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Abstract
The current French guidelines for the treatment of psoriasis date from 2019 and 
do not include the most up-to-date interventions. The Psoriasis Research Group 
of the French Society of Dermatology has developed new guidelines to provide 
updated decision-making algorithms for the systemic treatment of adult patients 
with moderate-to-severe psoriasis. The algorithms were created following a thor-
ough review of existing psoriasis treatment guidelines and recent publications on 
new systemic therapies not included in previous recommendations. They propose 
updated treatment strategies that combine established and emerging systemic 
therapies for patients with plaque psoriasis and psoriatic arthritis. The working 
group recommends methotrexate, adalimumab or ustekinumab as the primary 
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I N TRODUC TION

The last French guidelines for systemic treatment of pso-
riasis were published in 2019. Since then, there have been 
notable advances in therapeutic options available for the 
treatment of psoriasis and psoriatic arthritis (PsA). Several 
new drugs are now available, including inhibitors of the p19 
unit of interleukin-23 (IL-23p19) and of tyrosine kinase 2 
(TYK2) inhibitor (i).

Objectives

This review aims to develop guidelines that include the 
new systemic treatments and their regimens and provide 
a systemic treatment algorithm that includes non-targeted 
systemic treatments, targeted synthetic and biologic treat-
ments for moderate-to-severe psoriasis in adults without 
symptomatic comorbidities. Another objective includes the 
provision of guidance on the systemic treatment options ac-
cording to types of psoriasis and/or specific populations or 
comorbidities. Topical treatments and the treatment of pso-
riasis in children are not discussed in these guidelines.

Target audience

The guidelines were developed to assist dermatologists, 
rheumatologists and other clinicians involved in the care of 
patients with psoriasis with or without PsA. The guidelines 
will also assist specialist nurses and allied health profession-
als in the assessment of treatment response, drug sequenc-
ing and switching and will provide information to people 
with psoriasis who are interested in management guidance 
of their disease.

M ETHOD

The Psoriasis Research Group (GrPso) of the French Society 
of Dermatology initiated a standardized recommendation 
process for psoriasis. A multidisciplinary working group 
(WG) composed of 22 physicians (dermatologists, rheu-
matologists, immunologists and general practitioners) 

working with three members of the GrPso (HA, MMR, EB) 
was formed. Five out of 22 WG members presented con-
flicts of interest (one as a speaker; others have been invited 
to attend conferences) (Appendix  S1). A strict methodol-
ogy was followed1; the framework of the recommendations 
was defined by French experts in the field (members of the 
GrPso) with both private- and hospital-based activities 
working with patient associations that support people with 
psoriasis (France Psoriasis foundation) (Table  1). These 
guidelines are an update of the French guidelines published 
in 2019. The systematic approach to assess and adapt ex-
isting guidelines (ADAPTE) method2 was used for thera-
peutic agents already incorporated into existing guidelines, 
such as phototherapy, ‘non-targeted’ treatments (such as 
acitretin, ciclosporin, methotrexate), biologicals target-
ing tumour necrosis factor (TNF) (such as adalimumab, 
etanercept, certolizumab pegol, infliximab) and biologicals 
targeting IL-12/23p40 (such as ustekinumab), IL-17A (such 

systemic treatment for patients with psoriasis without symptomatic comorbidities. 
Additionally, the guidelines include specific recommendations for long-term man-
agement in cases of insufficient response or low disease activity, as well as for treat-
ing specific types of psoriasis and managing patients with comorbid conditions or 
those planning a pregnancy.

K E Y W O R D S
arthritis, atherosclerosis, biological therapy, depression, diabetes mellitus, guidelines, heart diseases, 
hepatitis B, hepatitis C, HIV infections, inflammatory bowel diseases, kidney diseases, liver diseases, 
multiple sclerosis, neoplasms, obesity, pregnancy, psoriasis, psoriatic, surgical procedures, transplant 
recipients, tuberculosis, vaccination

Why was this study undertaken?

•	 This paper presents the updated French recom-
mendations for moderate-to-severe plaque pso-
riasis in adults.

What does this study add?

•	 The working group suggests that adalimumab or 
ustekinumab may be offered as first-line treat-
ments to methotrexate.

•	 For very severe psoriasis (body surface area (BSA) 
>50%) and high-burden disease, treatment with 
IL-23i or IL-17i may be prescribed as first-line 
systemic treatment.

What are the implications of this study for 
disease understanding and/or clinical care?

•	 This update to the recommendations gives der-
matologists a clear therapeutic algorithm incor-
porating the latest treatments, tailored to patients' 
comorbidities.
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as ixekizumab, secukinumab), IL-17A and IL-17F (such as 
bimekizumab), IL-17 receptor-A (IL-17RA) (such as broda-
lumab) and IL-23p19 (such as guselkumab, risankizumab, 
tildrakizumab), as well as synthetic targeted therapies (such 
as apremilast, deucravacitinib). The WG systematically 

reviewed the literature to identify existing recommenda-
tions on psoriasis in the MEDLINE database from January 
2017–December 2023 (the search strategy is outlined in 
Appendix  S2). We also incorporated the updated EULAR 
recommendations for 2024, as these were published after the 

T A B L E  1   Overview of topics and key questions in relation to comorbidities and special patient populations issues.

Topic Question(s)

Particular forms or location of psoriasis How should psoriasis patients with generalized pustular psoriasis be managed?
How should patient with nail psoriasis be managed?
How should psoriasis patients with erythrodermic psoriasis be managed?
How should psoriasis patients with palmoplantar pustular psoriasis be managed?

Psoriatic arthritis How should psoriasis patients with concomitant psoriatic arthritis be managed?

Atherosclerotic cardiovascular How should psoriasis patients with risk of atherosclerotic cardiovascular disease be managed?

Heart disease How should psoriasis patients with heart failure be managed?

Diabetes How should psoriasis patients with diabetes be managed?

Obesity How should psoriasis patients with obesity be managed?

Depression How should psoriasis patients with depression or psychiatric disorders be managed?

Kidney disease How should psoriasis patients with kidney impairment be managed?

Liver disease (fibrosis, cirrhosis) How should psoriasis patients with liver disease (fibrosis, cirrhosis) be managed?

Inflammatory bowel disease How should psoriasis patients with inflammatory bowel disease be managed?

Neurology Which treatments are appropriate for psoriasis patients with multiple sclerosis?

Transplant patients How to manage psoriasis in patients with organ transplant?

Cancer What is the risk of cancer associated with systemic treatments in patients with psoriasis?
How to manage psoriasis in patients with a history of cancer or active cancer?

Tuberculosis How to screen for tuberculosis before and during biologic treatment?
How to manage psoriasis in patients with positive tuberculosis test results?

HIV infection How to manage psoriasis in patients with HIV infection?

Viral hepatitis How to manage psoriasis in patients with viral hepatitis?

Vaccinations How should vaccinations in people with psoriasis who are planning or receiving systemic 
immune-modifying treatment be managed?

Surgery and perioperative period How should psoriasis patients be managed in the perioperative period?

