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Strength Wording Symbols Implications

Strong recommendation for 

the use of an intervention

‘We recommend . . .’ ↑↑ We believe that all or almost all informed people would make that choice. 

Clinicians will have to spend less time on the process of decision-making, 

and may devote that time to overcome barriers to implementation and 

adherence. In most clinical situations, the recommendation may be 

adopted as a policy.

Weak recommendation for 

the use of an intervention

‘We suggest . . .’ ↑ We believe that most informed people would make that choice, but a 

substantial number would not. Clinicians and health care providers will 

need to devote more time on the process of shared decision-making. Policy 

makers will have to involve many stakeholders and policy making requires 

substantial debate.

No recommendation with

respect to an intervention

‘We cannot make a 

recommendation with 

respect to . . .’

0 At the moment, a recommendation in favour or against an intervention 

cannot be made due to certain reasons (e.g. no reliable evidence data 

available, conflicting outcomes, etc.)

Weak recommendation 

against the use of an 

intervention

‘We suggest against . . .’ ↓ We believe that most informed people would make a choice against that 

intervention, but a substantial number would not.

Strong recommendation 

against the use of an 

intervention

‘We recommend against . . 

.’

↓↓ We believe that all or almost all informed people would make a choice 

against that intervention. This recommendation can be adopted as a policy 

in most clinical situations.

WORDING OF RECOMMENDATIONS
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We recommend to take efficacy and safety (see Figure 1 /Cochrane Review34 and drug 

chapters), time until onset of treatment response, comorbidities (see decision grids, 

section Guidance for specific clinical and comorbid situations), and individual patient 

factors into account when choosing a systemic treatment for moderate or severe 

psoriasis. 

In addition, national regulations and reimbursement circumtances need to be taken into 

consideration and treatment algorithms should be developed on a national level. 

↑↑ 

STRONG 

CONSENSUS
1 

 

EVIDENCE 

AND 

CONSENSUS 

BASED 

 

SEE 

EVIDENCE 

TO DECISION 

FRAMEWOR

K (APPENDIX 

1 OF GL 

REPORT) 

We recommend the initiation of systemic treatment in patients with moderate to severe 

(as defined in each country, see also section “Defining disease severity”) psoriasis.* 

*UV therapy is not part of this guideline but it is recommended as an alternative induction therapy if suitable. 

↑↑ 

For most patients who require systemic treatment, we recommend the initiation of 

‘conventional’ systemic agents as first line treatment.  
↑↑ 

In case of severe disease, where a sufficient treatment success cannot be expected with 

the use of a conventional treatment, the initiation of a biologic with a first line label* is 

suggested as a first line treatment.  

* “First line label” refers to the therapeutic indication as approved by the European Medical Agency. 

↑ 

We recommend the initiation of a biologic if conventional systemic agents were 

inadequate in response, are contraindicated or not tolerated. 
↑↑ 

We suggest to use apremilast if an oral treatment is desired and “conventional” 

systemic agents were inadequate in response or if they are contraindicated or not 

tolerated. 

↑ 

 

                                                           
 

 

For PASI 90 and SAE: Very low to high certainty evidence, see evidence to decision framework. 
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Recommendation 2021 Short term (8-24 weeks), RR and 95% CI; . RRs larger than 1 for the lower triangle and smaller than 1 for the upper triangle favour the treatment on the left. Certainty of 
evidence high (highlighted in green), moderate (in blue), low (in yellow) and very-low (in red). Source: Sbidian et al. 2021  

We recommend the initiation 
of systemic treatment in 
patients with moderate to 
severe psoriasis* (as defined 
in each country, see also 
section “Defining disease 
severity”). 

 
Copyright © 2021 The Cochrane Collaboration. 

For most patients who 
require systemic treatment, 
we recommend the initiation 
of ‘conventional’ systemic 
agents as first line 
treatment. 

In case of severe disease, 
where a sufficient treatment 
success cannot be expected 
with the use of a 
conventional treatment, the 
initiation of a biologic with a 
first line label* is suggested 
as a first line treatment.  
* “First line label” refers to the 
therapeutic indication as 
approved by the European 
Medical Agency. 

We recommend the 
initiation of a biologic if 
conventional systemic 
agents were inadequate in 
response, are 
contraindicated or not 
tolerated. 

