8%)
18 (6.0%)
10 (3.3%)
31 (10.4%)
81 (27.1%)

22 (15.0%)
48 (32.7%)
45 (30.6%)
7 (4.8%)
6 (4.1%)
19 (12.9%)
41 (27.9%)

14 (9.2%)
71 (46.7%)
47 (30.9%)
11 (7.2%)
4 (2.6%)
12 (7.9%)
40 (26.3%)

0.127
0.013
0.954
0.369
0.486
0.154
0.760

16 (25.4%)
36 (57.1%)
27 (42.9%)
3 (4.8%)
-
7 (11.1%)
28 (44.4%)

20 (8.7%)
82 (35.5%)
65 (28.1%)
14 (6.1%)
10 (4.3%)
24 (10.4%)
51 (22.1%)

<0.001
0.002
0.026
0.696
0.094
0.869
<0.001

PsA, n (%) 44 (14.7%) 22 (15.0%) 22 (14.5%) 0.905 10 (15.9%) 33 (14.3%) 0.752

≥1 Difficult-to-treat areas, n (%) 267 (89.6%) 136 (92.5%) 131 (86.8%) 0.104 52 (82.5%) 212 (92.2%) 0.024

PASI baseline, mean ± SD 15.9 (±7.9) 17.3 (±8.2) 14.7 (±7.4) 0.004 16.6 (±9.0) 15.9 (±7.6) 0.519

Bio-naïve, n (%) 147 (49.2%) 147 (100%) - <0.001 32 (50.8%) 111 (48.1%) 0.700

Naïve for systemic therapies, n (%) 52 (17.4%) 41 (27.9%) 11 (7.2%) <0.001 14 (22.2%) 33 (14.3%) 0.128

Last biologic used before brodalumab,
n (%)

• Adalimumab
• Etanercept
• Secukinumab
• Apremilast
• Ustekinumab
• Ixekinumab
• Guselkumab
• Tildrakizumab
• Risankizumab
• Infliximab
• Bimekizumab

48 (31.6%)
31 (20.4%)
24 (15.8%)
11 (7.2%)
9 (5.9%)
9 (5.9%)
6 (3.9%)
5 (3.3%)
4 (2.6%)
3 (2.0%)
1 (0.7%)

48 (31.6%)
31 (20.4%)
24 (15.8%)
11 (7.2%)
9 (5.9%)
9 (5.9%)
6 (3.9%)
5 (3.3%)
4 (2.6%)
3 (2.0%)
1 (0.7%)

10 (32.3%)
4 (12.9%)
3 (9.7%)
3 (9.7%)
2 (6.5%)
3 (9.7%)
2 (6.5%)
2 (6.5%)
1 (3.2%)
1 (3.2%)
-

38 (31.7%)
27 (22.5%)
21 (17.5%)
8 (6.7%)
7 (5.8%)
6 (5.0%)
4 (3.3%)
3 (2.5%)
3 (2.5%)
2 (1.7%)
-

BMI (Body Mass Index); PsA (Psoriatic Arthritis); PASI (Psoriasis Areas Severity Index).

3.2. Effectiveness

• Overall population

The PASI score improved significantly when compared with the baseline in the study
population by week 4 and continued to decrease during the study follow-up (15.9 ± 7.9 at
baseline, 5.4 ± 5.3 at week 4, 1.9 ± 3.6 at week 6, 1.0 ± 2.1 at week 36, and 0.8 ± 2.1 at week
52; p < 0.001). PASI 75 was achieved by 131/299 (43.8%) patients at week 4, 233/297 (78.5%)
patients at week 16, and 268/292 (91.8%) at week 36; this proportion was maintained at
52 weeks. PASI 90 was reached by 60/299 (20.1%) patients at week 4, 194/297 (65.3%) at
week 16, 225/292 (77.1%) at week 36, and 238/292 (81.5%) at week 52. A complete skin
clearance, defined as PASI 100, was observed in 45/299 (15.1%) patients at week 4, 163/297
(54.9%) patients at week 16, 183/292 (62.7%) at week 36, and 204/292 (69.9%) at week 52
(Table 2). The PASI score was ≤2 in 99/297 (33.1%) at week 4, 214/292 (72.1%) at week 16,
257/292 (88.0%) at week 36, and 263/299 (90.1%) at week 52.

The speed of action and the consistent effectiveness of brodalumab on the skin were
accompanied by a clear improvement in patients’ quality of life. The mean DLQI score
decreased at 4.8 ± 5 at week 4, 2.0 ± 3.4 at week 16, 1.3 ± 3.3 at week 36 and 1.0 ± 3.0 at
week 52 with only one patient scoring > 21 after 1 year of treatment.
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Table 2. Proportion of patients achieving PASI 75, 90, and 100 during the study follow-up.