Trying to conceive, pregnancy, breastfeeding and 
paternal use

How should female psoriasis patients who wish to become pregnant in the near future be 
treated?
How should women with psoriasis who are pregnant be treated?
How should breastfeeding women with psoriasis be treated?
How should men with psoriasis who are trying to conceive be treated?

T A B L E  2   Expression of the strength of the recommendations suggested by the GRADE Working Group.

Strength of recommendation 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.
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literature review incorporating the previous version of the 
guidelines.3 For some treatments and/or specific situations, 
in the absence of existing recommendations, systematic re-
views of existing meta-analyses were carried out January 
2017–January 2025 (if no data were available, systematic 
reviews were carried out of randomized controlled trials 
or large-scale prospective or retrospective studies) using 

MEDLINE and the Cochrane Library databases. The search 
strategies are available in Appendix S3. Then, the method-
ology and risk of bias of the guidelines were independently 
assessed by two members of the WG using Appraisal of 
Guidelines for REsearch & Evaluation II (AGREE) scale 
for guidelines4 and Assessing Methodological quality for 
SysTemAtic Reviews (AMSTAR) for systematic reviews.5 

T A B L E  3   Efficacy and safety data for biological or targeted synthetic therapies in psoriasis.

Target

Treatment
(administration 
mode)

Administration scheme

Efficacy* 
(PASI 90 to W24)

Safety*

Survival time

Initial treatment Maintenance At 1 y At 3 y

TNF Infliximab
(IV, pen, syringe)

IV: 5 mg/kg 
W0, W2, W6

IV: 5 mg/kg / 8W

53% 5.3%

56% 26%

Etanercept
(pen, syringe)

50 mg 2x per W for 12 W 50 mg / W

24% 1.7%

49% 19%

Adalimumab
(pen, syringe)

80 mg W0, 40 mg W1 40 mg / 2W

48% 2.5%

56% 26%

Certolizumab
(pen, syringe)

400 mg
W0, W2, W4

200 mg (or 400 mg) / 2W

43% 2.6%

52% 27%

IL-12/23 Ustekinumab
(pen, syringe)

45 mg
W0, W4

45 mg / 12W

51% 2.3%

76% 41%

if patient is >100 kg: 90mg

IL-17 Secukinumab
(pen, syringe)

300 mg W0, W1, W2, W3, W4 300 mg / 4W

69% 2.8%

67% 37%

Ixekizumab
(pen, syringe)

2 x 80 mg W0
80 mg W2, W4, W6, W8, 
W10, W12

80 mg / 4W

72% 2.3%

70% 41%

Bimekizumab
(pen, syringe)

320 mg W0, W4, W8, W12, 
W16

320 mg / 8W

86% 1.6%

- -

Brodalumab
(syringe)

210 mg W0, W1, W2 210 mg / 2W

70% 1.7%

69% 31%

IL-23 Guselkumab
(pen, syringe)

100 mg W0, W4 100 mg / 8W

67% 2.7%

78% -

Risankizumab
(pen, syringe)

150 mg W0, W4 150 mg / 12W

72% 2.7%

82%

Tildrakizumab
(pen, syringe)

100 mg W0, W4 100 mg / 12W

37% 1.3%

- -

Or 200 mg if high-disease burden and patient is over-
weight)

PDE4 Apremilast
(oral)

Start with 10 mg on day 1, 
increasing by 10 mg daily 
over one week until reaching 
30 mg twice daily

30 mg twice daily

12% 1.8%

- -

TYK2 Deucravacitinib
(oral)

6 mg/d 6 mg/d

32% 1.9%

- -

*The efficacy and safety profiles of various biologic therapies for psoriasis, based on the findings of the Cochrane meta-analysis ‘Systemic pharmacological treatments for 
chronic plaque psoriasis: a network meta-analysis’.(Sbidian, 2023, PMID: 37436070) figures quoted are based on anticipated absolute effects derived from network meta-
analyses of licensed biologic doses only. Efficacy and safety data are calculated by subtracting placebo efficacy from full efficacy. Safety is the proportion of patients with 
serious adverse events at the induction phase. IL, interleukin; PASI, Psoriasis Area and Severity Index; PDE4, phosphodiesterase 4; TNF, tumour necrosis factor; TYK2, 
tyrosine kinase 2; W, week.
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T A B L E  4   Summary of the clinical assessments associated with non-targeted systemic treatments and targeted therapies for psoriasis.

Management

Non-targeted systemic treatments

Phototherapy Methotrexate Ciclosporin Acitretin

Information for 
the patient

•	 Long-term risk 
of skin cancer, 
synergistic effects 
of additional UV 
exposure during 
leisure time or 
self-treatment.

•	 Make sure that the 
patient wears goggles 
and protection for 
chronic sun-exposed 
areas (face, neck) 
and genital regions 
during the session.

•	 Adequate contraception 
for women. After the end 
of treatment, continued 
contraception is recommended 
for only 1 day in women 
(contraception should be 
continued until the end of 
treatment and conception is 
possible as soon as contraception 
is stopped).

•	 Inform the patient on how to 
take the drug (OW) and about 
early symptoms of AE.

•	 Ciclosporin is 
permitted during 
pregnancy but may 
increase the probability 
of pregnancy-related 
complications. Reliable 
contraception is advised 
(note that the efficacy 
of progesterone-
containing 
contraceptives can be 
reduced). Avoidance of 
excessive sun exposure.

•	 Follow national 
cancer screening 
recommendations 
(breast, cervix, colon)

•	 Teratogenic risk and necessity 
of long-term effective 
contraception (at least 3 years 
after discontinuation). 
Provide written information.

•	 Alcohol avoidance.
•	 Blood donation is forbidden 

during treatment and for up 
to three years after cessation 
of treatment.

•	 Contact lenses should be used 
with caution.

Clinical 
examination 
before treatment

Objective assessment of the disease (PASI/PGA/BSA/arthritis/DLQI)

•	 Preneoplastic 
skin lesions and 
malignant skin 
lesions.

•	 Dysplastic nevi.
•	 Concomitant 

medication 
(phototoxic and 
immunosuppressive 
drugs).

•	 Past or active infection.
•	 Medical history of liver disease 

and respiratory failure.
•	 Concomitant medication.
•	 Vaccination status.

•	 Medical history of 
arterial hypertension, 
malignancies, renal and 
liver diseases.

•	 Past or active infection.
•	 Malignancies.
•	 Blood pressure 

measurement on two 
separate occasions.

•	 Concomitant 
medication.

•	 Vaccination status.

•	 Concomitant medication.
•	 Medical history of liver 

disease and metabolic 
syndrome.

Clinical 
examination 
during treatment

Objective assessment of the disease (PASI/PGA/BSA/arthritis/DLQI) and evaluation of patient satisfaction

•	 Control erythema 
before dosage and 
increase and record 
UV dose.

•	 Record the 
cumulative UV dose 
and the number of 
sessions.

•	 Lifelong screening 
of skin cancer is 
mandatory.

•	 AE: fatigue, nausea, vomiting, 
gastro-intestinal and mucosal 
ulcerations, signs of liver 
cirrhosis and respiratory failure, 
persistent cough.

•	 Active or chronic infection.
•	 Cancer.