We suggest to use 
apremilast if an oral 
treatment is desired and 
“conventional” systemic 
agents were inadequate in 
response or if they are 
contraindicated or not 
tolerated. 

Justification 

All treatment options were found to be efficacious when compared to placebo. 
Recommendations were drafted along the line of drug licensing, taking practical aspect of reimbursement into account. National societies may develop different recommendations 
reflecting the national reimbursement situation. 
Following the label, for most patients a ‘conventional’ is considered as the first treatment option. Taking into consideration the higher efficacy of approved European Medical Agency 
(EMA) first label biologics, a “first line use” of biologics is considered in patients with severe psoriasis.  
For the selection of a treatment among the ‘conventionals’, first line biologics and biologics / small molecules in general, many different factors need to be taken into account (see 
also “specific treatment circumstances”) and no clear hierarchy has been decided upon by the guideline group. 

 

Sbidian E, Chaimani A, Garcia-

Doval I, Doney L, Dressler C, Hua 
C, Hughes C, Naldi L, Afach S, Le 
Cleach L. Systemic 

pharmacological treatments for 
chronic plaque psoriasis: a 
network meta-analysis. Cochrane 

Database Syst Rev. 2021 Apr 
19;4(4):CD011535. doi: 
10.1002/14651858.CD011535.pub

4. PMID: 33871055; PMCID: 
PMC8408312., figure 7.
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We recommend starting a conventional synthetic DMARD (MTX) early to 

prevent progression of disease and erosive destruction of joints for patients 

with moderate to severe psoriasis and peripheral active joint involvement 

(PsA) despite the usage of NSAIDs, or glucocorticoid site injections if 

applicable and/or potential poor prognosis due to polyarthritis, increased 

inflammatory markers and erosive changes, and extra-articular 

musculoskeletal manifestations.

↑↑

STRONG CONSENSUS

EVIDENCE AND EXPERT 

CONSENSUS

TABLE 43

We do not recommend synthetic monotherapy DMARDs (MTX) for the 

treatment of axial involvement or enthesitis, as they appear to be not 

effective in these patients.

↓↓

STRONG CONSENSUS

EXPERT CONSENSUS

HOW SHOULD PSORIASIS PATIENTS WITH CONCOMITANT PSORIATIC ARTHRITIS
BE MANAGED?
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For inadequately responding patients after at least one synthetic DMARD, we 

recommend the use of biological DMARDs as monotherapy or in combination 

with synthetic DMARDs.
↑↑

STRONG CONSENSUS

EVIDENCE AND EXPERT 

CONSENSUS
TABLE 43

For the selection of a bDMARD for patients with moderate to severe psoriasis 

of the skin and active joint involvement (PsA), we recommend taking aspects 

of efficacy with regard to skin and the joints, comorbidity, practicability and 

safety into account.

↑↑

STRONG CONSENSUS

EXPERT CONSENSUS

HOW SHOULD PSORIASIS PATIENTS WITH CONCOMITANT PSORIATIC ARTHRITIS
BE MANAGED?
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1 - 80mg LD only for pts. with moderate-to-
severe PsO
2- no LD of 80mg (this would be the case 
for PsO)
3- for psoriasis vulgaris, 400mg Q2W can 
also be considered
4 - For patients at high risk for joint damage 
according to clinical judgement, a dose of 
100 mg every 4 weeks may be considered 
(SMPc) 
5- for Pso patient with >=100kg (dosis not 
licensed for PsA), 1 study reported 
induction dose of QW (weeks 0-3).
Abbreviations: ACR20 = 20% improvement 
in American College of Rheumatology 
response criteria; RR = risk ratio; 95% CI = 
95% confidence interval; ETA = Etanercept; 
MTX = Methotrexate; mg = milligrams; 
QW= once a week; INF = Infliximab; kg = 
kilograms IXE = Ixekizumab; ADA = 
Adalimumab; Q2W = once every 2 weeks; 
EOW = every other week; PBO = placebo; 
APR = Apremilast;  BID = twice a day; CZP = 
Certolizumab Pegol; Q4W = once every 4 
weeks; BIW = twice a week; W = week; Sec 
= Secukinumab; LD = loading dose; UST = 
Ustekinumab; Q12W = every 12 weeks.

