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Introduction and methodological aspects 
Objectives of the guideline 

The aim of this guideline for the systemic treatment of adult patients with psoriasis 

is to provide recommendations based on the best available evidence.  

 

Disease severity, comorbidities and individual preferences of the affected patients 

are considered important parameters in the selection of strategies for the treatment 

of psoriasis.1-3  

 

For this purpose, a literature search was conducted in the following databases: 

MEDLINE (PubMed), Epistemonikos, Cochrane Library, Scielo and Google Scholar. 

The publication deadline was 31 May, 2020. Publications in Spanish, English and 

Portuguese were searched using the keywords "psoriasis", "psoriase", "tratamiento", 

"treatment" and "tratamento". The following where organized hierarchically: 

- clinical practice guidelines based on evidence 

- systematic reviews with and without quantitative component (meta-analysis) 

- randomized and controlled trials (RCT) 

- observational studies 

- real-world registries 

- evaluations of biosimilar drugs 

 

The literature collected included five evidence-based clinical practice guidelines.3-7 

These and the other articles identified in the search were assessed using the current 

GRADE recommendations.8 The corresponding evidence tables were developed 

and the results were submitted to a committee of dermatologists with expertise in 

psoriasis treatment, who were responsible for the development of this guideline. The 

selected questions for the development of the recommendations were based on the 

PICO (population, intervention, comparison, outcome) system proposed by the 

GRADE system. Based on the analysis of the evidence and the discussion among 

the authors, a total of 15 recommendations were developed and are presented with 

their rationale herein. 
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The direction and strength of the recommendations were expressed as suggested 

by the GRADE system and its adaptations (Table 1).9 

 

Table 1. Formulation of the recommendations 8-10 

Strong recommendation (“is recommended...”: based on solid evidence 

regarding the net benefit of an intervention over its potential undesirable 

consequences. Most informed patients would choose the recommended option. 

 

Weak recommendation (“is suggested...”): the evidence of the net benefit of the 

intervention is of lower quality or the patients’ choice will vary according their 

values and preferences. The desirable consequences of the intervention probably 

outweigh the possible undesirable effects. 

 

Good clinical practice point: recommended practice based on expert panel 

opinion. 

 

Components of PICO questions 

[P]opulation 

a. Adult patients with moderate to severe plaque psoriasis 

b. Elderly patients (≥ 65 years old) with moderate to severe plaque psoriasis  

c. Pregnant or breastfeeding women with moderate to severe plaque psoriasis 

d. Patients with erythrodermic psoriasis 

e. Patients with generalized pustular psoriasis 

f. Patients with palmoplantar pustular psoriasis 

g. Patients with psoriasis in specific localizations 

 

[I]ntervention 

1. Nonbiologic systemic therapies (in alphabetical order: acitretin [ACI], cyclosporine 

[CsA], methotrexate [MTX] 
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2. Biologics (in alphabetical order: adalimumab [ADA], certolizumab pegol [CZP], 

etanercept [ETA], guselkumab [GUS], infliximab [IFX], ixekizumab [IXE], 

secukinumab [SEC], risankizumab [RIS], ustekinumab [UST]) 

3. Biosimilars 

4. Selective immunosuppressants: apremilast (APR) 

5. Phototherapies: narrowband ultraviolet B therapy, broadband ultraviolet B 

therapy, psoralen + ultraviolet A (PUVA) 

 

[O]utcomes 

• PASI75: Proportion of patients with ≥ 75% reduction in the PASI index 

• PASI90: Proportion of patients with ≥ 90% reduction in the PASI index 

• PASI100: Proportion of patients with 100% reduction in the PASI index 

• Reduction of the affected body surface area (BSA) 

• Absolute PASI ≤ 3 

• Proportion of patients achieving a PGA score of 0-1 

• Significant improvement in quality of life  

o Proportion of patients achieving a DLQI score of 0-1 

o Improvement of baseline DLQI by 4-5 points 

• Safety outcomes  

o Proportion of patients with serious adverse events 

o Proportion of patients with treatment discontinuation due to adverse 

events 

o Percentage of patients with adverse events of special interest  

• NAPSI (nail psoriasis) 

 

PICO questions 

1. In adult patients with moderate to severe plaque psoriasis, which should the first-

choice treatment be? 

2. Which is the best treatment regimen for elderly patients (≥ 65 years old) with 

moderate to severe plaque psoriasis? 
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3. Which is the best treatment regimen for pregnant or breastfeeding women with 

moderate to severe plaque psoriasis? 

4. In patients with erythrodermic psoriasis, which should the first-choice treatment 

be? 

5. In patients with generalized pustular psoriasis, which should the first-choice 

treatment be? 

6. In patients with scalp psoriasis, which should the first-choice treatment be? 

7. In patients with palmoplantar psoriasis, which should the first-choice treatment 

be? 

8. In patients with nail psoriasis, which should the first-choice treatment be? 

9. In patients with inverse psoriasis, which should the first-choice treatment be? 

 

Target audience 

The content of this guideline is intended for all healthcare professionals involved in 

the treatment of adult patients with psoriasis who require systemic treatment. 

 

Treatment goals 

Several factors should be taken into account when defining therapeutic goals for 

patients with moderate to severe psoriasis, including disease severity, absolute (or 

compared to baseline) values on validated and recognized scales, the presence of 

comorbidities, the impact of the disease on the physical, psychological and social 

well- being of the patient, and patient preferences, among others.5 The new 

treatment goals in the systemic treatment of psoriasis are summarized in Table 2. 

 

Table 2. New treatment goals for psoriasis 

Absolute PASI ≤ 3 

PGA 0-1 (0: no psoriasis lesions; 1: almost no lesions or almost clear) 

DLQI 0-1 

PASI90 AND PASI100 
DLQI: Dermatology Life Quality Index; PASI: Psoriasis Area and Severity Index; PGA: 

Physician Global Assessment 
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Calculating an absolute PASI ≤ 3 is easier than estimating a PASI75 response. It is 

also independent of variations in baseline disease severity and is closer to the 

concept of PGA 0-1.5 The inclusion of a DLQI of 0-1 in the endpoints is based on the 

fact that this score indicates the absence of an impact of psoriasis on quality of life.5 

The PASI90 and PASI100 responses are endpoints that emerged as a result of the 

high efficacy of recent biological therapies.5 

Treatment goals should be established prior to initiation of therapy and then 

reassessed periodically, taking into account the time required for the maximum effect 

of each drug. If the desired outcome is not achieved, treatment strategy should be 

modified.5 
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Recommendations 
 

#1. For adult patients with moderate to severe plaque psoriasis, the 

following treatment (in alphabetical order) is recommended: acitretin 

(ACI), adalimumab (ADA), apremilast (APR), certolizumab pegol (CZP), 

cyclosporin A (CsA), guselkumab (GUS), ixekizumab [IXE], 

methotrexate (MTX), phototherapy (PHO), risankizumab (RIS), 

secukinumab (SEC), ustekinumab (UST). The factors influencing this 

selection include drug accessibility, availability, the experience and the 

safety profile. 
Strength of the recommendation: strong, in favor 
Statement of good practice: The eventual use of a biological therapy is warranted in 

those patients who were unresponsive to non-biological treatment, if the latter is 

contraindicated, or if it is required due to the severity of the disease. 

 

In order to make this recommendation, the results of the clinical studies where each 

of the above-mentioned treatments were compared against placebo were assessed, 

considering the outcomes of the PICO questions with special focus on the endpoints 

listed in table 2. The rationale detailed herein is described based on the same drug 

alphabetical order as they were mentioned in the Recommendations text.  

 

Non biological systemic therapies 

ACI (ATC11 code D052202) is an oral (P.O.) retinoid. In 2 RCT (n = 194) moderate-

quality evidence showed that this drug may be associated with a higher probability 

of achieving a PASI75 response in this population.12,13 In one of those studies, the 

improvement reached statistical significant levels with the dosage range from 50 to 

75 mg.13 However, the safety profile is also related to the administered dose; based 

on a retrospective analysis of the pooled data from 2 clinical trials,14 the incidence of 

some adverse events such as shedding, pruritus, alopecia, and spasms increased 
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as higher doses were indicated. The teratogenic effect of ACI is also a variable to be 

considered; this drug is contraindicated during pregnancy. 