•	 AE: signs of renal 
impairment, 
nausea, diarrhoea, 
hypertrichosis, 
gingival hyperplasia, 
paraesthesia.

•	 Blood pressure 
measurement.

•	 Active or chronic 
infection.

•	 Cancer.
•	 Skin cancer screening.
•	 Regular gynaecological 

screening for 
papillomavirus 
infection.

•	 AE: hypervitaminosis A 
(cheilitis, xerosis), headache, 
conjunctivitis.

Management

Targeted therapies

TNFi Biologics (except TNFi) and deucravacitinib Apremilast

Information 
for the patient

•	 Possible weight gain during treatment.
•	 Increased risk of infection.
•	 Evaluate contraception*.
•	 Follow national cancer screening 

recommendations (breast, cervix, 
colon).

•	 Rare cases of hypoglycaemia during 
treatment in diabetic patients.

•	 Increased risk of infection (notably fungal 
infections for IL-17i).

•	 Evaluate contraception*.
•	 Follow national cancer screening 

recommendations (breast, cervix, colon).

•	 Risk of diarrhoea and nausea 
after treatment initiation.

•	 Increased risk of infection.
•	 Risk of depression.
•	 Evaluate contraception*.
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A total of 18 existing guidelines obtained a total AGREE 
II score ≥ 70 and were considered for the present guide-
lines (Appendices S4–S6).6–21 After analysing the methods, 
objectives, results and biases of included studies, the WG 
established recommendations using phrasing suggested 
by the GRADE Working Group to standardize the word-
ing of all recommendations (see Table  2).22 Details of the 
data used for all the recommendations are available in the 
Appendix S7. Then, seven experts (Appendix S1) were inter-
viewed specifically for recommendations with low certainty 
of evidence, and their comments were incorporated into the 
manuscript as ‘expert opinion’. Last, the WG submitted its 
recommendations to a multidisciplinary panel of 27 review-
ers (mainly dermatologists or practitioners involved in the 
management of associated comorbidities), such as gastro-
enterologists and rheumatologists, as well as two patients 
with psoriasis (one dermatologist did not want to be cited 
in the acknowledgements), who scored each recommenda-
tion from 1 to 9 (1 = total disagreement; 9 = total agreement) 
to assess the internal consistency of the recommendations 
and their practical applicability. Ratings had to be based on 
a synthesis of the published literature attached to the ques-
tionnaire and the reviewers' experience in the relevant field. 
If at least 80% of the reviewers gave a score of ≥7, the recom-
mendation was retained. Otherwise, the recommendation 

was discussed again within the WG and possibly modified 
before being resubmitted to the reviewers.

GU IDE LI N E S ON SYSTE M IC 
TR E ATM E N TS FOR 
MODER ATE -TO - SEV ER E PSOR I ASIS

Systemic treatments options for psoriasis

The specificity of each systemic treatment for psoriasis (dos-
ing scheme, efficacy, adverse events, contraindications) is 
listed in Appendices  S8 and S9. More-frequent side effects 
have been collected in the SmPC (summary of product 
characteristics). In the post-clinical data, newer generation 
drugs have fewer reported side effects than older treatments. 
For each intervention, the short-term (weeks 8–24) efficacy 
and safety of the drugs were presented using Psoriasis Area 
and Severity Index 75% (PASI 75) and PASI 90, and the oc-
currence of serious adverse events was noted based on the 
Cochrane systematic review and network meta-analyses,23 
respectively; the maintenance term efficacy was determined 
using median persistence (time from initiation to discontin-
uation) at 1, 3 and 5 years based on the French health insur-
ance database.24 Results are shown in Table 3.

Management

Targeted therapies

TNFi Biologics (except TNFi) and deucravacitinib Apremilast

Clinical 
examination 
before 
treatment

Objective assessment of the disease (PASI/PGA/BSA/arthritis/DLQI)

•	 BMI*
•	 Known chronic heart failure or heart 

failure symptoms.
•	 Adenopathy.
•	 Active/latent/exposure to 

tuberculosis*.
•	 Active or chronic infection.
•	 Cancer.
•	 Multiple sclerosis.
•	 Lupus erythematosus.
•	 Live vaccine: recent? In the future?

•	 BMI*
•	 Cardiovascular risk factors using 

PREVENT or SCORE score*.
•	 Adenopathy.
•	 Active/latent/exposure to tuberculosis.
•	 Active or chronic infection.
•	 Cancer*.
•	 Live vaccine: recent? In the future?
Only for IL-17i:
•	 Inflammatory bowel disease (personal or 

familial history)*.
•	 Candidiasis.
•	 Only for brodalumab:
•	 Psychiatric disorders, Suicide attempts*.

•	 BMI*
•	 Chronic infection.
•	 Adenopathy.
•	 Psychiatric disorder*.
•	 Suicide attempts*.
•	 Cancer*.

Clinical 
examination 
during 
treatment

Objective assessment of the disease (PASI/PGA/BSA/arthritis/DLQI) and evaluation of patient satisfaction

•	 Weight gain.
•	 Injection-site reactions.
•	 Infections.
•	 Cancer (particularly non-melanoma 

skin cancer).

•	 Cardiovascular risk factors and events 
(MACE).

•	 Injection-site reactions.
•	 Infections.
•	 Cancer (particularly non-melanoma skin 

cancer).
Only for IL-17i:
•	 Diarrhoea, weight loss.
•	 Only for brodalumab:
•	 Psychiatric disorders, Suicide attempts.

•	 Diarrhoea.
•	 Weight loss.
•	 Psychiatric disorder/depression.
•	 Suicide attempts.
•	 Infection.
•	 Cancer.

Abbreviations: AE, adverse event; BMI, body mass index; BSA, body surface area; DLQI, dermatology life quality index; OW, once weekly; MACE, major adverse 
cardiovascular event; PASI, psoriasis area severity index; PGA, physician global assessment.
*See specific section.

T A B L E  4   (Continued)
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Clinical, biological and imaging pretreatment 
procedures

Based on the existing guidelines and expert opinion, we rec-
ommend clinical, biological and imaging pretreatment and 
follow-up procedures presented in Tables 4 and 5.

Treatment choice: systemic treatments for  
plaque psoriasis in patients without 
symptomatic comorbidities

To date, in France as well as in other European countries, 
the reimbursement of psoriasis-specific drugs is restricted 

T A B L E  5   Summary of the biological and imaging pretreatment procedures or surveillance associated with non-targeted systemic treatments and 
targeted therapies for psoriasis.