Patients achieving ARC20 
after 12-24 weeks

Patients with at least one adverse event 

RR 95% CI

Certainty 
Evidence 

(GRADE)

RR 95% CI

Certainty  
Evidence 

(GRADE)

Head-to-head comparisons:

ADA 40mg EOW (1) vs. SEC 300mg LD then 

Q4W
0.92 0.82 to 1.02 MODERATE 1.02 0.95 to 1.10 MODERATE

ETA 50mg QW + MTX up to 20mg QW vs. MTX 

up to 20mg QW 
1.28 1.11 to 1.48 LOW 1.01 0.92 to 1.11 MODERATE

INF 5mg/kg  w0,2,6,14 + MTX 15mg QW vs. 

MTX 15mg/ QW
1.40 1.07 to 1.84 VERY LOW 1.65 1.08 to 2.52 VERY LOW

IXE 80mg Q2W (LD 160mg w0)  vs. ADA 40mg 
EOW (1)

1.08 0.86 to 1.36 VERY LOW 1.02* 0.83 to 1.25 MODERATE

Placebo comparisons:

ADA 40mg EOW (2) vs. PBO 2.08 1.52-2.86 MODERATE 1.07 0.83 to 1.39 MODERATE

APR 30mg BID 2.01 1.69 to 2.40 MODERATE 1.24 1.12 to 1.36 LOW

CZP 400mg LD then 200mg Q2W 2.71 1.95 to 3.76 MODERATE 1.01* 0.86 to 1.19 MODERATE

CZP 400mg LD then 400mg Q4W (3) 2.36 1.68 to 3.31 MODERATE 1.05* 0.90 to 1.23 MODERATE

ETA 25mg BIW 5.47 3.27 to 9.16 LOW no data

GUS 100mg  LD then Q8W (4) 2.20 1.75 to 2.78 HIGH 1.02 0.87 to 1.20 MODERATE

INF 5mg/kg w0,2,6,14 4.38 2.24 to 8.56 MODERATE 1.13 0.87 to 1.47 LOW

IXE 80mg Q2W (LD160mg w0) 2.21 1.71 to 2.86 MODERATE 1.39* 1.09 to 1.78 LOW

MTX 7.5mg to 10mg to 15mg 1.82 0.97 to 3.40 LOW no data

SEC 300mg + LD vs. PBO 2.69 2.06 to 3.52 HIGH 0.97 0.79 to 1.20 LOW

UST 45mg 1.95 1.52 to 2.50 HIGH no data

UST 90mg (5) 2.26 1.80 to 2.82 MODERATE 0.96 0.75 to1.24 VERY LOW
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Therapy

Specific 

circumstances
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Specific 

circumstances



EUROGUIDERM GUIDELINE FOR THE TREATMENT OF PSORIASIS VULGARIS. SYSTEMIC TREATMENT 
Oct
2021

We recommend working in collaboration with the treating gastroenterologist when prescribing a systemic therapy in 

psoriasis patients with concomitant chronic inflammatory bowel disease. 
↑↑

STRONG 

CONSENSUS1

EXPERT 

CONSENSUS

In patients with psoriasis and active IBD or a history of IBD, we recommend to preferentially use approved targeted 

therapies with a documented efficacy in these conditions:

Crohn’s disease: anti-TNF (infliximab, adalimumab, certolizumab) and anti-IL-12/23p40 (ustekinumab).

Ulcerative colitis: anti-TNF (infliximab, adalimumab) and anti-IL-12/23p40 (ustekinumab).

↑↑

If these first-choice treatments cannot be used, we suggest the following treatments to be considered as second choice 

targeted treatment options in patients with psoriasis and IBD:

Crohn’s disease: Anti-IL-23p19 (preferred risankizumab, guselkumab; also possible: tildrakizumab)

Ulcerative colitis: Anti-IL-23p19 (preferred risankizumab, guselkumab; also possible: tildrakizumab)

↑

If these first-choice treatments cannot be used, we suggest the following treatments to be considered as second choice 

oral treatment options in patients with psoriasis and IBD

Crohn’s disease: Methotrexate

Active ulcerative colitis: Ciclosporine (preferred), apremilast (also possible)