 

CsA (ATC code L04AD01), in doses from 3 to 5 mg/kg/day, is an immunosuppressor 

used for the treatment of psoriasis, and available for P.O. administration. There is 

low-quality evidence from RCT and from observational studies suggesting that CsA 

is associated with the achievement of some goals such as PGA0-1 and PASI75 

during induction therapy (8-10 weeks) and maintenance therapy (24 weeks) in 

patients with psoriasis. As regards the safety profile, a prospective cohort followed 

by up to 5 years yielded low-quality evidence that showed a potential increase in the 

incidence of malignancies in the treated patients. Furthermore, an analysis of the 

data from 16 RCTs reported that CsA has been associated with a creatinine increase 

of ≥ 30% in more than half of the patients that were followed for at least 2 years, as 

well as an incidence of glomerular sclerosis of up to 26% at 10 years. This high-

quality evidence indicates that CsA is associated with a higher risk of renal 

impairment for long periods of time.15-21 According to the experts, it is an effective 

alternative in the clinical practice when it is indicated for up to 6 months, including 

the monitoring of the known adverse events. 

 

MTX (ATC code L01BA01) is a folic acid analogue used for the treatment of 

psoriasis. Based on the analysis of the pooled data available from RCTs, MTX 

therapy is characterized by a higher probability of achieving PASI75, PASI90 and 

PGA0-1 since the induction phase (low to moderate-quality evidence).22,23 This 

therapy is accompanied by the indication of 5 mg of folic acid P.O. 48 hours after 

MTX administration. The recommended monitoring laboratory tests are performed 

within 7 to 14 days following the first dose, separated from the drug administration. 

The subsequent monitoring tests may be indicated on a monthly or quarterly basis, 

according to the opinion of the experts.  

In terms of safety profile, a meta-analysis of 32 RCTs (n = 13177) in which MTX was 

indicated in patients with various indications (including psoriasis) reported a higher 

risk of increased liver transaminases, although no major risk of serious events was 
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reported (including cirrhosis, liver impairment and mortality).24 Note that its safety 

profile does not seem to be different between oral and subcutaneous (SC) 

formulations, based on the available evidence.25 MTX is considered as a category 

“X” drug in terms of its use during child-bearing age both for women and men. 

Additionally, the team of experts does not recommend the intramuscular 

administration of MTX. 

 

Biological systemic therapies 

ADA (ATC code L04AB04) is a human immunoglobulin G1 anti-tumor necrosis factor 

alpha (TNF-α) monoclonal antibody. It is administered subcutaneously. There is data 

from 7 RCTs that compared the efficacy and safety of ADA versus placebo.26-32 

These trials reported a significant increase in the probability of achieving PGA0-1, 

PASI75, PASI90 and PASI100 during the induction and maintenance therapy with 

ADA (high-quality evidence). Moreover, one of the RCTs showed a potential 

clinically relevant improvement in the absolute DLQI score with 40 and 80 mg doses 

administered fortnightly.26  

A network meta-analysis with moderate-quality evidence reported a marginal 

increase in the risk of serious adverse events (data from 19 RCTs) or adverse events 

that led to treatment discontinuation (data from 22 RCTs).32 The risk of severe 

infections did not significantly differ from the expected rate for placebo.32 

 

CZP (ATC code L04AB05) is a monoclonal antibody formed by the Fab fragment of 

a humanized recombinant antibody anti-TNF-α expressed in E. coli. CZP molecule 

is conjugated with polyethylene glycol. There is high-quality evidence from 3 RCTs 

showing that SC administration of CZP is significantly superior to placebo in 

achieving the endpoints such as PASI75, PASI90 and PGA0-1 at doses of 200 or 

400 mg SC every 2 weeks, not only during the induction therapy but also during the 

48-week follow up (Studies CIMPACT and CIMPASI 1 and 2).33-35 The safety profile 

is consistent with that of other drugs of the same therapeutic class, with a probable 

increase in the risk of serious adverse events or treatment discontinuation versus 

placebo (low to moderate-quality evidence), and with no new safety signals.34,35  
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GUS (ATC code L04AC16) is a fully human IgG1 monoclonal antibody that 

selectively binds to interleukin (IL) 23. According to the pooled data analysis from 5 

RCTs (n = 1592), there is high-quality evidence showing statistically higher efficacy 

of GUS on PASI75, PASI90 and PASI100 endpoints versus placebo.36-40 The meta-

analysis of such information does not suggest that GUS is associated with an 

increased risk of serious adverse events or events that lead to treatment 

discontinuation.41  

 

IXE (ATC code L04AC13) is a humanized IgG4 monoclonal antibody that targets 

IL 17A. Based on the results from 4 RCTs (n=1383), IXE therapy is associated with 

an improvement in PASI75, PASI90 (high-quality evidence for both parameters) and 

PASI100 (moderate-quality evidence).42-43 Regarding its tolerability profile, a 5-year 

meta-analysis of safety outcomes (n=3736) reported serious adverse event, severe 

infection and major cardiovascular event rates consistent with placebo. The 

incidence of inflammatory bowel disease was 0.4% in patients treated with IXE 

versus cero cases in those who received placebo. This potential association requires 

further research.44 

 

RIS (ATC code L04AC18) is a humanized IgG1 monoclonal antibody. Its mechanism 

of action consists in the selective binding to the p19 subunit of IL23 in order to inhibit 

the interaction with its receptor. RIS therapy is associated with a significant 

improvement in PASI75, PASI90 and PASI100 endpoints (high-quality evidence 

from at least 3 RCTs).45-46 A meta-analysis assessing the tolerability of RIS therapy 

in patients with psoriasis (n=798) showed that the prevalence of severe adverse 

events was consistent with that reported for placebo, while the discontinuation rate 

due to adverse events reached 0.7% for RIS versus 3.9% for placebo.43  

 

SEC (ATC code L04AC10), an IgG1 human monoclonal antibody, targets IL-17A 

and prevents the interaction with its specific receptor. The indication of SEC 

administered SC in patients with moderate to severe plaque psoriasis has been 
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associated with significant benefits in key endpoints such as PASI75, PASI90, and 

PASI100 (high-quality evidence of at least 3 RCTs)47-48 and PGA0-1 (moderate-

quality evidence of at least 3 RCTs).47-48 This intervention may be associated with a 

greater risk of treatment discontinuation due to adverse events versus placebo, and 

with a potential higher risk of major cardiovascular events (MACEs). However, a 

pooled analysis of data from 10 Phase 2 or Phase 3 studies (n=3993) showed an 

incidence of MACE over a 52-week follow-up period that was similar for SEC, ETA 

and placebo.49 

 

UST (ATC code L04AC05) is an IgG1 human monoclonal antibody that binds to the 

P40 subunit of IL-12 and IL-23. There is moderate to high-quality evidence from 5 

RCTs showing the efficacy of UST in adult patients with psoriasis in moderate to 

severe plaque in terms of PASI75, PASI90, PASI100 and PGA0–1 endpoints.50-54 

UST long-term safety was confirmed by a pooled analysis of data from 4 studies 

(n=3117).55 

 

As for ETA (a construct protein comprising the p75 receptor of the TNF coupled to 

the Fc portion of an IgG1 human monoclonal antibody, ATC code L04AB01) and IFX 

(a chimeric IgG1 monoclonal antibody, ATC code L04AB02), the team of experts 

suggests the use of these drugs in adult patients with moderate to severe plaque 

psoriasis, based on the available evidence56-64 and on factors such as accessibility, 

availability and experience. 

 

Small molecules 

APR (ATC code L04AA32) is a phosphodiesterase-4 inhibitor that reduces 

inflammatory response by modulating the expression of pro-inflammatory cytokines. 

There is moderate-quality evidence from at least 5 RCTs showing the efficacy of 

APR in the treatment of patients with moderate to severe psoriasis based on PASI90, 

as well as a probable improvement on DLQI score.65-68 Regarding the safety profile, 

a recent update stated that adverse events are frequently reported but they are 

usually mild to moderate and do not tend to result in treatment discontinuation.69 
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Phototherapies 

Phototherapies (PUVA, UVB and new devices) reduce skin inflammation, although 

they do not have an impact on systemic inflammation. There is low to very low 

methodological quality evidence reporting the efficacy of PHO with narrowband UV 

(1 RCT), with an associated prevalence of painful erythema of 8%. 