Methotrexate Ciclosporin Acitretin Biologics Apremilast Deucravacitinib

Blood count X
W2, W4,
then every 3 mo

X
W4

X
once a year*

X X
W4, 
then every 3 mo

AST, ALT, GGT, 
bilirubin

X
W2, W4, 
then every 3 mo

X
W4, W12

X
W4, W8, 
then every 3 mo

X
Only for INFI 
IV: before every 
infusion
Once a year*

X X
W4,
then every 3 mo

Creatinine X
W2, W4, 
then every 3 mo

X
W2, W4, 
then every mo

X X
Once a year*

X X
W4, 
then every 3 mo

Fasting blood glucose 
(if elevated, up HbA1c 
dosage)

Once a year* X
Then every 3 mo

Once a year* Once a year* Once a year* Once a year*

Plasma protein 
electrophoresis

X X
Once a year*

Cholesterol, 
triglyceride

Once a year* X
W4, W12

X
W4,
then every 3 mo

Once a year* Once a year* X
W4,
then every 3 mo

CPK  X

Pregnancy test Optional Optional Contraindicated 
in women of 
child-bearing age

Optional Optional Optional

HBV/HCV X X X X

HIV X X X X

IGRA  X X

Anti-nuclear 
antibodies

 For TNFi X 

Screening for liver 
fibrosis

As a pretreatment, 
blood-based non-invasive 
test (BBNIT) (e.g. FIB-4, 
NAFLD fibrosis score or 
APRI score) should be 
performed in psoriasis 
patients at high risk or with 
liver test abnormalities. In 
treated patients, every 1-2 
years Fibroscan® should 
be performed in psoriasis 
patients at high risk or 
with BBNIT suggesting 
liver fibrosis or liver test 
abnormalities.

Chest X-Ray or CT 
scan low dose

X X X

We suggest against using liver ultrasound as a systematic pretreatment test before initiation of methotrexate in patients with 
normal liver function tests and having no metabolic syndrome.

We suggest, when methotrexate is prescribed, screening for liver fibrosis with blood-based non-invasive test (e.g. FIB-4, NAFLD 
fibrosis score, APRI score) for psoriasis patients at high risk, such as patients >50 years or with BMI > 30kg/m², diabetes mellitus, 
hypertension, dyslipidaemia, metabolic syndrome, regular alcohol consumption or liver test abnormalities.

We suggest against a systematic dosage of serum magnesium or uric acid levels in psoriasis patients with no comorbidity before 
initiation of ciclosporin .

We recommend against a systematic dosage of calprotectin when IL-17i is considered.

Abbreviations: ALT, alanine aminotransferase; APRI, AST to platelet ratio index; AST, aspartate aminotransferase; BBNIT, blood-based non-invasive test; CPK, creatine 
phosphokinase; CRP, C-reactive protein; FIB-4, fibrosis-4; GGT, γ-glutamyl transferase; HbA1c, glycated haemoglobin; HBV, hepatitis B virus; HCV, hepatitis C virus; 
IGRA, interferon-γ release assay; mo, month; NAFLD, non-alcoholic fatty liver disease; PIIIP, procollagen III peptide; TST, tuberculin skin test; W, weeks; X, pretreatment 
recommended.
*Depending on comorbidities.
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to patients who have failed at least one non-targeted treat-
ment (including methotrexate, ciclosporin, acitretin or pho-
totherapy) or have intolerance or contraindications to them. 
However, in view of the benefit-to-risk ratio of the oldest 
psoriasis-specific drugs (which have very reassuring cumula-
tive safety data), the working group suggests that reimbursed 
first-line access for psoriasis-specific drugs is desirable. 
Indeed, taking into account the higher efficacy and clini-
cal added value of psoriasis-specific drugs compared with 
non-targeted systemic treatments,22 the benefit-to-risk bal-
ance and the availability of biosimilars for the oldest biolog-
ics (TNF inhibitors (TNFi) or IL-12/23 inhibitors (IL12/23i)), 
which reduces treatment cost, the WG proposes methotrex-
ate or adalimumab or ustekinumab as first line of systemic 
treatment for psoriasis patients without symptomatic co-
morbidities (Figure 1). Ciclosporin may be used for patients 
requiring rapid efficacy and short-term control of their con-
dition, but the WG reiterated that methotrexate remains the 
standard non-targeted treatment, in line with the previous 
guideline (2019). For very severe psoriasis (body surface area 
(BSA) >50%) and high-burden disease, we suggest consider-
ing IL-17i, IL-23i or infliximab as first-line treatment.

Long-term management

Our recommendations for long-term management are pre-
sented in Table  6. In cases of an insufficient response to 
treatment, therapeutic optimization may be considered. 

Therapeutic optimization can be achieved by increasing the 
dose or reducing the interval between doses. Strategies of 
optimization of adalimumab, certolizumab, secukinumab 
and tildrakizumab have shown their efficacy in randomized 
controlled trials for obese patients or those with an insuffi-
cient response (Appendix S8). In daily practice, strategies of 
optimization are also used for other biologics (Appendix S9). 
It is important to note that there are limited safety data on 
off-label dosing regimens. In cases of complete remission or 
low disease activity (PASI<2), reducing the dose of biologics or 
discontinuing treatment may be considered. Dose reduction 
strategies can involve reducing doses or increasing the inter-
val between doses. Dose reduction could offer potential ben-
efits by decreasing the risk of adverse events and reducing the 

F I G U R E  1   Treatment algorithm for patients with moderate-to-severe psoriasis.

T A B L E  6   Recommendations for long-term management of psoriasis.

Recommendations for long-term management of psoriasis

We recommend considering dose reduction strategies for 
patients treated with biologics with controlled* psoriasis 
for at least one year

We suggest considering progressive biologic tapering 
with controlled* psoriasis: spacing injection or dosage 
reduction when possible (e.g. for ustekinumab, 
secukinumab, tildrakizumab)

We suggest considering treatment optimization for 
biologics when a partial response is achieved taking the 
medico-economic balance into account when optimising 
rather than switching

*Complete remission or low activity (PASI<2)
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burden and costs of biologics. This strategy should be consid-
ered after at least 1 year of treatment if the disease has been in 
remission or has shown low activity for several months. The 
modalities of dose reduction must be discussed with the pa-
tient, taking their preferences into account. Patients must be 
informed of the risk of relapse associated with dose reduction.

T A B L E  7   (A–D) Recommendations for patients with particular 
forms or locations of psoriasis.

A. Recommendations for nail psoriasis as the indication for 
treatment

We recommend using a biologic as a first-line 
treatment.

We suggest the use of methotrexate as first-line 
treatment.

Expert 
opinion

We suggest IL-17i as the preferred first-line biologic.

We suggest the use of TNFi or IL-23i as alternative 
second-line biologic.

We suggest the use of ustekinumab as an alternative 
second-line biologic.

Expert 
opinion

We suggest against the use of apremilast as possible 
treatment.

We cannot make any recommendations regarding, 
ciclosporin, acitretin, deucravacitinib owing to the lack 
of efficacy data.

0

B. Recommendations for patients with generalised pustular 
psoriasis
We recommend the use of spesolimab as a first-line 
treatment in cases of acute flare-up of generalised 
pustular psoriasis.
We suggest, as an alternative to spesolimab, 
considering the use of TNFi (infliximab preferred) 
or IL-17i or ciclosporin in case of acute flare-up of 
generalised pustular psoriasis.

Expert 
opinion

We suggest the use of spesolimab as a first-line 
treatment in case of chronic evolution as maintenance 
treatment.
We suggest the use of TNFi or IL-17i as a first-line 
treatment in cases of chronic evolution as maintenance 
treatment. 

Expert 
opinion

We cannot make any recommendations regarding 
methotrexate, ustekinumab, IL-23i and deucravacitinib 
owing to the lack of efficacy data.