↑

In combination with other treatments, we suggest acitretin as an adjunct therapy for patients with IBD and psoriasis, 

especially in cases with mild paradoxical psoriasis
↑

We suggest against the use of anti IL 17 antibodies in patients with inflammatory bowel disease. ↓

HOW SHOULD PSORIASIS PATIENTS BE MANAGED WITH CONCOMITANT
INFLAMMATORY BOWEL DISEASE?
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Therapy

Specific 

circumstances
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We recommend taking the burden of psoriasis, and the risk of cancer 

worsening or recurrence (pre-cancer vs low risk vs high risk) into account

for shared therapeutic decision making. 
↑↑

STRONG CONSENSUS1

EXPERT CONSENSUS

We recommend to discuss the decision to initiate immunosuppressive 

therapies, in psoriasis patients with a current or recent diagnosis of cancer 

in the previous five years case-by-case with cancer specialists and to reach 

an informed decision, respecting the patient’s preference.



Strong consensus1

Expert consensus

HOW SHOULD PSORIASIS PATIENTS WITH A HISTORY OF MALIGNANCIES BE
MANAGED?
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For patients with recent malignancy we recommend topical therapies, 

phototherapy (narrow band UVB) * and/or acitretin.

*except patients with a recent, and/or high risk of cutaneous malignancy



Strong consensus1

Expert consensus

In case of inadequate response to topical therapies, phototherapy, 

(narrow band UVB) and/or acitretin we suggest using MTX in psoriasis 

patients with a previous history of cancer.*

(*for patients with history of non melanoma skin cancer, see background 

text)



STRONG CONSENSUS1

EXPERT CONSENSUS

HOW SHOULD PSORIASIS PATIENTS WITH A HISTORY OF MALIGNANCIES BE
MANAGED?
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HOW SHOULD PSORIASIS PATIENTS WITH A HISTORY OF MALIGNANCIES BE
MANAGED?

We suggest apremilast can be used in psoriasis patients with a previous 

history of cancer despite the lack of long term experience based on 

pathophysiological considerations on a case-by-case basis including 

discussion with cancer specialist



Strong consensus1

Expert consensus

We suggest anti-TNF, ustekinumab can be used based on existing safety 

data on a case-by-case basis including discussion with cancer specialist.

We suggest anti-IL17, anti IL23, can be used in psoriasis patients with a 

previous history of cancer despite the lack of long term experience based 

on pathophysiological considerations on a case-by-case basis including 

discussion with a cancer specialist.

↑
Strong consensus1

Expert consensus



EUROGUIDERM GUIDELINE FOR THE TREATMENT OF PSORIASIS VULGARIS. SYSTEMIC TREATMENT 
Oct
2021

We recommend to be aware of signs and symptoms of anxiety and 

depression in patients with psoriasis and monitor for symptoms of 

depression and/or suicidal ideation or anxiety during systemic treatments

for psoriasis especially in those with a history of any of the above.

↑↑
STRONG CONSENSUS1

EXPERT CONSENSUS

We suggest using alternatives to brodalumab and apremilast in patients 

with a history of depression and/or suicidal ideation. ↑

HOW SHOULD PSORIASIS PATIENTS WITH A HISTORY OF DEPRESSION
AND/OR SUICIDAL IDEATION BE MANAGED?
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We suggest against using ciclosporin or MTX as a first line treatment in 

patients with diabetes and/or features of the metabolic syndrome.


CONSENSUS1 89 %

EXPERT CONSENSUS

We suggest against using acitretin as a first line treatment in patients 

with dyslipidaemia.


STRONG CONSENSUS1

EXPERT CONSENSUS

HOW SHOULD PSORIASIS PATIENTS WITH DIABETES MELLITUS BE
MANAGED?
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We suggest against cyclosporine or acitretin as preferred treatments in 

patients with psoriasis and ischemic heart disease. ↓

STRONG 

CONSENSUS1

EXPERT 

CONSENSUS

We suggest methotrexate as preferred first-line therapy in patients with 

psoriasis and ischemic heart disease* if other patient characteristics do not 

preclude its use.