 

 

 

 

  



16	
	

#2. In adult patients with moderate to severe plaque psoriasis, based on 

the existing evidence, the treatment with SEC is recommended as 

compared to ETA. 

Strength of the recommendation: strong, in favor 
 

Phase 3 studies ERASURE (Efficacy of Response and Safety of Two Fixed 

Secukinumab Regimens in Psoriasis) and FIXTURE (Full Year Investigative 

Examination of Secukinumab vs. Etanercept Using Two Dosing Regimens to 

Determine Efficacy in Psoriasis) compared the efficacy of SEC therapy versus the 

administration of ETA or placebo. In two analyses of the pooled data from both 

studies (moderate to high-quality evidence),47,71 the proportion of patients with 

psoriasis that reached PASI75 at Week 12 was 77.1% for SEC 300 mg, 67% for 

SEC 150 mg and 44% for ETA (p < 0.001 for both doses of SEC). Significantly higher 

rates were also achieved for SEC in relation with PGA0-1. Furthermore, this clinical 

response was faster in participants receiving SEC (3-week or 3.9 week median for 

the doses of 300 and 150 mg, respectively) as compared with participants treated 

with ETA (median: 7 weeks).47 Additionally, SEC administration was associated with 

a sustained response in most of the patients by Week 52.47  

 

#3. In adult patients with moderate to severe plaque psoriasis, based on 

the existing evidence, the treatment with SEC is recommended as 

compared to UST. 
Strength of the recommendation: strong, in favor 
 

There is high-quality methodological evidence from studies CLEAR72 and 

CLARITY,73-74 which reported that SEC administration was associated with 

statistically significant benefits as compared to UST based on PASI75, PASI90, 

PASI100 and DLQI0-1 endpoints. This data was confirmed in the long-term follow-

up (52 weeks).74 The safety profile of SEC was consistent with that described for 
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UST and with the data reported in the pivotal Phase 3 studies of SEC, both in the 

short term72 and in the long term.74  

 

#4. In adult patients with moderate to severe plaque psoriasis, based on 

the existing evidence, the treatment with IXE is recommended as 

compared to UST. 
Strength of the recommendation: strong, in favor 
 

There is at least 1 RCT (study IXORA-S) that carried out a head-to-head comparison 

of the efficacy and safety of IXE (n=136) versus UST (n=166) over 52 weeks of 

treatment in adult patients with psoriasis.75 This study reported that a significantly 

higher proportion of patients treated with IXE reached the objectives of PASI90, PGA 

0 or PGA0–1, as compared to those who received UST. On the other hand, although 

the reactions in the administration site were more frequent with IXE, no statistically 

significant differences were reported between both treatment groups for treatment-

related adverse events, serious adverse events and treatment discontinuation 

rates.75 
 

#5. In adult patients with moderate to severe plaque psoriasis, based on 

the existing evidence, the treatment with GUS or RIS is recommended 

as compared to UST. 
Strength of the recommendation: strong, in favor 
 

GUS additional benefits are recognized in patients with psoriasis who have not 

responded adequately and early to UST therapy. However, there is no data from 

long-term head-to-head comparisons between both therapies in individuals who 

have not received UST previously. The COMPASS analysis, which assessed the 

individual data of the participants in the studies VOYAGE-1 and 2 (GUS) and 

NAVIGATE (UST), estimated that GUS therapy was associated with a significantly 
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higher probability of achieving PASI75, PASI90 and PASI100 response, both by 

Week 16 and by Week 40 (high-quality evidence).76  

Moreover, there is high-quality evidence derived from one Phase 2 RCT (n=166), in 

which a head-to-head comparison was performed between RIS (90 OR 180 mg) and 

UST administration. Based on the pooled analysis of the data for both doses, RIS 

was associated with a significantly higher proportion of patients who achieved 

PASI90 and PASI100 compared with UST therapy after 12 weeks of administration. 

This efficacy was maintained for up to 20 weeks after the last indicated dose of either 

drug.77 
 

#6. In adult patients with moderate to severe plaque psoriasis, based on 

the existing evidence, the treatment with GUS or RIS is recommended 

as compared to ADA. 
Strength of the recommendation: strong, in favor 
 

One Phase 2 RCT (study X-PLORE) gathered high-quality methodological evidence 

of the comparison between GUS and ADA for the treatment of adult patients with 

moderate to severe plaque psoriasis.78 The study also included a placebo arm, but 

participants in this group were switched to receive GUS from Week 16. The 

proportion of patients who achieved PGA0-1 was significantly higher by Week 40 in 

each of the dosing groups of GUS when compared with the participants treated with 

ADA. Upon the end of the placebo phase, the proportion of overall adverse events, 

serious adverse events, and infections was similar for the control group and for both 

treatments; between Week 16 and Week 52, infections were reported in 30% and 

37% of the patients who received GUS and ADA, respectively.78 

 

Furthermore, the multicenter RCT IMMVent yielded high-quality evidence to 

compare the efficacy of RIS (n=301) relative to ADA (n=304) in adult patients with 

moderate to severe plaque psoriasis.79 The PASI90 was achieved in 72% and 47% 

of the cases, while sPGA0-1 was achieved in 84% and 60% of the patients, 
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respectively; both differences achieved at Week 16 reached statistically significant 

levels. Between Week 16 and Week 44, the participants who had responded to ADA 

were randomized again either to continue with said treatment or to switch to RIS; 

PASI90 was achieved in 66% of the patients who started RIS compared with 21% of 

those who continued in the ADA group.79 No new safety signals were observed in 

these patients. 

 

Note: following the closure of the literature search for this guideline, the international 

multicenter study IMMerge was published, which reported that therapy with RIS was 

at least as good as SEC administration in achieving PASI90 at Week 16, while it was 

statistically superior in achieving such endpoint after 52 weeks of administration. 

Moreover, RIS was associated with a statistically higher probability of achieving 

PASI100 and sPGA0-1 after one-year follow up.80  
 

#7. In adult patients with moderate to severe plaque psoriasis, the 

available evidence does not suggest differences in the efficacy and 

safety between the new drug and its biosimilar for ETA vs. GP2015, ADA 

vs. ABP501 and IFX vs. CT-P13. 

Strength of the recommendation: weak, in favor 
 

A biosimilar is a biological medicinal product that contains a version (copy) of the 

active ingredient of the originally-approved biologic. Biosimilars are manufactured 

according to regulatory authorities’ specific requirements in terms of quality, safety 

and efficacy; moreover, their comparability with the reference product must be 

confirmed.81 When this guideline was drafted, there were 3 approved biosimilars in 

Argentina for the treatment of patients with psoriasis.  

 

GP2015 is a biosimilar product of ETA, assessed under the study EGALITY; in this 

RCT (n=480) high-quality methodological evidence was collected on the absence of 

statistically significant differences between both products to achieve PASI75 at 
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Week 12. Regarding safety, the incidence of serious adverse events or events that 

led to treatment discontinuation was consistent for both interventions. The crossover 

from one strategy to the other was not associated with increased anti-ETA antibodies 

or anti-biosimilar antibodies (moderate-quality evidence).82 

 

ABP501 is a biosimilar drug of ADA, and its efficacy and safety were reported in a Phase 

3 study in which 326 patients with moderate to severe plaque psoriasis completed the 

planned follow-up. Based on the collected data, no statistically significant differences 

were found between both treatment strategies by Week 16 in the improvement of 

absolute PASI and in PASI90 and PASI100 endpoints (high-quality evidence). The safety 

profile was comparable in both treatment groups, with no differences in the proportion of 

adverse events of interest. The crossover of the patients initially treated with ADA that 

switched to ABP501 was not associated with new safety signals or a higher incidence of 

immunogenicity (moderate-quality evidence).83 
 

CT-P13, a biosmilar of IFX, was assessed in a Phase 4 randomized study NOR-

SWITCH that included a total of 482 patients, from which 35 had been diagnosed 

with plaque psoriasis. In the subgroup of participants with this diagnosis, the efficacy 

of CT-P13 was as good as that of the innovator product IFX for a pre-defined margin 

of 15%. No differences were reported in the proportion of adverse events (including 

those considered serious or that led to treatment discontinuation) between both 

strategies.84 

 

#8. In elderly patients with moderate to severe plaque psoriasis, the use of 

the same lines of treatment as younger adults is suggested, based on the 

available evidence and on the expert committee experience. Frequent 

comorbidities in this age group should be considered. 