0

C. Recommendations for patients with erythrodermic psoriasis

We recommend referring the patient to specialist 
centre to discuss hospitalisation.

We suggest using IL-17i or IL-23i as a first-line 
treatment.

Expert 
opinion

We suggest using infliximab as an alternative option as 
first-line treatment.

Expert 
opinion

We cannot make recommendations regarding 
the use of methotrexate, ciclosporin, etanercept, 
adalimumab, certolizumab pegol, ustekinumab, 
deucravacitinib or apremilast.

0

D. Recommendations for patients with palmoplantar pustular 
psoriasis.

We suggest IL-17i or IL-23i or ciclosporin as a 
preference for first line treatment.

We suggest considering acitretin or local bath-PUVA 
(bath-psoralen + UVA)  as alternative non-targeted 
treatment.

We cannot make recommendations regarding 
the use of TNFi, deucravacitinib, methotrexate or 
apremilast.

0

We suggest against the use of ustekinumab and 
spesolimab in palmoplantar pustular psoriasis.

T A B L E  8   (A–I) Recommendations for patients with comorbidities.

A. Recommendations for patients with risk of atherosclerotic 
cardiovascular disease

We recommend clinical and biological explorations 
to evaluate the level of cardiovascular risk using 
PREVENT or SCORE2/SCORE2-OP score according 
to age, BMI, systolic blood pressure, active smoking, 
and biological data such as glycaemic loads, blood lipid 
panel, eGFR*.

We recommend referring patients with psoriasis at high 
or very high cardiovascular risk to a cardiologist.

We recommend methotrexate or TNFi as the preferred 
first-line treatment in patients with psoriasis and high/
very high cardiovascular risk*.

We suggest IL-17i as second-line biological 
treatment in patients with psoriasis and high/very high 
cardiovascular risk*.

Expert 
opinion

We cannot make any recommendations regarding 
deucravacitinib or IL-23i for patients with psoriasis and 
high/very high cardiovascular risk*.

0

We suggest against IL-12/23i as the preferred 
treatment in patients with psoriasis and high/very high 
cardiovascular risk*.

We recommend against ciclosporin or acitretin as 
preferred treatments in patients with psoriasis and high/
very high cardiovascular risk*.

*In cases of concomitant congestive heart failure, also note the 
recommendations from the respective section. BMI, body mass 
index; eGFR, estimated glomerular filtration rate.

B. Recommendations for patients with advanced heart failure
We suggest using methotrexate, IL-12/23i, IL-17i, 
IL-23i or apremilast in patients with psoriasis and 
advanced heart failure (NYHA III/IV stages)*. 
Consider the algorithm to choose the first-line 
treatment.

�

We cannot make any recommendations regarding 
deucravacitinib for patients with psoriasis and advanced 
heart failure (NYHA III/IV stages)*. 

0

We recommend against using ciclosporin in patients 
with psoriasis and advanced heart failure (NYHA III/IV 
stages)*. 

��

We recommend against using TNFi in patients with 
psoriasis and advanced heart failure (NYHA III/IV 
stages)*.

��

*In cases of concomitant ischaemic heart failure or high/very high 
cardiovascular risk, also note the recommendations from the specific 
section. NYHA, New York Heart Association.

C. Recommendations for patients with diabetes*

We recommend assessment of clinical data such as 
the weight, height, BMI and biological data such as 
glycaemic loads, blood lipid panel and hepatic enzyme 
in any patient at risk of metabolic syndrome.

We recommend against using ciclosporin in people 
with diabetes.

*We recommend referring to the specific section in cases of 
associated comorbidities. BMI, body mass index.

D. Recommendations for obese patients*

We recommend assessment of clinical data such as 
weight, abdominal circumference, height, BMI and 
biological data such as glycaemic loads, blood lipid 
panel and hepatic enzyme in any patient at risk of 
metabolic syndrome.

We suggest considering the algorithm to choose the 
first-line treatment.

We suggest monitoring weight gain when using TNFi.

We recommend using TNFi, IL-12/23i, IL-23i or IL-17i 
or treatment with specific† or adjusted‡ posology if 
available.

We suggest against using acitretin or ciclosporin in 
people in obese patients.

*We recommend referring to the specific section in cases of 
associated comorbidities. †Infliximab, ustekinumab and tildrakizumab. 
‡Secukinumab and bimekizumab. BMI, body mass index.
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Treatment options for patients with 
comorbidities or those with special circumstances

Figure  2 provides a summary of the recommendations for 
patients with particular forms or locations of psoriasis, co-
morbidities, a recent history of or active cancer, associated 
illnesses, special situations or who are trying to conceive, 
pregnant or breastfeeding.

Concerning patients with generalized pustular psori-
asis (GPP), we recommend using spesolimab to treat acute 
flare-ups of GPP. Spesolimab, TNFi and IL-17i are possible 
therapeutic options for maintenance treatment. For erythro-
dermic psoriasis, we recommend choosing IL-17i, IL-23i or 
infliximab as first-line treatment. For patients with palmo-
plantar pustular psoriasis (PPPP), we suggest IL-17i, IL-23i 
or ciclosporin as first-line treatment (Table 7A–D).

Recommendations for patients with comorbidities are 
detailed in Table  8A–I. For patients with psoriasis and a 
high or very high cardiovascular risk, we recommend meth-
otrexate or TNFi as the preferred first-line treatment. For 
patients with psoriasis and advanced heart failure (NYHA 
III/IV stages), we suggest using methotrexate, IL-12/23i, IL-
17i, IL-23i or apremilast. For psoriasis patients with chronic 
kidney disease (all stages of renal impairment), we suggest 
using biologics, deucravacitinib or apremilast or acitretin 
(careful dosing and/or dose adjustment may be needed for 
apremilast and acitretin). For psoriasis patients with cirrho-
sis or advanced liver fibrosis (F3–F4), we suggest the use of 
biologics or apremilast.

E. Recommendations for patients with history of depression 
and/or suicidal ideation

We recommend being aware of signs and symptoms 
depression in patients with psoriasis and monitoring 
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.

We suggest against the use of apremilast or 
brodalumab in patients with a history of depression and/
or suicidal ideation.

F. Recommendations for patients with chronic kidney disease

We recommend working in collaboration with the 
nephrologist when prescribing systemic therapy in any 
psoriasis patient with chronic kidney disease of stage 3 
(eGFR<30 mL/min/1.73 m²) or more.

We suggest methotrexate* can be used in psoriasis 
patients with mild to moderate renal impairment (eGFR 
≥30 – <60 mL/min/1.73 m²). 

We suggest using biologics, deucravacitinib or apremi-
last* or acitretin* in psoriasis patients with chronic 
kidney disease and all stages of renal impairment. 

We recommend against using methotrexate in pso-
riasis patients with chronic kidney disease and severe 
renal impairment (eGFR <30 mL/min/1.73 m²).

We recommend against using ciclosporin in psoriasis 
patients with chronic kidney disease or renal impair-
ment.