↑

We suggest anti-TNFs, ustekinumab, and IL-17 inhibitors as preferred 

targeted therapies in patients with psoriasis and ischemic heart disease*. ↑

HEART DISEASE: HOW SHOULD PSORIASIS PATIENTS WITH ISCHAEMIC
HEART DISEASE AND/OR CONGESTIVE HEART FAILURE BE MANAGED?
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Heart failure (HF) is a clinical syndrome characterized by typical symptoms (e.g. breathlessness, ankle swelling
and fatigue) that may be accompanied by signs (e.g. elevated jugular venous pressure, pulmonary crackles and
peripheral oedema) caused by a structural and/or functional cardiac abnormality, resulting in a reduced
cardiac output and/or elevated intracardiac pressures at rest or during stress.

We suggest against using cyclosporine in patients with psoriasis and 

advanced congestive heart failure. ↓

STRONG CONSENSUS1

EXPERT CONSENSUS

We suggest that methotrexate, acitretin and apremilast are considered as 

treatment in patients with psoriasis and advanced congestive heart 

failure*.

↑

We suggest that ustekinumab, inhibitors of IL-17 and of IL-23 are 

considered as treatment in patients with psoriasis and advanced congestive 

heart failure*.

↑

We recommend against using anti-TNFs in patients with psoriasis and 

advanced congestive heart failure ↓↓

We recommend discussing the choice of a systemic therapy in psoriasis 

patients with advanced congestive heart failure with a cardiologist. ↑↑

HEART DISEASE: HOW SHOULD PSORIASIS PATIENTS WITH ISCHAEMIC
HEART DISEASE AND/OR CONGESTIVE HEART FAILURE BE MANAGED?



EUROGUIDERM GUIDELINE FOR THE TREATMENT OF PSORIASIS VULGARIS. SYSTEMIC TREATMENT 
Oct
2021

HOW SHOULD PSORIASIS PATIENTS WITH KIDNEY FAILURE / RENAL
IMPAIRMENT BE MANAGED?

We recommend ensuring an accurate assessment of renal function in 

any psoriasis patient with known or suspected chronic kidney disease 

prior to therapy.

↑↑

STRONG CONSENSUS1

EXPERT CONSENSUS

We recommend working in collaboration with the nephrologist when 

prescribing systemic therapy in any psoriasis patient with chronic kidney 

disease of stage 3 (eGFR <60 mL/min/1.73 m²) or more.

↑↑

We suggest acitretin*, apremilast, fumarates*, methotrexate* may be 

used in psoriasis patients with mild to moderate renal impairment

(eGFR ≥30 mL/min/1.73m²).

*(carefull dosing/dose adjustment may be needed)

↑

We suggest using biologics in psoriasis patients with chronic kidney 

disease and all stages of renal impairment. ↑

We recommend against using ciclosporin, fumarates, or methotrexate in 

psoriasis patients with chronic kidney disease and severe renal

impairment (eGFR <30 mL/min/1.73m²).

↓↓
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WHICH TREATMENTS ARE APPROPRIATE FOR PSORIASIS PATIENTS WITH
NEUROLOGICAL DISEASES?

We suggest using fumarates in psoriasis patients with 

multiple sclerosis. ↑

STRONG CONSENSUS1

EXPERT CONSENSUS

We recommend against using TNF antagonist therapy in 

psoriasis patients with a diagnosis of multiple sclerosis or 

other demyelinating disease.



In psoriasis patients with a first-degree relative with multiple 

sclerosis or other demyelinating disease, we suggest against

the use of TNF antagonist therapy if other suitable treatment 

options are aviallable.
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Figure 7: Algorithm for the interpretation of the hepatitis B test results

We recommend screening patients for hepatitis B (HBsAg, anti-

HBsAg, anti-HBcAg) as a routine measure before starting a 

treatment with cyclosporine, methotrexate or biologics..

↑↑
STRONG CONSENSUS1

EXPERT CONSENSUS

WHEN AND HOW SHOULD PSORIASIS PATIENTS BE SCREENED FOR VIRAL
HEPATITIS AND HOW SHOULD PATIENTS WHO TEST POSITIVE BE MANAGED?
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We recommend that treatment decision for patients with positive 

test result for HBsAg or positive HBV DNA should always be taken 

together with a hepatologist.