Strength of the recommendation: weak, in favor 
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Advanced age tends to be an exclusion criterion in most RCTs; on the other hand, 

pharmacokinetic and pharmacodynamic differences described with aging, as well as 

the higher prevalence of drug interactions, may be associated with an increased 

susceptibility to adverse reactions.85 However, experts have suggested that the 

definition of elderly requires more restrictions, given the increasing number of 

patients over the age of 65 who have good health and are socially active and that, 

therefore, do not represent the population of fragile individuals.85  

Most of the existing evidence on the treatment of psoriasis in patients over the age 

of 65 corresponds to subgroups of clinical trials,86-87 narrative reviews88-91 and to a 

systematic review carried out when most of the current therapies were not available92 

(low to very low quality evidence).  

According to the available information and to the authors’ experience, for this age 

group we suggest using the same treatments as for younger adults, considering the 

age-associated comorbidities. 
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#9. In pregnant women with moderate to severe plaque psoriasis, based 

on the existing evidence, the treatment with PHOTO (UVB), CER or CsA 

is suggested. The systemic treatment shall be indicated only if strictly 

necessary. 

Strength of the recommendation: weak, in favor 
 

The management of pregnant women with moderate to severe plaque psoriasis 

requires special consideration, given the importance of the treatment regarding 

maternal and fetal safety. No RCTs that include this group of patients have been 

conducted, and the existing evidence has been obtained from the reviews of cohort 

studies and case reports.93-95  

 

Phototherapy with UVB, and CsA are considered as category B alternatives for the 

systemic treatment of psoriasis in pregnant women when it is strictly necessary.5 

CsA is a category “C” drug in this group of patients. 

 

Recently, based on the moderate-quality evidence obtained from a postmarketing 

surveillance database, the exposure of 1138 pregnant women to CER has not been 

associated with teratogenic effects or with a higher risk of fetal death; therefore, this 

therapeutic strategy may be considered a safe strategy.  

  

 

#10. In patients with psoriatic erythroderma, given the scarce available 

evidence and based on the experience and availability, the Expert 

Committee suggests the use of ACI, ADA, CsA, ETA, IFX, IXE, MET or 

SEC (in alphabetical order, not preference-based). For the selection of 

the drug, several factors shall be considered, including whether the 

erythroderma is acute or chronic. 
Strength of the recommendation: weak, in favor 
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Erythroderma is an unusual form of psoriasis and there is little literature on this 

condition; no head-to-head studies have been published to date comparing the drugs 

used for the treatment of this condition. A recent systematic review of 23 

retrospective uncontrolled studies gathered low-quality evidence on the benefits of 

various systemic agents and biological treatments, although it is not possible to 

establish a first line of therapy due to the lack of RCTs or head-to-head comparisons 

between available treatments.97  

 
#11. For patients with generalized pustular psoriasis, given the scarce 

available evidence and based on the experience and availability, the 

Expert Committee suggests the use of ACI, CsA, or IXE (in alphabetical 

order, not preference-based). 

While systemic corticosteroids are usually contraindicated in patients 

with psoriasis, they may be used in this group of patients under 

exceptional circumstances, for a short period of time, and together with 

other treatments.  
Strength of the recommendation: weak, in favor 
 

There is scarce and very low quality evidence on treatment strategies for patients 

with generalized pustular psoriasis, mainly obtained from two meta-analyses of 

observational studies.98,99 Based on the current information, the Expert Committee’s 

experience and treatment availability, therapy with ACI, CsA or IXE is suggested for 

this group of patients.5 
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#12. For patients with palmoplantar psoriasis, the Expert Committee 

suggests, in order of preference, using ACI, ACI + PHO, MTX, APR and 

biological therapies, with the possibility of combining systemic 

treatments or topical medications + systemic drugs.  

Strength of the recommendation: weak, in favor 
 

For this group of patients, the available information was obtained from 3 RCTs100-102 

and from a meta-analysis of 37 studies (n=1663).103 The gathered evidence was 

thought to be of low to very low quality, with limitations as to the interpretation as a 

result of the design of the studies and the risk of bias. Based on the authors’ 

experience and the published information,5-7,103 the administration of ACI, ACI + 

PHO, MTX, APR or biological agents is suggested for these patients, in this order of 

preference. 

 
#13. For patients with scalp psoriasis, the use of APR, MTX and 

biological therapies, in this order of preference and with the possibility of 

combination with topical treatments, is recommended. 
Strength of the recommendation: strong, in favor 
 

For this population of patients with psoriasis, there is a sub-analysis of the study 

BELIEVE, in which ADA administration was associated with a probability of 

achieving PASI75 in 77.8% of the 668 participants; the sub-analysis described that 

this therapy improved the scalp-related symptoms (low-quality evidence).104 

 

On the other hand, an RCT comparing ETA therapy vs. placebo in patients with scalp 

psoriasis reported a significantly higher mean reduction in the Psoriasis Scalp 

Severity Index (PSSI) in the intervention group (moderate-quality evidence).105 
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There is also a comparative study that included 21 participants with scalp psoriasis, 

in which they were administered either ADA or IFX. There was a minor trend, but not 

statistically significant, toward achieving PASI75 among patients treated with ADA, 

thus, it was not possible to draw definite conclusions (very low quality evidence).106 

 

Furthermore, APR treatment was compared against placebo in a combined analysis 

of the 1225 patients that participated in studies ESTEEM-1 and ESTEEM-2, which 

included 66.7% and 65.5% of moderate to severe scalp psoriasis cases, 

respectively. Both studies reported a significant improvement in ScPGA (Scalp 

Physician Global Assessment) score at Week 16, which was maintained during the 

52-week follow-up (high-quality evidence).107 

 

Based on recent literature evidence5,7,104-108 and on the clinical experience, the 

Expert Committee recommends using APR, MTX or biological therapies for the 

systemic treatment of these patients. 

 
#14. For patients with nail psoriasis, the use of ACI, APR, MTX and 

biologics, not in order of preference, is suggested.  
Strength of the recommendation: weak, in favor 
 

There are few clinical studies on the efficacy of the different interventions in patients 

with nail psoriasis. In an RCT that included 36 participants with psoriasis in said 

localization, ADA administration was associated with a 50% improvement in baseline 

NAPSI score vs. 8% in the control group (very low quality evidence).109 Regarding 

IFX, its efficacy was assessed in a Phase 3 RCT, with a subsequent crossover, of 

50 weeks, which enrolled 305 patients with nail psoriasis. A “total” improvement in 

nail compromise was observed, as well as a positive variation in NAPSI absolute 

score during induction and maintenance therapy (low-quality evidence).110 SEC 

therapy in patients with nail psoriasis was assessed in a Phase 2 RCT that included 

68 participants with psoriasis in said localization; the intervention group reported an 

improvement in NAPSI score of 19% ± 6.12%, compared with a reduction of 14.4% 



26	
	

± 11.92% in the control group (low-quality evidence).111 Moreover, the efficacy of 

UST was reported in a sub-analysis of the study PHOENIX, which included 545 

participants with nail compromise. As reported, the average NAPSI score improved 

from 4.5 to 2.4 points by Week 24 (UST 45 mg) and from 4.4 to 2.2 points (UST 90 

mg).112 

 

As regards APR, the pooled analysis of data from studies ESTEEM-1 and ESTEEM-

2 showed the therapy was associated with an improvement in baseline NAPSI score 

of 43.6-60% for the intervention. At Week 16 of treatment, the administration was 

associated with a significantly higher probability of achieving NAPSI-50 and ScPGA 

responses. These results were generally maintained after one year of follow-up 

(moderate-quality evidence).107 

 

ACI and MTX indication is supported by the international literature5,7 and by the 

authors’ experience. 