PASI 75

Visit n %

4 weeks 131/299 43.8

16 weeks 233/297 78.5

36 weeks 268/292 91.8

52 weeks 270/292 92.5

PASI 90

Visit n %

4 weeks 60/299 20.1

16 weeks 194/297 65.3

36 weeks 225/292 77.1

52 weeks 238/292 81.5

PASI 100

Visit n %

4 weeks 45/299 15.1

16 weeks 163/297 54.9

36 weeks 183/292 62.7

52 weeks 204/292 69.9

PASI ≤2

Visit n %

Baseline 2/299 0.7

4 weeks 99/297 33.1

16 weeks 214/292 72.1

36 weeks 257/292 88.0

52 weeks 263/299 90.1

• Impact of previous biologics

In both bio-naïve and bio-experienced patients, a significant improvement in PASI
score was observed throughout the study. The mean PASI for bio-naïve patients decreased
from 17.3 ± 8.2 at baseline to 1.0 ± 2.5 at 52 weeks, with a significant reduction noted
at 4 weeks (5.6 ± 5.5), 16 weeks (2.0 ± 3.6), and 36 weeks (1.1 ± 2.4) (p < 0.001). Bio-
experienced patients’ PASI improved to 0.7 ± 1.6 at 52 weeks, with mean PASI scores of
5.2 ± 5.1 at 4 weeks, 1.9 ± 3.6 at 16 weeks, and 0.9 ± 1.8 at 36 weeks (p < 0.001 at all time
points). Although baseline PASI was significantly higher in naïve patients vs. experienced
patients, the same difference was not observed during the follow-up time points. The trend
in PASI 75, 90, and 100 achievement was comparable among bio-naïve and bio-experienced
patients across all time-points. The percentage of patients reaching PASI ≤ 2 was high and
similar among both groups at each scheduled visit (p-values > 0.46).

• Impact of body weight

Mean PASI score did not differ significantly in obese patients (16.6 ± 9.0, n = 63) as
compared with normal-weight and overweight non-obese patients (15.9 ± 7.6, n = 231)
at baseline, nor after 4 and 16 weeks, but was significantly higher in obese patients after
36 weeks (1.7 ± 2.5 vs. 0.8 ± 2.0, p = 0.009) and after 52 weeks (1.4 ± 2.6 vs. 0.7 ± 1.9,
p = 0.026). Nevertheless, PASI score reduction was significant at each follow-up visit for
both obese and non-obese patients (p < 0.001 in both groups at each time point). Non-obese
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patients had a higher likelihood of PASI 75 achievement only at week 36 (94.3% of non-
obese vs. 83.1% obese, p = 0.005), and of PASI 90 achievement at week 36 (80.7% vs. 64.4%,
p = 0.008) and week 52 (84.1% vs. 71.7%, p = 0.027), while the probability of obtaining PASI
100 was similar at any time during the study follow-up (Table 3, Figure 1).

Table 3. Mean PASI score in bio-naïve and bio-experienced, obese and non-obese patients from
baseline to 1 year from the treatment.

PASI Bio-Naï
ven = 147

Bio-Experienced
n = 152

Independent Samples
t-test

Baseline 17.3 (±8.2) 14.7 (±7.4) 0.004

4 weeks 5.6 (±5.5) 5.2 (±5.1) 0.476

16 weeks 2.0 (±3.6) 1.9 (±3.6) 0.856

36 years 1.1 (±2.4) 0.9 (±1.8) 0.253

1 year 1.0 (±2.5) 0.7 (±1.6) 0.285

Obese
n = 63

Non Obese
n = 231

Independent Samples
t-test

Baseline 16.6 (±9.0) 15.9 (±7.6) 0.519

4 weeks 6.3 (±6.3) 5.2 (±5.0) 0.133

16 weeks 2.5 (±4.7) 1.8 (±3.3) 0.158

36 years 1.7 (±2.5) 0.8 (±2.0) 0.009

1 year 1.4 (±2.6) 0.7 (±1.9) 0.026
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Figure 1. Mean PASI of obese and non-obese patients from baseline to 1 year from the treatment, as
shown in Table 3 (Mean ± SEM).

3.3. Safety

Overall, 15 (5.0%) patients experienced a total of 17 AEs during the observation period
of treatment, including positivity of antinuclear antibodies, candidiasis of the oral cavity,
non-specific colitis, lower limb edema, hypotension, maculopapular rash, epilepsy, non-
specific diffuse erythema, fatigue, oral leucoplakia, and steatosis, each one occurring in
one patient (5.9%), with the most frequent being the detection of latent tuberculosis (4/17;
23.5%) and the onset of conjunctivitis (2/17; 11.8%) (Table S1). Therapy was discontinued
by 15 patients (5.0%) for various reasons [FIVET and pregnancy research (n = 3, 1.0%); loss
of efficacy (n = 3, 1.0%); PSA worsening (n = 1, 0.3%); loss of joint efficacy (n = 1, 0.3%);
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patient lost at follow-up (n = 1, 0.3%); unknown (n = 1, 0.3%)], including AEs (edema
of the lower limbs, hypotension, and maculopapular rash; fatigue; non-specific colitis;
latent tuberculosis; leucoplakia) in 5/15 (1.7%) patients. Information on the timing of
discontinuation was not available.

