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BACKGROUND RESULTS

% Psoriasis freq uently occurs with pSOI’IaJ[IC arthritis (PSA) and/or cardiovascular and metabolic [ VISIBLE participant baseline characteristics are reflective of a diverse population with extensive skin/scalp psoriasis across all skin tones ] [ Comorbid PsA at baseline was identified based on history of rheumatologist-confirmed PsA or PEST score >3 at the VISIBLE screening visit (Figure 3) ]
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