 

All safety outcomes from the analyzed studies were comparable with those reported 

for psoriasis in other localizations.7,107,109-112 

 

#15. For patients with inverse psoriasis, the use of MTX, biologics, or 

APR, not in order of preference, is suggested. 
Strength of the recommendation: weak, in favor 
 

No comparative RCTs on the efficacy were identified among the different therapeutic 

strategies for patients with inverse psoriasis. There is one meta-analysis of 14 

studies, which reported a shortage of proper-quality studies to make therapeutic 

recommendations, especially for systemic treatments.113 

Based on experience, the Expert Committee suggests the administration of MTX, 

biologics or APR for this group of patients. 
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Note 
The recommendations provided in this guideline derive from a detailed evaluation of 

the evidence using the GRADE methodology by a team of experts, members of 

SOARPSO, representative of the whole country.  

As in every clinical practice guideline, the recommendations serve as guidance for 

the management of patients and they should not replace the professional judgment 

of the treating physician on a case-by-case basis, which shall include the opinions 

and preferences of the patient.  
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List of abbreviations 

ACI: acitretin 

ADA: adalimumab 

APR: apremilast 

ATC: Anatomical, Therapeutic, Chemical (ATC) classification system 

CsA: ciclosporin A 

CZP: certolizumab pegol 

DLQI: Dermatology Life Quality Index 

ETA: etanercept 

GRADE: Grading of Recommendations, Assessment, Development and 

Evaluations 

GUS: guselkumab 

IFX: infliximab 

IL: interleukin 

IXE: ixekizumab 

MTX: methotrexate 

PASI: Psoriasis Area and Severity Index 

PGA: Physician Global Assessment 

PHO: phototherapies 

PSSI: Psoriasis Scalp Severity Index 

RCT: randomized and controlled trial 

RIS: risankizumab 

SC: subcutaneous 

SEC: secukinumab 

TNF-α: tumoral necrosis factor-alpha 

UST: ustekinumab 

UVB: ultraviolet B 

P.O.: per oral 

 



29	
	

Bibliography 

[1] Gulliver W, Lynde C, Dutz JP, Vender RB, Yeung J, Bourcier M, et al. Think 

beyond the Skin: 2014 Canadian Expert Opinion Paper on Treating to Target in 

Plaque Psoriasis. J Cutan Med Surg. 2015; 19(1): 22-7. 

[2] Armstrong AW, Siegel MP, Bagel J, Boh EE, Buell M, Cooper KD, et al. From the 

Medical Board of the National Psoriasis Foundation: Treatment targets for plaque 

psoriasis. J Am Acad Dermatol. 2017; 76(2): 290-298. 

[3] Smith CH, Jabbar-López ZK, Yiu ZZ, Bale T, Burden AD, Coates LC, et al. British 

Association of Dermatologists guidelines for biologic therapy for psoriasis 2017. Br 

J Dermatol. 2017; 177(3): 628-636. 

[4] Nast A, Gisondi P, Ormerod AD, et al. European S3-Guidelines on the systemic 

treatment of psoriasis vulgaris--Update 2015--Short version--EDF in cooperation 

with EADV and IPC. J Eur Acad Dermatol Venereol. 2015; 29(12): 2277-94. 

[5] Amatore F, Villani AP, Tauber M, et al. French guidelines on the use of systemic 

treatments for moderate-to-severe psoriasis in adults. J Eur Acad Dermatol 

Venereol. 2019; 33(3): 464-483. 

[6] Menter A, Strober BE, Kaplan DH, et al. Joint AAD-NPF guidelines of care for the 

management and treatment of psoriasis with biologics. J Am Acad Dermatol. 2019; 

80(4): 1029-1072. 

[7] Kogan N, Raimondo N, Gusis SE, et al. Latin American Clinical Practice 

Guidelines on the Systemic Treatment of Psoriasis SOLAPSO - Sociedad 

Latinoamericana de Psoriasis (Latin American Psoriasis Society). Int J Dermatol. 

2019; 58 Suppl 1: 4-28. 

[8] Atkins D, Best D, Briss PA et al. GRADE Working Group. Grading quality of 

evidence and strength of recommendations. BMJ 2004; 328: 1490. 

[9] American Academy of Family Physicians. Clinical Practice Guideline Manual. 

Disponible en: http://bit.ly/3rgZOOT (consultado en diciembre de 2020). 

[10] Sistema General de Seguridad Social en Salud (Colombia). Guía de práctica 

clínica basada en la evidencia para la atención integral de la sífilis gestacional y 



30	
	

congénita, 2014. Disponible en: https://bit.ly/3pd69J0 (consultado en diciembre de 

2020). 

[11] Organización Mundial de la Salud. Anatomical, Therapeutic, Chemical (ATC) 

classification system. Disponible en: https://www.whocc.no/atc_ddd_index/ 

(consultado en diciembre de 2020). 

[12] Lassus A, Geiger JM. Acitretin and Etretinate in the Treatment of Palmoplantar 

Pustulosis: A Double-Blind Comparative Trial. Br J Dermatol. 1988; 119(6): 755-9. 

[13] Goldfarb MT, Ellis CN, Gupta AK, et al. Acitretin Improves Psoriasis in to Dose-

Dependent Fashion. J Am Acad Dermatol. 1988; 18(4 Pt 1): 655-62. 

[14] Pearce DJ, Klinger S, Ziel KK, et al. Low-Dose Acitretin Is Associated with Fewer 

Adverse Events than High-Dose Acitretin in the Treatment of Psoriasis. Arch 

Dermatol. 2006; 142(8): 1000-4. 

[15] Ellis CN, Fradin MS, Messana JM, et al. Cyclosporine for Plaque-Type 

Psoriasis. Results of a Multidose, Double-Blind Trial. N Engl J Med. 1991; 324(5): 

277-84. 

[16] Paul CF, Ho VC, McGeown C, et al. Risk of malignancies in psoriasis patients 

treated with cyclosporine: a 5 y cohort study. J Invest Dermatol. 2003; 120(2): 211-

6. 

[17] Colombo DN, Cassano G, Altomare A, et al. Psoriasis Relapse Evaluation with 

Week-End Cyclosporine A Treatment: Results of a Randomized, Double-Blind, 

Multicenter Study. Int J Immunopathol Pharmacol. 2010; 23(4): 1143-52. 

[18] National Institute for Health and Care Excellence. Psoriasis: assessment and 

management. Clinical guideline [CG153]. Publicada el 24.10.2012. Última 

actualización: 01.09.2017 (consultada en diciembre de 2020). 

[19] Ellis CN, Fradin MS, Hamilton TA, et al. Duration of Remission during 

Maintenance Cyclosporine Therapy for Psoriasis. Relationship to Maintenance Dose 

and Degree of Improvement during Initial Therapy. Arch Dermatol. 1995 Jul; 131(7): 

791-5. 

[20] Meffert H, Bräutigam M, Färber L, et al. Low-Dose (1.25 mg/kg) Cyclosporin A: 

Treatment of Psoriasis and Investigation of the Influence on Lipid Profile. Acta Derm 

Venereol. 1997; 77(2): 137-41. 



31	
	

[21] Oglesby A, Shaul AJ, Pokora T, et al. Adverse Event Burden, Resource Use, 

and Costs Associated with Immunosuppressant Medications for the Treatment of 

Systemic Lupus Erythematosus: A Systematic Literature Review. Int J Rheumatol. 

2013; 2013: 347520. 

[22] Pathirana D, Ormerod AD, Saiag P, et al. European S3-guidelines on the 

systemic treatment of psoriasis vulgaris. J Eur Acad Dermatol Venereol. 2009; 23 

Suppl 2: 1-70 [erratum en J Eur Acad Dermatol Venereol. 2010; 24(1): 117-8]. 

[23] Saurat JH, Stingl G, Dubertret L, et al. Efficacy and safety results from the 

randomized controlled comparative study of adalimumab vs methotrexate vs 

placebo in patients with psoriasis (CHAMPION). Br J Dermatol 2008; 158: 558–566. 

[24] Conway R, Low C, Coughlan RJ, et al. Risk of liver injury among methotrexate 

users: a meta-analysis of randomised controlled trials. Semin Arthritis Rheum 2015; 

45: 156–162. 