↑↑
STRONG CONSENSUS1

EXPERT CONSENSUS

Depending on the individual health care setting and personal 

experince and training, we suggest to consult with a hepatologist to 

choose a systemic treatment for patients that have a positive anti-

HBc with a neg. HBsAG/HBV-DNA test.

We suggest, based on the common practice within the guideline 

group, acitretin, apremilast, fumarates, MTX, ustekinumab and the 

anti-IL 17 and anti-IL 23 antibodies as preferred systemic treatment 

options for this patient group. 

↑

STRONG CONSENSUS1

EVIDENCE AND CONSENSUS 

BASED, SEE

METHODS & EVIDENCE 

REPORT

We recommend regular testing for HBsAG/HBV-DNA (e.g. every 

three months) during systemic treatment. ↑↑
STRONG CONSENSUS1

EXPERT CONSENSUS

We recommend to record all treatment initiations and follow up 

visits of psoriasis patients with concormittant hepatitis B or C cases 

in drug registries

↑↑
STRONG CONSENSUS1

EXPERT CONSENSUS

WHEN AND HOW SHOULD PSORIASIS PATIENTS BE SCREENED FOR VIRAL
HEPATITIS AND HOW SHOULD PATIENTS WHO TEST POSITIVE BE MANAGED?
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Systemic treatments Case of hepatitis B reactivation during psoriasis 

treatment  identified in systematic search

Convention

al systemic 

agents

Acitretin No

Ciclosporin No

Fumarates No

Methotrexate No

Small 

molecules

Apremilast No*

Anti-TNF 

alpha
Etanercept Yes (see methods report for details)

Infliximab Yes (see methods report for details)

Adalimumab Yes (see methods report for details)

Certolizumab ?

Anti-IL 
12/23

Ustekinumab Yes (see methods report for details)

Anti-IL 17 Secukinumab Yes (see methods report for details)

Ixekizumab No*

Brodalumab No*

Anti-IL 23 Guselkumab No*

Tildrakizumab No*

Risankizumab No*

* Reported cases need to be seen in correlation to approval date, especially with years and numbers of 

psoriasis patients with hepatitis exposed to the drug. For detailed information see methods report. 

WHEN AND HOW SHOULD PSORIASIS PATIENTS BE SCREENED FOR VIRAL
HEPATITIS AND HOW SHOULD PATIENTS WHO TEST POSITIVE BE MANAGED?
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We recommend to do tuberculosis screening according to local regulations.
↑↑

STRONG CONSENSUS1

EXPERT CONSENSUS

For pre-screening, we recommendanamnesis including tuberculosis history; 

a chest X-ray; TST and/or IGRA. ↑↑

We recommend remaining alert to the possibility of tuberculosis infection 

during therapy. This includes taking medical history and might include 

tuberculosis testing.

↑↑

HOW TO SCREEN FOR TUBERCULOSIS BEFORE AND DURING BIOLOGIC
TREATMENT?
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Physicians have to be aware that there is still a risk of active tuberculosis

under biologic therapy, even if LTBI was correctly treated. Therefore,

rescreening on LTBI is preferable during biologic treatment. The frequency

should take risk exposure into consideration. Besides medical history, both

TST and IGRA are recommended, because of the influence that the biologic

may have (false-negative) on these tests. A high index of suspicion should

also be maintained for six months following discontinuation.

HOW TO SCREEN FOR TUBERCULOSIS BEFORE AND DURING BIOLOGIC
TREATMENT?
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We recommend to discuss the decision to initiate immuno-suppressive 

therapies in patients with signs for latent tuberculosis case-by-case with an 

infectious disease specialist.

↑↑

STRONG CONSENSUS1

EXPERT CONSENSUS
As a commonly used procedure in case of latent TB, a treatment with 

isoniazid can be recommendedwith treatment initiation one month before 

the start of the immunosuppressive therapy and should be continued for 6 

months (for alternatives see Table 45).

↑↑

Drug Dose Treatment duration

INH alone (daily) 5 mg/kg; max dose: 300 mg 6-9 months

RIF alone (daily) 10mg/kg; max dose: 600 mg 3-4 months

INH + RIF (daily) INH: 5 mg/kg; max dose: 300 mg

RIF: 10mg/kg; max dose: 600 mg

3-4 months

INH = Isoniazide; RIF Rifampicin, Treatments with pyrazinamide should be avoided (high 
risk of hepatotoxicity). Based on WHO: Latent tuberculosis infection: updated and 
consolidated guidelines for programmatic management, 2018.