*Careful dosing and/or dose adjustment may be needed

G. Recommendations for patients with significant liver disease

We recommend working in collaboration with the 
hepatologist when prescribing systemic therapy in 
psoriasis patients with concomitant severe liver disease 
(advanced liver fibrosis (F3–F4), cirrhosis or severe 
hepatic impairment (Child-Pugh Class C))

We suggest screening for liver fibrosis with blood-
based non-invasive test (e.g. FIB-4, NAFLD fibrosis 
score or APRI score) for psoriasis patients at high 
risk, such as patients >50 years or with BMI > 30kg/
m², diabetes mellitus, hypertension, dyslipidaemia, 
metabolic syndrome or in case of liver test 
abnormalities.

We suggest the use of biologics or apremilast in 
psoriasis patients with cirrhosis or advanced liver 
fibrosis (F3–F4).

We suggest against the use of ciclosporin and acitretin 
as treatments for psoriasis in patients with persistent 
significant liver test abnormalities (ALT or AST > 3N). 

We recommend against the use of methotrexate as a 
treatment for psoriasis in patients with ≥F2 liver fibrosis 
stage or persistent significant liver test abnormalities 
(ALT or AST > 3N)

We recommend against the use of acitretin and 
deucravacitinib as treatment for psoriasis in patients 
with cirrhosis or severe hepatic impairment (Child-Pugh 
Class C).

ALT, alanine transaminase; APRI, AST to platelet ratio index; AST, 
aspartate transaminase; BMI, body mass index; FIB-4, Fibrosis-4; 
NAFLD, non-alcoholic fatty liver disease.

T A B L E  8   (Continued)

H. Recommendations for patients with chronic inflammatory 
bowel disease.

We recommend working in collaboration with the 
treating gastroenterologist when prescribing a systemic 
therapy in psoriasis patients with concomitant chronic 
inflammatory bowel disease

We suggest referring to gastroenterologist patients 
with symptoms suggesting possible inflammatory bowel 
disease

When systemic treatments are required for both 
conditions, we recommend using as first-line approved 
targeted therapies in the following conditions:
Crohn’s disease: TNFi (infliximab, adalimumab, 
certolizumab pegol), IL-12/23i (ustekinumab), IL-23i 
(preferred risankizumab, guselkumab)
Ulcerative colitis: TNFi (infliximab, adalimumab) and 
IL-12/23i (ustekinumab), IL-23i (preferred risankizumab, 
guselkumab)

We suggest that the following non-targeted systemic 
treatments may be considered as alternative treatment 
options in patients with psoriasis and inflammatory 
bowel disease
Crohn’s disease: Methotrexate 
Ulcerative colitis: Ciclosporin, apremilast

We cannot make recommendations regarding the 
use of deucravacitinib 

0

We suggest against the use of the TNFi fusion-protein 
etanercept in patients with inflammatory bowel disease.

We recommend against the use of IL-17i in patients 
with inflammatory bowel disease.

I. Recommendations for patients with multiple sclerosis

We recommend working in collaboration with the 
treating neurologist when prescribing a systemic therapy 
in psoriasis patients with concomitant multiple sclerosis 
or other demyelinating disease

For psoriasis patients with a first-degree relative with 
multiple sclerosis or other demyelinating disease, 
we suggest against the use of TNFi therapy if other 
suitable treatment options are available. 

We recommend against using TNFi therapy in 
psoriasis patients with a diagnosis of multiple sclerosis 
or other demyelinating disease. 

T A B L E  8   (Continued)
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For patients with psoriasis and inflammatory bowel dis-
ease (IBD) who require systemic treatment for both condi-
tions, we recommend approved targeted therapies for both 
conditions as a first-line treatment: TNFi, IL-12/23i and IL-
23i. Non-targeted systemic treatments may be considered as 
alternative treatment options for patients with psoriasis and 
IBD: methotrexate for Crohn's disease and ciclosporin or 
apremilast for ulcerative colitis.

For patients with psoriasis and a recent history of malig-
nancy or active cancer, we recommend phototherapy (NB-
UVB), acitretin or methotrexate as first-line systemic treatment. 
Biologics or apremilast can be considered on a case-by-case 
basis, following discussion with oncologists, patients and/or at 
multidisciplinary consultation meetings (see Table 9.).

Based on the most recent data, the risk of developing ac-
tive tuberculosis does not appear to be increased by the latest 
biologics,25 IL-17i and IL-23i. Therefore, we suggest using 
IL-17i or IL-23i to treat psoriasis in patients with latent tu-
berculosis if treatment for latent tuberculosis is contraindi-
cated. For well-controlled HIV patients, we suggest using the 
same algorithm as non-HIV patients in collaboration with 
HIV specialists (except for deucravacitinib). All the recom-
mendations for psoriasis patients with associated illnesses or 
special situations are detailed in Table 10A–F.

Recommendations for patients with psoriasis who 
are trying to conceive, who are pregnant, or who are 

breastfeeding are presented in Table  11A–D. Based on 
extensive published data on children conceived by men 
taking methotrexate at the time of conception or within 
3 months prior, methotrexate may be continued for men 
wishing to conceive. Precautions regarding the use of bio-
logics or the latest treatments are due to a lack of data, not 
the occurrence of adverse effects. These precautions may be 
reviewed over time.

The psoriasis recommendations discussed above have 
been adapted for patients with PsA (not predominant), as 

T A B L E  9   Recommendations for patients with recent history of 
cancer or active cancer.

Recommendations for patients with history of cancer or active 
cancer (except non-melanoma skin cancer, basal cell carcinoma 
and squamous cell carcinoma)

We recommend taking stage and prognosis of the 
cancer and the risk of cancer progression or recurrence 
into account for shared therapeutic decision making

We recommend phototherapy NB-UVB*, acitretin or 
methotrexate as first-line systemic treatment for patients 
with recent malignancy < 5 years or active cancer

We suggest considering the initiation of treatment 
with TNFi, ustekinumab, IL-17i†, IL-23i† or apremilast†

in psoriasis patients with previous history of cancer 
<5 years or active cancer, on a case-by-case basis 
including discussion with the oncologists, the patients 
and/or in multidisciplinary concertation meetings

We suggest considering the maintenance of TNFi, 
ustekinumab, IL-17i†, IL-23i† or apremilast† for psoriasis 
in case of cancer occurrence or relapse under treatment 
on a case-by-case basis including discussion with the 
oncologists, the patients and/or in multidisciplinary 
concertation meetings, taking into account the severity 
of psoriasis and the benefit-to-risk balance

We recommend against the maintenance of ciclosporin 
in case of cancer occurrence or relapse under 
treatment.

We recommend against the maintenance of 
deucravacitinib in case of cancer occurrence or relapse 
under treatment.

Expert 
opinion

We recommend against using ciclosporin in psoriasis 
patients with a previous history of cancer <5 years or 
active cancer.

*Except patients with a recent and/or high risk of cutaneous 
malignancy. †Despite the lack of long-term data. NB-UVB, 
narrowband UVB.

T A B L E  1 0   (A–F) Recommendations for patients with associated 
illnesses or special situations.