[25] Braun J, Kästner P, Flaxenberg P, et al. Comparison of the clinical efficacy and 

safety of subcutaneous versus oral administration of methotrexate in patients with 

active rheumatoid arthritis: results of a six-month, multicenter, randomized, double-

blind, controlled, phase IV trial. Arthritis Rheum. 2008; 58(1): 73-81. 

[26] Revicki D, Willian MK, Saurat JH, et al. Impact of adalimumab treatment on 

health-related quality of life and other patient-reported outcomes: results from to 16-

week randomized controlled trial in patients with moderate to severe plaque 

psoriasis. Br J Dermatol. 2008; 158(3): 549-57. 

[27] Saurat JH, Stingl G, Dubertret L, et al. Efficacy and safety results from the 

randomized controlled comparative study of adalimumab vs. methotrexate vs. 

placebo in patients with psoriasis (CHAMPION). Br J Dermatol. 2008; 158(3): 558-

66. 

[28] Asahina A, Nakagawa H, Etoh T, et al. The Adalimumab M04-688 Study Group. 

Adalimumab in Japanese patients with moderate to severe chronic plaque psoriasis: 

efficacy and safety results from to Phase II/III randomized controlled study. J 

Dermatol. 2010; 37(4): 299-310. 

[29] Kimball AB, Bensimon AG, Guerin A, et al. Efficacy and safety of adalimumab 

among patients with moderate to severe psoriasis with co-morbidities: Subanalysis 



32	
	

of results from to randomized, double-blind, placebo-controlled, phase III trial. Am J 

Clin Dermatol. 2011; 12(1): 51-62. 

[30] Menter A, Tyring SK, Gordon K, et al. Adalimumab therapy for moderate to 

severe psoriasis: A randomized, controlled phase III trial. J Am Acad Dermatol. 2008; 

58(1): 106-15. 

[31] Gordon KB, Langley RG, Leonardi C, et al. Clinical response to adalimumab 

treatment in patients with moderate to severe psoriasis: double-blind, randomized 

controlled trial and open label extension study. J Am Acad Dermatol. 2006; 55(4): 

598-606. 

[32] Singh JA, Wells GA, Christensen R, et al. Adverse effects of biologics: a network 

meta-analysis and Cochrane overview. Cochrane Database Syst Rev. 2011; 

2011(2): CD008794. 

[33] Blauvelt A, Reich K, Lebwohl M, et al. Certolizumab pegol for the treatment of 

patients with moderate-to-severe chronic plaque psoriasis: pooled analysis of week 

16 data from three randomized controlled trials. JEADV 2019; 33: 546–552. 

[34] Gottlieb AB, Blauvelt A, Thaci D et al. Certolizumab pegol for the treatment of 

chronic plaque psoriasis: results through 48 weeks from 2 phase 3, multicenter, 

randomized, double-blinded, placebo-controlled studies (CIMPASI-1 and CIMPASI-

2). J Am Acad Dermatol 2018; 79: 302–14.e6. 

[35] Lebwohl M, Blauvelt A, Paul C et al. Certolizumab pegol for the treatment of 

chronic plaque psoriasis: results through 48 weeks of a phase 3, multicenter, 

randomized, double-blind, etanercept- and placebo-controlled study (CIMPACT). J 

Am Acad Dermatol 2018; 79: 266–276.e5. 

[36] Sofen H, Smith S, Matheson RT, et al. Guselkumab (an IL-23-specific mAb) 

demonstrates clinical and molecular response in patients with moderate-to-severe 

psoriasis. J Allergy Clin Immunol 2014; 133: 1032-1040. 

[37] Zhuang Y, Calderon C, Marciniak SJ Jr, et al. First-in-human study to assess 

guselkumab (anti-IL-23 mAb) pharmacokinetics/safety in healthy subjects and 

patients with moderate-to-severe psoriasis. Eur J Clin Pharmacol 2016; 72: 1303-

1310. 



33	
	

[38] Gordon KB, Duffin KC, Bissonnette R, et al. A phase 2 trial of guselkumab 

versus adalimumab for plaque psoriasis. N Engl J Med 2015; 373: 136-144. 

[39] Blauvelt A, Papp KA, Griffiths CE, et al. Efficacy and safety of guselkumab, an 

anti-interleukin-23 monoclonal antibody, compared with adalimumab for the 

continuous treatment of patients with moderate to severe psoriasis: Results from the 

phase III, double-blinded, placebo- and active comparator-controlled VOYAGE 1 

trial. J Am Acad Dermatol 2017; 76: 405-417. 

[40] Reich K, Armstrong AW, Foley P, et al. Efficacy and safety of guselkumab, an 

anti-interleukin-23 monoclonal antibody, compared with adalimumab for the 

treatment of patients with moderate to severe psoriasis with randomized withdrawal 

and retreatment: Results from the phase III, double blind, placebo- and active 

comparator-controlled VOYAGE 2 trial. J Am Acad Dermatol 2017; 76: 418-431. 

[41] Tao XB, Huang YQ, Zhou YH, et al. Efficacy and safety of guselkumab for the 

treatment of patients with moderate-to-severe plaque psoriasis: A metaanalysis of 

randomized clinical trials. Trop J Pharm Res. 2020; 19(2): 434. 

[42] Gordon KB, Blauvelt A, Papp KA, et al. Phase 3 Trials of Ixekizumab in 

Moderate-to-Severe Plaque Psoriasis. N Engl J Med. 2016; 375(4): 345-56. 

[43] Tada Y, Watanabe R, Noma H, et al. Short-term effectiveness of biologics in 

patients with moderate-to -severe plaque psoriasis: A systematic review and network 

meta-analysis. J Dermatol Sci. 2020; 99(1): 53-61. 

[44] Yamada A, Wang J, Komaki Y, et al. Systematic review with meta-analysis: risk 

of new onset IBD with the use of anti-interleukin-17 agents. Aliment Pharmacol Ther. 

2019; 50(4): 373-385. 

[45] Ohtsuki M, Fujita H, Watanabe M, et al. Efficacy and safety of risankizumab in 

Japanese patients with moderate to severe plaque psoriasis: Results from the 

SustaIMM phase 2/3 trial. J Dermatol. 2019; 46(8): 686-694. 

[46] Gordon KB, Strober B, Lebwohl M, et al. Efficacy and safety of risankizumab in 

moderate-to-severe plaque psoriasis (UltIMMa-1 and UltIMMa-2): results from two 

double-blind, randomised, placebo-controlled and ustekinumab-controlled phase 3 

trials. Lancet. 2018; 392(10148): 650-661. 



34	
	

[47] Langley RG, Elewski BE, Lebwohl M, et al. Secukinumab in plaque psoriasis--

results of two phase 3 trials. N Engl J Med. 2014; 371(4): 326-38. 

[48] Ohtsuki M, Morita A, Abe M, et al. Secukinumab efficacy and safety in Japanese 

patients with moderate-to-severe plaque psoriasis: subanalysis from ERASURE, a 

randomized, placebo-controlled, phase 3 study. J Dermatol. 2014; 41(12): 1039-46. 

[49] Van de Kerkhof PCM, Griffiths CEM, Reich K, et al. Secukinumab long-term 

safety experience: A pooled analysis of 10 phase II and III clinical studies in patients 

with moderate to severe plaque psoriasis. J Am Acad Dermatol. 2016; 75(1): 83-

98.e4. 

[50] Igarashi A, Kato T, Kato M, et al. Efficacy and safety of ustekinumab in Japanese 

patients with moderate-to-severe plaque-type psoriasis: long-term results from to 

phase 2/3 clinical trial. J Dermatol. 2012; 39(3): 242-52. 

[51] Papp KA, Langley RG, Lebwohl M, et al. Efficacy and safety of ustekinumab, to 

human interleukin-12/23 monoclonal antibody, in patients with psoriasis: 52-week 

results from to randomised, double-blind, placebo-controlled trial (PHOENIX 2). 

Lancet. 2008; 371(9625):1675-84. 

[52] Leonardi CL, Kimball AB, Papp KA, et al. Efficacy and safety of ustekinumab, to 

human interleukin-12/23 monoclonal antibody, in patients with psoriasis: 76-week 

results from to randomised, double-blind, placebo-controlled trial (PHOENIX 1). 

Lancet. 2008; 371(9625): 1665-74. 