HOW TO MANAGE PSORIASIS IN PATIENTS WITH POSITIVE TUBERCULOSIS
TEST RESULTS?
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HOW TO MANAGE PSORIASIS IN PATIENTS WITH POSITIVE TUBERCULOSIS
TEST RESULTS? Systemic treatments Screening recommendation in 

line with SmPC
Comments

Conventional 

systemic agents

Acitretin No No cases of reactivation have been reported343

Ciclosporin No Cases have been reported in organ transplant patients with high 
doses of CsA 343.

Fumarates No No cases of reactivation have been reported
344,345

Methotrexate Yes Cases of reactivation have been reported 346.

Small molecules Apremilast No Increased risk has not been reported. 347

Anti-TNF alpha Etanercept Yes Increased risk of reactivation has been reported 348,349

Infliximab Yes Increased risk of reactivation has been reported 348,349

Adalimumab Yes Increased risk of reactivation has been reported 348,349

Certolizumab Yes Increased risk of reactivation has been reported 343,348

Anti-IL 12/23 Ustekinumab Yes Uncertain risk of reactivation (cases have been reported) 343,350

Anti-IL 17 Secukinumab Yes Increased risk  has not been reported in clinical trials 350,351

Ixekizumab Yes Increased risk  has not been reported in clinical trials 350

Brodalumab Yes Increased risk  has not been reported in clinical trials 350

Anti-IL 23 Guselkumab Yes Increased risk  has not been reported in clinical trials352

Tildrakizumab Yes Increased risk  has not been reported in clinical trials83

Risankizumab Yes Increased risk  has not been reported in clinical trials 353

Reported cases need to be seen in correlation to approval date, especially with years and numbers of psoriasis patients exposed to the 
drug. 
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We recommend against TNF alpha antagonists as a treatment for 

patients with latent TB unless there are no other suitable treatment 

options.

↓↓

STRONG CONSENSUS1

EXPERT CONSENSUS

We recommend remaining alert to signs and symptoms of tuberculosis 

activation or re-infection during therapy. ↑↑

We suggest acitretin, apremilast or fumarates or a treatment from the 

anti-IL 17 and anti-IL 23 group for patients with latent TB that require a 

systemic antisporiatic treatment.

↑

HOW TO MANAGE PSORIASIS IN PATIENTS WITH POSITIVE TUBERCULOSIS
TEST RESULTS?
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We suggest ciclosporin as a first line convention agent in women planning

conception and when it is necessary to start systemic therapy during the 2nd

and 3rd trimester of pregnancy

↑

STRONG 

CONSENSUS1

EXPERT 

CONSENSUS

Methotrexate and acitretin are contra-indicated in women planning

conception. We recommend against using these. ↓↓

Fumarates and apremilast are contra-indicated in women planning conception.

We suggest against using these. ↓

We recommend consultation and information sharing across specialties,

including with an obstetrician with expertise in caring for pregnant women with

medical problems

↑↑

We recommend the collection of maternal exposure to medications and

pregnancy outcome data in national safety registries where available. ↑↑

HOW SHOULD PSORIASIS PATIENTS WITH A WISH FOR PREGNANCY IN THE
NEAR FUTURE OR WHO ARE PREGNANT BE MANAGED?
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We suggest certolizumab pegol as a first line choice when starting

biologic therapy in women planning conception (when a biologic is

considered essential to use in pregnancy) and when it is necessary to

start a systemic therapy during the second or third trimester.

↑

STRONG CONSENSUS1

EXPERT CONSENSUS

We suggest stopping biologic therapy in the second and third

trimester (except certolizumab pegol) to minimise fetal exposure and

limit potential infection risk to the neonate.

↑

We suggest against using live or live attenuated vaccines in infants

(up to 6 months of age) whose mothers received biologic therapy

beyond 16 weeks gestation, unless the benefit of the vaccination

clearly outweighs the theoretical risk of administration.