A. Recommendations for patients with history of tuberculosis or 
at high-risk tuberculosis exposure
We recommend screening psoriasis patients for latent 
tuberculosis and that positive patients be treated before 
initiating biological treatment or deucravacitinib.
We recommend for pre-screening*, taking a thorough 
patient history including tuberculosis history, a chest 
X-ray or low dose CT scan and IGRA.
If IGRA is not interpretable, we recommend repeating 
the test.
We recommended referring patients with active 
tuberculosis to a pulmonologist and/or an infectiologist 
to make the decision to treat and be advised for the 
treatment choice.
We recommend remaining alert to the possibility of 
tuberculosis infection (new or reactivation) during 
therapy and up to six months after discontinuation, 
especially with TNFi.
We suggest treating latent tuberculosis infection with 
isoniazid and rifampicin, the initiation of which 3 weeks 
minimum before the start of the immunosuppressive 
therapy for 3 months (alternatives are also possible).
We suggest the use of IL-17i or IL-23i as a treatment 
for psoriasis in patients with latent tuberculosis if latent 
tuberculosis treatment is contraindicated.
We suggest rescreening for latent tuberculosis infection 
during TNFi treatment according to the patient’s risk 
exposure† 
In cases requiring periodic tuberculosis screening, the 
use of TST or IGRA is only recommended for patients 
with no previous diagnosis of latent tuberculosis 
infection or tuberculosis disease. In those with 
previously treated tuberculosis or previously treated 
latent tuberculosis infection, screening should include 
an epidemiological anamnesis and clinical observation 
to identify any new contact with Mycobacterium 
tuberculosis and the emergence of clinical symptoms/
signs of tuberculosis disease.
We cannot make recommendations regarding the 
use of IL-12/23i in psoriasis patients at high risk of 
tuberculosis exposure or if latent tuberculosis treatment 
is contraindicated.

0

We suggest against the use of TNFi and 
deucravacitinib in psoriasis patients at high risk of 
tuberculosis exposure or if latent tuberculosis treatment 
is contraindicated.
*An X-ray taken within the previous six months is acceptable if 
the past medical history is unremarkable. †People classified as 
underserved, e.g. people who are homeless, people who misuse 
substances, prisoners, vulnerable migrants, people frequently 
travel to countries where tuberculosis is common, including some 
countries in Asia, Africa, eastern Europe and Latin America 
(WHO), people identified as contacts according to the case-finding 
recommendations. IGRA, interferon-γ release assay; TST, tuberculin 
skin test.
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seen from the dermatologist's point of view. They are de-
tailed in Table 12 and summarized in Figure 3.

Details of the data used for all the recommendations 
(Tables 7–12) is available in the see Appendices S7 and S8.

B. Recommendations for patients with HIV infection

We recommend testing for HIV (HIV-1 and HIV-2 
antibodies and HIV-1 antigen) infection in all patients 
before starting a systemic treatment for psoriasis 

We recommend considering ongoing screening for 
HIV in people who are at increased risk of infection* 
(e.g. annually) or retest for HIV infection in any 
person who has symptoms, severe worsening of the 
psoriasis or other conditions that might represent HIV 
seroconversion/infection.

We recommend working in collaboration with a relevant 
specialist when prescribing systemic therapy in any 
psoriasis patient with HIV infection

We recommend optimising effective antiretroviral 
treatment in psoriasis patients with HIV infection and 
ensure HIV viral load is suppressed on antiretroviral 
therapy before considering immunosuppressive 
systemic therapy.

We suggest treating well-controlled HIV patients with 
the same algorithm as non-HIV patients in collaboration 
with HIV specialists (except for deucravacitinib)

We suggest discussing treatment options in a 
multidisciplinary team meeting for patient with 
uncontrolled HIV infection 

We cannot make recommendations regarding the use 
of deucravacitinib in cases of HIV infection.

0

* Men who have sex with men, with frequent partner change 
or practising ‘chemsex’, intravenous or intranasal drug users, 
commercial sex workers, recipients of recent tattoos or recent blood 
transfusions abroad.

C. Recommendations for patients with viral hepatitis

We recommend screening patients for hepatitis B 
and hepatitis C as a routine measure before starting 
systemic treatment for psoriasis. 

We recommend referring patients with positive 
HCV serology to a hepatologist or infectious disease 
specialist before initiating systemic treatment for 
psoriasis.

We recommend working in collaboration with a 
hepatologist or infectious diseases specialist when 
prescribing systemic therapy in any psoriasis patient 
with hepatitis B or C (active or at risk of reactivation). 
All patients with positive HBs-Ag and/or positive HBV 
RNA should be screened by a hepatologist

We recommend screening for HBV reactivation in 
anti-HBc-positive and HBs-Ag-negative patients under 
systemic treatment (except acitretin)

• Additional monitoring of AST and ALT (at least 
every three months) 

Possible additional monitoring of HBS-Ag and HBV 
RNA, depending on hepatologist/liver specialist advice 
and treatment choice, and in all cases of elevated AST 
or ALT in those patients

We suggest discussing the use of systemic treatment 
such as methotrexate, acitretin, apremilast and biologics 
for patients at risk of reactivation in collaboration with a 
hepatologist or infectious disease specialist

We suggest using IL-12/23i, IL-17i, IL-23i as 
preferential biologic for patients at risk of HBV 
reactivation.

Expert 
opinion

We cannot make recommendation about the use of 
deucravacitinib for patients at risk of reactivation

0

We recommend against systematic screening for 
hepatitis A, hepatitis D and hepatitis E before starting a 
treatment for psoriasis

ALT, alanine transaminase; anti-HBc, hepatitis B core-specific 
antibody; AST, aspartate transaminase; HBs-Ag, hepatitis B surface 
antigen; HVB, hepatitis B virus; HCV, hepatitis C virus.

T A B L E  1 0   (Continued)

D. Recommendations for patients with solid organ transplant

We recommend working in collaboration with the organ 
transplant team when prescribing systemic therapy in 
any psoriasis patient with organ transplant recipient

We suggest using systemic treatments with the 
lowest risk of infection and/or  short half-lives after 
multidisciplinary team concertation, such as acitretin, 
etanercept, ustekinumab, IL-17i or IL-23i

Expert 
opinion

We suggest against using methotrexate in the case of 
liver transplant patients

Expert 
opinion

We suggest against apremilast in cases of concomitant 
use of treatment with strong CYP3A4 inducers.

E. Management of patients needing surgery in perioperative 
periods

We recommend working in collaboration with the 
surgeon and/or anaesthetist concerning intermediate- 
and high-risk surgery.

We suggest that treatment discontinuation should be 
based on individual factors: type of surgical procedure, 
patient characteristics, individual infection risk factors 
and comorbidities. 

We recommend no discontinuation in the perioperative 
period for acitretin for any surgery.

We suggest no discontinuation of biologics, 
methotrexate, apremilast and ciclosporin before low-risk 
surgery.

We suggest no discontinuation of methotrexate, 
ciclosporin, apremilast, IL-17i, IL-23i, and ustekinumab 
before intermediate and high-risk surgery*.
 * cautious case-by-case approach may be advisable

We suggest with holding TNFi for one full dosing 
interval before total knee or total hip arthroplasties.

We cannot make recommendations regarding the use 
of deucravacitinib in the perioperative period.