[53] Zhu X, Zheng M, Song M, et al. Efficacy and safety of ustekinumab in Chinese 

patients with moderate to severe plaque-type psoriasis: results from to phase 3 

clinical trial (LOTUS). J Drugs Dermatol. 2013; 12(2):166-74. 

[54] Tsai TF, Ho JC, Song M, et al. Efficacy and safety of ustekinumab for the 

treatment of moderate to-severe psoriasis: to phase III, randomized, placebo-

controlled trial in Taiwanese and Korean patients (PEARL). J Dermatol Sci. 2011; 

63(3): 154-63. 

[55] Papp K A, Griffiths CEM, Gordon K, et al. Long-Term Safety of Ustekinumab in 

Patients with Moderate-to-Severe Psoriasis: Final Results from 5 Years of Follow-

Up. Br J Dermatol. 2013; 168(4): 844-54. 



35	
	

[56] Gottlieb AB, Matheson RT, Lowe N, et al. A randomized trial of etanercept as 

monotherapy for psoriasis. Arch Dermatol. 2003; 139(12): 1627-32; discussion 

1632. 

[57] Krueger GG, Langley RG, Finlay AY, et al. Patient-Reported Outcomes of 

Psoriasis Improvement with Etanercept Therapy: Results of a Randomized Phase 

III Trial. British Journal of Dermatology 2005; 153(6): 1192-99. 

[58] Micali G, Wilsmann-Theis D, Mallbris L, et al. Etanercept reduces symptoms 

and severity of psoriasis after cessation of cyclosporine therapy: results of the 

SCORE study. Acta Derm Venereol. 2015; 95(1): 57-61. 

[59] Carrascosa JM, Rebollo F, Gómez S, et al. Effects of Etanercept on the Patient-

Perceived Results (PROs) in Patients with Moderate-To-Severe Plaque Psoriasis: 

Systematic Review of the Literature and Meta-Analysis. J Dermatolog Treat. 2018; 

29(8): 806-811. 

[60] Reich K, Nestle FO, Papp K, et al. Improvement in quality of life with infliximab 

induction and maintenance therapy in patients with moderate-to-severe psoriasis: a 

randomized controlled trial. Br J Dermatol. 2006; 154:1161-8. 

[61] Menter A, Feldman SR, Weinstein GD, et al. A randomized comparison of 

continuous vs. intermittent infliximab maintenance regimens over 1 year in the 

treatment of moderate-to severe plaque psoriasis. J Am Acad Dermatol. 2007; 

56:31.e1-15. 

[62] Reich K, Nestle FO, Papp K, et al. Infliximab induction and maintenance therapy 

for moderate-to-severe psoriasis: a phase III, multicentre, double-blind trial. Lancet. 

2005; 366:1367-74. 

[63] Torii H, Nakagawa H, Japanese Infliximab Study. Infliximab monotherapy in 

Japanese patients with moderate-to-severe plaque psoriasis and psoriatic arthritis. 

A randomized, double-blind, placebo-controlled multicenter trial. J Dermatol Sci. 

2010; 59: 40-9. 

[64] Yang HZ, Wang K, Jin HZ, et al. Infliximab monotherapy for Chinese patients 

with moderate to severe plaque psoriasis: a randomized, double-blind, placebo-

controlled multicenter trial. Chin Med J (Engl) 2012; 125:1845-51. 



36	
	

[65] Reich K, Gooderham M, Green L, et al. The efficacy and safety of apremilast, 

etanercept and placebo in patients with moderate-to-severe plaque psoriasis: 52-

week results from a phase IIIb, randomized, placebo-controlled trial (LIBERATE). J 

Eur Acad Dermatol Venereol. 2017; 31(3): 507-517. 

[66] Crowley J, Thaçi D, Joly P, et al. Long-term safety and tolerability of apremilast 

in patients with psoriasis: Pooled safety analysis for ≥156 weeks from 2 phase 3, 

randomized, controlled trials (ESTEEM 1 and 2). J Am Acad Dermatol. 2017; 77(2): 

310-317.e1. 

[67] Paul C, Cather J, Gooderham M, et al. Efficacy and safety of apremilast, an oral 

phosphodiesterase 4 inhibitor, in patients with moderate-to-severe plaque psoriasis 

over 52 weeks: a phase III, randomized controlled trial (ESTEEM 2). Br J Dermatol. 

2015; 173(6): 1387-99. 

[68] Sbidian E, Chaimani A, Afach S, et al. Systemic pharmacological treatments for 

chronic plaque psoriasis: a network meta-analysis (Review). Cochrane Database of 

Systematic Reviews 2020; 1: CD011535. 

[69] Shavit E, Shear NH. An update on the safety of apremilast for the treatment of 

plaque psoriasis. Expert Opin Drug Saf. 2020; 19(4): 403-408. 

[70] Boztepe G, Karaduman A, Sahin S, et al. Maintenance narrow-band UVB for 

psoriasis. The effect of maintenance narrow-band ultraviolet B therapy on the 

duration of remission for psoriasis: a prospective randomized clinical trial. 

International Journal of Dermatology 2006; 45: 245–250. 

[71] Gottlieb AB, Langley RG, Philipp S, et al. Secukinumab Improves Physical 

Function in Subjects With Plaque Psoriasis and Psoriatic Arthritis: Results from Two 

Randomized, Phase 3 Trials. J Drugs Dermatol. 2015; 14(8): 821-33. 

[72] Thaçi D, Blauvelt A, Reich K, et al. Secukinumab is superior to ustekinumab in 

clearing skin of subjects with moderate to severe plaque psoriasis: CLEAR, a 

randomized controlled trial. J Am Acad Dermatol. 2015; 73(3): 400-9. 

[73] Bagel J, Nia J, Hashim PW, et al. Secukinumab is Superior to Ustekinumab in 

Clearing Skin in Patients with Moderate to Severe Plaque Psoriasis (16-Week 

CLARITY Results). Dermatol Ther (Heidelb). 2018; 8(4): 571-579. 



37	
	

[74] Bagel J, Blauvelt A, Nia J, et al. Secukinumab maintains superiority over 

ustekinumab in clearing skin and improving quality of life in patients with moderate 

to severe plaque psoriasis: 52-week results from a double-blind phase 3b trial 

(CLARITY). J Eur Acad Dermatol Venereol. 2020 May 4. doi: 10.1111/jdv.16558 

[Ahead of print]. 

[75] Paul C, Griffiths CEM, van de Kerkhof PCM, et al. Ixekizumab provides superior 

efficacy compared with ustekinumab over 52 weeks of treatment: Results from 

IXORA-S, a phase 3 study. J Am Acad Dermatol. 2019; 80(1): 70-79.e3. 

[76] Diels J, Thilakarathne P, Cameron C, et al. Adjusted treatment COMPArisons 

between guSelkumab and uStekinumab for treatment of moderate-to-severe plaque 

psoriasis: the COMPASS analysis. Br J Dermatol. 2020; 183(2): 276-284. 

[77] Papp KA, Blauvelt A, Bukhalo M, et al. Risankizumab versus Ustekinumab for 

Moderate-to-Severe Plaque Psoriasis. N Engl J Med. 2017; 376(16): 1551-1560. 

[78] Gordon KB, Duffin KC, Bissonnette R, et al. A Phase 2 Trial of Guselkumab 

versus Adalimumab for Plaque Psoriasis. N Engl J Med 2015; 373: 136-144. 

[79] Reich K, Gooderham M, Thaçi D, et al. Risankizumab compared with 

adalimumab in patients with moderate-to-severe plaque psoriasis (IMMvent): a 

randomised, double-blind, active-comparator-controlled phase 3 trial. The Lancet 

2019; 394(10198): 576-86. 

[80] Warren RB, Blauvelt A, Poulin Y, et al. Efficacy and safety of risankizumab vs. 

secukinumab in patients with moderate-to-severe plaque psoriasis (IMMerge): 

results from a phase III, randomized, open-label, efficacy-assessor-blinded clinical 

trial. Br J Dermatol. 2020 Jun 28. doi: 10.1111/bjd.19341. Online ahead of print. 