↓

We recommend consultation and information sharing across

specialties, including with an obstetrician with expertise in caring for

pregnant women with medical problems

↑↑

We recommend the collection of maternal exposure to medications

and pregnancy outcome data in national safety registries where

available.

↑↑

HOW SHOULD PSORIASIS PATIENTS WITH A WISH FOR PREGNANCY IN THE
NEAR FUTURE OR WHO ARE PREGNANT BE MANAGED?
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It is recommended that men discontinue methotrexate 3 months before

attempting conception. *

*EMA recommends 6 months as a means of precaution, the practice of the guideline group

differs from this.

↑↑

STRONG CONSENSUS1

EXPERT CONSENSUS
As a precaution, it is suggested that men receiving acitretin use barrier forms of

contraception post-conception to limit exposure via direct contact with semen

during pregnancy.

↑

We recommend the collection of paternal exposure to medications during

conception and pregnancy outcome data in national safety registries where

available.

↑↑

PATERNAL USE
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A lack of fully comparable information on the formation of anti-drug antibodies

against targeted therapies in psoriasis has been identified in the course of the

guideline’s development. Within the scope of this version of the guideline, a

thorough systematic search of the available evidence has not been feasible and a

consensus on consequent measures has not been achieved. The author group

acknowledges that there is evidence of a beneficial effect of the combination of

methotrexate with adalimumab from psoriasis patients and MTX with infliximab in

rheumatoid arthritis or Crohn’s disease patients to reduce the formation in ADA.

IMMUNOGENICITY OF TARGETED THERAPIES IN PSORIASIS
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The most up to date version of these chapters can be found alongside 

the main guideline document on the EDF website.

https://www.edf.one/de/home/Guidelines/Guidelines.html

COVID-19: 
1) GUIDANCE FOR SYSTEMIC THERAPY OF PSORIASIS DURING COVID-19 
PANDEMIC
2)VACCINATION AGAINST SARS-COV-2 IN PEOPLE WITH PSORIASIS DISEASE

https://www.edf.one/de/home/Guidelines/Guidelines.html
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OVERVIEW OF TREATMENT OPTIONS AND THE EXPERT ASSESSMENT OF THEIR

SUITABILITY IN SPECIFIC TREATMENT CIRCUMSTANCES

Symbols

 ↑↑

↑

↓

↓↓

We believe that all or almost all 

informed people would make a 

choice against that choice.

Implications

We believe that all or almost all 

informed people would make that 

choice.

We believe that most informed 

people would make that choice, but 

a substantial number would not. 

See background text and 

specific recommendations

We believe that most informed 

people would make a choice against 

that intervention, but a substantial 

number would not.
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OVERVIEW OF TREATMENT OPTIONS AND THE EXPERT ASSESSMENT OF THEIR

SUITABILITY IN SPECIFIC TREATMENT CIRCUMSTANCES
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Concomitant 

psoriatic arthritis 

↑↑

peripheral active 

joint involvement 

↑↑

if non-

responder to 

MTX

Chronic inflammatory bowel 

disease: Crohn's Disease

↑

especially cases 

with mild 

paradoxical 

psoriasis

↑

2nd choice oral  

treatment

Chronic inflammatory bowel 

disease: Ulcerative colitis

↑

especially cases 

with mild 

paradoxical 

psoriasis

↑

2nd choice oral  

treatment

↑

2nd choice 

oral  

treatment

↑↑

1st choice

Diabetes mel./

metabolic syndrome
↓ ↓

Dyslipidaemia ↓ 

Advanced 

heart failure

↑ ↓ ↑ ↑ ↑

Heart Disease:

Ischemic heart disease
↑

Concomitant latent / treated TB ↑ ↑ ↑

Pregnancy  ↓↓

↑

preferred 

conventional

↓ 
↓↓

↓ 

↑

preferred 

choice 

biologic

anti-IL23 anti-IL17 

↑↑ if non-responder to MTX

↑

↑

2nd choice if anti-TNF alpha not suitable

↑ 

2nd choice if anti-TNF alpha not suitable

↑

↑

↓

↓

↑

Conventional systemic agents tnf  inhibitors
                         Therapy

Specific 

circumstances

 ↓↓

↑↑

1st  choice

↓ 

 ↓↓

↑↑

1st choice