4. Discussion
This retrospective study in a real-life setting confirmed the rapid and sustained ef-

fectiveness of brodalumab up to 1 year of treatment in patients with moderate-to-severe
psoriasis. A significant reduction in mean PASI score was obtained at 4 weeks, regard-
less of previous treatments with other biological agents and the presence of obesity; the
improvement achieved was maintained in the overall cohort and in subgroups for up to
1 year. An improvement in quality of life was also observed. Both obese and non-obese
patients obtained significant reductions of PASI and a similar probability of achieving PASI
100 during the follow-up. On the contrary, starting from week 36, the potential of obtaining
a significant PASI improvement was influenced by obesity. Our results suggest that obese
subjects and patients who have already failed treatment with a biologic agent may benefit
from treatment with brodalumab as well as non-obese and bio-naïve ones. The efficacy
data observed in this study are in agreement with data from clinical trials [27]. Real-world
data are obtained in non-selected populations, including subjects with comorbidities and
older age, and are liable to greater variability than clinical trial evidence. On the other
hand, they better reflect clinical practice and provide information for clinical decisions in
those conditions excluded from trials. Comparison with real-world studies is not direct,
because different study designs are used, and the absence of a strict selection may introduce
a number of biases. Nevertheless, data from real-world studies will help to optimize and
customize the use of available drugs. The efficacy outcomes, in terms of probability of
PASI 75, 90, and 100 achievement at 1 year, observed in our patients are similar to those
obtained in a Polish register study (92.5% vs. 95.1%, 81.5% vs. 87.3%, and 69.9% vs. 69.7%,
respectively) [20]. In both studies, PASI improvement was associated with an improvement
in quality of life (DLQI score). Kojanova et al. also found that drug survival probability
at 1 year was 84.2%, and that longer drug survival was associated with younger age,
higher BMI, and no previous biologic treatment. Indeed, Caldarola et al. [28] found in an
Italian retrospective study that higher BMI was predictive for treatment discontinuation,
suggesting some difference between this population and the one observed by Kojanova
et al. In a German study, the frequency of PASI 75, 90, and 100 increased from 3 months to
1 year of treatment (PASI 100, 37% at 3 months and 51.5% at 1 year), in agreement with our
observations [PASI 100, 54.9 at 4 months and 69.9% at 1 year] [21]. A Greek group analyzed
data based on the “as observed data”, reporting that 42% of patients obtained PASI 100
after 25.9 ± 3.5 weeks, and 65% of patients achieved PASI 100 at Week 104 [22]. This
type of analysis can be particularly useful for supporting physicians in guiding patients’
expectations of treatment effects. Obesity in psoriasis patients is associated with increased
skin lesion severity and reduced response to therapy [29]. These events are attributed to
the low-level chronic inflammation observed in obese patients and characterized by the
higher production of pro-inflammatory cytokines IL-23 and IL-17 [30,31]. Brodalumab,
unlike other biologics, does not require dose adjustment based on body weight [32,33].
In a post-hoc analysis of AMAGINE-2 and AMAGINE-3, including patients with obesity
(BMI ≥ 30 kg/m2) and without obesity (BMI < 30 kg/m2), the rates of PASI 75, PASI 90, and
PASI 100 achieved with continuous treatment with brodalumab at week 12 were indepen-
dent of obesity status (>97%, >74%, and >49%, respectively), and the differences between
the groups were not significant at week 52 [33]. Our real-life observations confirm obesity
does not affect brodalumab performance in psoriasis patients. Previous studies suggested
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that the efficacy of biologics may be reduced after the failure of previous biologics, although
data are not always consistent [34,35]. In our experience, we observed that bio-experienced
patients had similar improvement from brodalumab treatment compared to bio-naive
ones. Limitations of this study include the observational design (which is inherent to
a real-life study, and open to special considerations), the follow-up limited to one year,
the retrospective design, and the absence of data on drug survival. Nevertheless, other
studies have shown the long-term drug survival rate, e.g., a recent study by Mastorino and
colleagues that reported the safety profile of brodalumab in a real-world setting for up to
3 years of treatment [36]. Concerning the sample size, it is necessary to underline that due
to the retrospective and real-world design of this study, the sample was determined by the
data available during the study period. Therefore, this determined the a priori sample size
calculation. In addition, the study focused on ensuring the real-world population’s repre-
sentativeness rather than using a prospective design. Therefore, despite the methodological
limitation of retrospective studies, we believe that the findings are clinically meaningful
and provide valuable insights applicable to daily practice. Indeed, these findings might
be considered in clinical practice in the choice of the best treatment in case of patients for
whom the standard therapies are not suitable, e.g., obese and multi-failure patients [8,27].

5. Conclusions
This observational study in a real-life setting confirms that brodalumab has a rapid

onset of action and prolonged effectiveness in patients with moderate-to-severe psoriasis;
these results may also be extended to subjects with risk factors for reduced response to
biologic treatment, such as previous biologic failures and obesity.
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