[81] Raimondo N, Echeverría C, Stengel F, et al. Biosimilares: consenso de expertos 

de la Sociedad Latinoamericana de Psoriasis (SOLAPSO) en Argentina. Medicina 

(Buenos Aires) 2018; 78: 272-81. 

[82] Griffiths CEM, Thaçi D, Gerdes S, et al. The EGALITY study: a confirmatory, 

randomized, double-blind study comparing the efficacy, safety and immunogenicity 

of GP2015, a proposed etanercept biosimilar, vs. the originator product in patients 

with moderate-to-severe chronic plaque-type psoriasis. Br J Dermatol. 2017; 176(4): 

928-938. 



38	
	

[83] Papp K, Bachelez H, Costanzo A, et al. Clinical similarity of biosimilar ABP 501 

to adalimumab in the treatment of patients with moderate to severe plaque psoriasis: 

A randomized, double-blind, multicenter, phase III study. JAAD 2017; 76(6): 1093-

1102. 

[84] Jørgensen KK, Olsen IC, Goll GL, et al; NOR-SWITCH study group. Switching 

from originator infliximab to biosimilar CT-P13 compared with maintained treatment 

with originator infliximab (NOR-SWITCH): a 52-week, randomised, double-blind, 

non-inferiority trial. Lancet. 2017; 389(10086): 2304-2316. 

[85] van Marum RJ. Underrepresentation of the elderly in clinical trials, time for 

action. Br J Clin Pharmacol. 2020;86:2014–2016. 

[86] Takeuchi T, Tatsuki Y, Nogami Y, et al. Postmarketing surveillance of the safety 

profile of infliximab in 5000 Japanese patients with rheumatoid arthritis. Ann Rheum 

Dis 2008; 67: 189–194. 

[87] Chiricozzi A, Pavlidis A, Dattola A, et al. Efficacy and safety of infliximab in 

psoriatic patients over the age of 65. Expert Opin Drug Saf. 2016; 15(11): 1459-

1462. 

[88] Fleischmann R, Baumgartner SW, Weisman MH, et al. Long term safety of 

etanercept in elderly subjects with rheumatic diseases. Ann Rheum Dis 2006; 65: 

379–384. 

[89] Grozdev IS, Van Voorhees AS, Gottlieb AB, et al. Psoriasis in the elderly: from 

the medical board of the National Psoriasis Foundation. J Am Acad Dermatol 2011; 

65: 537–545. 

[90] Militello G, Xia A, Stevens SR, et al. Etanercept for the treatment of psoriasis in 

the elderly. J Am Acad Dermatol.2006; 55: 517–519. 

[91] Chevillotte-Maillard H, Ornetti P, Mistrih R, et al. Survival and safety of treatment 

with infliximab in the elderly population. Rheumatology (Oxford) 2005; 44: 695–696. 

[92] Busquets N, Carmona L, Surıs X. Systematic review: safety and efficacy of anti-

TNF in elderly patients. Reumatol Clin. 2011; 7: 104–112. 

[93] Bogas M, Leandro MJ. Biologic therapy and pregnancy: a systematic literature 

review. Acta Reumatol Port 2011; 36: 219–232. 



39	
	

[94] Yiu ZZ, Griffiths CE, Warren RB. Safety of biological therapies for psoriasis: 

effects on reproductive potential and outcomes in male and female patients. Br J 

Dermatol 2014; 171: 485–491. 

[95] Bae YS, Van Voorhees AS, Hsu S, et al. Review of treatment options for 

psoriasis in pregnant or lactating women: from the medical board of the National 

Psoriasis Foundation. J Am Acad Dermatol 2012; 67: 459–477. 

[96] Clowse MEB, Scheuerle AE, Chambers C, et al. Pregnancy Outcomes After 

Exposure to Certolizumab Pegol: Updated Results From a Pharmacovigilance 

Safety Database. Arthritis Rheumatol. 2018; 70(9): 1399-1407. 

[97] Reynolds KA, Pithadia DJ, Erica B Lee EB, et al. A systematic review of 

treatment strategies for erythrodermic psoriasis. J Dermatolog Treat. 2019; 1-7. doi: 

10.1080/09546634.2019.1689228. [Ahead of print]. 

[98] Levin EC, Debbaneh M, Koo J, et al. Biologic therapy in erythrodermic and 

pustular psoriasis. J Drugs Dermatol 2014; 13: 342–354. 

[99] Falto-Aizpurua LA, Martin-Garcia RF, Carrasquillo OY, et al. Biological therapy 

for pustular psoriasis: a systematic review. Int J Dermatol. 2020; 59(3): 284-296. 

[100] Kolalapudi SA. Efficacy of low-dose acitretin in palmoplantar psoriasis. JAAD 

2018; 79(3): AB124. 

[101] Sezer E, Erbil AH, Kurumlu Z, et al. Comparison of the efficacy of local narrow 

band ultraviolet B (NB-UVB) phototherapy versus psoralen plus ultraviolet A (PUVA) 

paint for palmoplantar psoriasis. J Dermatol. 2007; 34(7): 435-40. 

[102] Bissonnette R, Haydey R, Rosoph LA, et al. Apremilast for the treatment of 

moderate-to-severe palmoplantar psoriasis: results from a double-blind, placebo-

controlled, randomized study. J Eur Acad Dermatol Venereol. 2018; 32(3):403-410. 

[103] Obeid G, Do G, Kirby L, et al. Interventions for chronic palmoplantar pustulosis. 

Cochrane Database Syst Rev. 2020; 1(1): CD011628. 

[104] Thaci D, Unnebrink K, Sundaram M, et al. Adalimumab for the Treatment of 

Moderate to Severe Psoriasis: Subanalysis of Effects on Scalp and Nails in the 

BELIEVE Study. JEADV 2015; 29(2): 353–60. 



40	
	

[105] Bagel J, Lynde C, Tyring S, et al. Moderate to Severe Plaque Psoriasis with 

Scalp Involvement: A Randomized, Double-Blind, Placebo-Withtrolled Study of 

Etanercept. Journal of the American Academy of Dermatology 2012; 67(1): 86–92. 

[106] Noda S, Mizuno K, Adachi M. Treatment effect of adalimumab and infliximab 

in Japanese psoriasis patients: results in a single community-based hospital. J 

Dermatol. 2012; 39(3): 265-8. 

[107] Rich P, Gooderham M, Bachelez H, et al. Apremilast, an oral 

phosphodiesterase 4 inhibitor, in patients with difficult-to-treat nail and scalp 

psoriasis: Results of 2 phase III randomized, controlled trials (ESTEEM 1 and 

ESTEEM 2). J Am Acad Dermatol. 2016; 74(1): 134-42. 

[108] Puig L, Ribera M, Hernanz JM, et al. Treatment of scalp psoriasis: review of 

the evidence and Delphi consensus of the Psoriasis Group of the Spanish Academy 

of Dermatology and Venereology. Actas Dermosifiliogr 2010; 101: 827–846. 

[109] Leonardi C, Langley RG, Papp K, et al. Adalimumab for treatment of moderate 

to severe chronic plaque psoriasis of the hands and feet: efficacy and safety results 

from REACH, a randomized, placebo-controlled, double-blind trial. Arch Dermatol. 

2011; 147(4): 429-36. 

[110] Rich P, Griffiths CEM, Reich K, et al. Baseline nail disease in patients with 

moderate to severe psoriasis and response to treatment with infliximab during 1 

year. J Am Acad Dermatol. 2008; 58(2): 224-31. 

[111] Paul C, Reich K, Gottlieb AB, et al. Secukinumab improves hand, foot and nail 

lesions in moderate-to-severe plaque psoriasis: subanalysis of a randomized, 

double-blind, placebo-controlled, regimen-finding phase 2 trial. J Eur Acad Dermatol 

Venereol. 2014; 28(12): 1670-5. 

[112] Rich P, Bourcier M, Sofen H, et al. Ustekinumab improves nail disease in 

patients with moderate-to-severe psoriasis: results from PHOENIX 1. Br J Dermatol. 

2014; 170(2): 398-407. 

[113] Reynolds KA, Pithadia DJ, Lee EB, et al. Treatments for inverse psoriasis: a 

systematic review. J Dermatolog Treat. 2019; 1-8. 

 


	tapa_ingles.pdf
	guia_english.pdf