0

F. Recommendations for vaccinations in people with psoriasis 
who are planning or receiving systemic immune-modifying 
treatment

We recommend following the standard vaccination 
recommendations/national schedule for patients with 
psoriasis.

We recommend influenza vaccine and pneumococcal 
vaccine for patients treated with systemic treatment 
(except acitretin and apremilast) and review vaccination 
requirements during therapy.

We suggest a 2-week interruption of methotrexate 
following non-live vaccination where possible since it 
may improve vaccine immunogenicity

We suggest for adults treated with ciclosporin, 
methotrexate, biologics or deucravacitinib receiving a 
live vaccine:

• Defer the next ciclosporin dose until 2–4 weeks 
after vaccination

• Consider discontinuing methotrexate for 2–4 weeks 
prior to vaccination and defer next methotrexate 
dose until 2–4 weeks after vaccination

• Consider discontinuing biologics or deucravacitinib 
for 2–3 half-lives prior to vaccination and defer next 
dose until 2–4 weeks after vaccination

We recommend that adults receive the shingles 
vaccination when treatment with deucravacitinib or 
ciclosporin is considered.

T A B L E  1 0   (Continued)
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DISCUSSION

Limitations of the guidelines

The questions regarding the criteria with which to initiate 
systemic treatment, the treatment goals and the evaluation 
of the treatment response were not re-evaluated in this up-
date. The guidelines concerning these topics in the previous 
version remain accurate.

Several questions could not be addressed in the present 
recommendations due to a lack of evidence-based data. 
Notably, we were unable to provide satisfactory answers to 
the following questions:

T A B L E  1 1   (A–D) Recommendations for patients who are trying to 
conceive, pregnancy, breastfeeding or paternal recommendations.

A. Recommendations for patients with psoriasis during short-
term periods of trying to conceive

We recommend using certolizumab pegol or NB-UVB 
as the first-line choice when starting systemic therapy

We recommend stopping these treatments before 
conception (recommended washout period): 
methotrexate (24 hours*), PUVA (one month**), 
deucravacitinib (3 days), apremilast (3 days)

We suggest the possibility of using ciclosporin, 
etanercept, adalimumab, infliximab, ustekinumab or 
secukinumab 

We suggest considering a switch to certolizumab 
pegol† in patients treated with ixekizumab, brodalumab, 
bimekizumab, guselkumab, risankizumab, tildrakizumab

We suggest considering the following washout periods 
before conception: ixekizumab (10 weeks), brodalumab 
(8 weeks), bimekizumab (17 weeks), guselkumab (12 
weeks), risankizumab (21 weeks), tildrakizumab (17 
weeks)

We recommend against the use of acitretin for women 
of childbearing age

*Remain cautious if risk of prolonged half-life. †Ciclosporin, 
etanercept, adalimumab, infliximab, ustekinumab or secukinumab 
may be also considered. NB-UVB, narrowband UVB; PUVA, psoralen 
+ UVA.
** Updated after CRAT response in October 2025

B. Recommendations for patients with psoriasis during 
pregnancy 

We recommend close collaboration with an 
obstetrician-gynaecologist and paediatrician if a 
systemic therapy is continued. 

We recommend that data on maternal drug exposure 
and pregnancy outcomes are collected in national safety 
registries, where available.

We recommend using certolizumab pegol or NB-UVB 
as the first choice if systemic treatment is needed. 

We suggest the use of ciclosporin, etanercept, 
infliximab, adalimumab, ustekinumab, secukinumab as 
alternatives to certolizumab pegol.

We suggest stopping use of biologics in the third 
trimester of pregnancy (except certolizumab pegol and 
etanercept) when possible, to minimise foetal exposure 
and limit the potential risk of infection to the neonate. 

We suggest against administration of live attenuated 
vaccines to infants (up to 6 months of age) whose 
mothers have received biologics after 16 weeks of 
gestation, unless the benefit of vaccination clearly 
outweighs the theoretical risk of administration*.

We recommend against the use of acitretin, 
methotrexate, PUVA, apremilast and deucravacitinib 
during pregnancy.

*If a live vaccine is required before 6 months of age, this could be 
considered on a case-by-case basis, depending on the date of the 
mother’s last injection and the half-life of the biologic. NB-UVB, 
narrowband UVB; PUVA, psoralen + UVA.

C. Recommendations for patients with psoriasis during 
breastfeeding

We recommend using NB-UVB, ciclosporin, 
certolizumab pegol, etanercept, infliximab, adalimumab, 
ustekinumab during breastfeeding.

We cannot make recommendations about the use of 
guselkumab, tildrakizumab, risankizumab, secukinumab, 
ixekizumab, brodalumab, bimekizumab owing to 
insufficient clinical data 

0

We suggest against using methotrexate* during 
breastfeeding. 

We recommend against using acitretin, apremilast and 
deucravacitinib during breastfeeding.

*Possible to use methotrexate only if breastfeeding can be delayed 
for 24 hours after methotrexate administration, but this is difficult to 
achieve in practice. NB-UVB, narrowband UVB.

D. Recommendations of psoriasis therapeutics for paternal use 
We recommend that data on paternal apremilast and 
deucravacitinib exposure and pregnancy outcomes are 
collected in national safety registries, where available

��

We suggest continuing ciclosporin, acitretin, 
methotrexate and biologics in men trying to conceive 

�

We cannot make recommendations about the use of 
apremilast and deucravacitinib in men who are trying to 
conceive

0

T A B L E  1 1   (Continued)

T A B L E  1 2   Recommendations for patients with psoriasis associated 
with psoriatic arthritis.

Recommendations for patients with psoriasis associated with 
PsA

We recommend interdisciplinary cooperation with a 
rheumatologist for the confirmation of the diagnosis 
of psoriatic arthritis and the selection of a suitable 
treatment whenever needed. 

We suggest that management should be based 
on the patient’s predominant phenotype using the 
following classification: polyarthritis (> 4 joints), mono/
oligoarthritis, dactylitis, enthesitis, and axial disease. 

We suggest using NSAIDs as possible adjunctive 
treatment in any lines of treatment in case of 
concomitant psoriatic arthritis. 

We suggest using methotrexate as well as adalimumab, 
or ustekinumab biosimilars as first-line treatments for 
non-axial psoriatic arthritis in patients with moderate to 
severe psoriasis needing a systemic treatment. 

We suggest using adalimumab as first-line treatments 
for axial psoriatic arthritis in patients with moderate to 
severe psoriasis needing a systemic treatment.

We suggest using biologics in patients with non-axial 
psoriatic arthritis in case of first-line failure over 12–16 
weeks. 

We suggest using only TNFi, IL-17i in patients with 
axial psoriatic arthritis predominant phenotype in cases 
of first-line failure over 12–16 weeks.

We suggest using JAK inhibitors (PDE4 inhibitors are 
also possible) after contraindication, intolerance or 
failure of biologics in psoriasis arthritis

We suggest against systematic methotrexate co-
administration with biologics since it is not supported by 
robust evidence.  

JAK, Janus kinase; NSAID, non-steroidal anti-inflammatory drugs; 
PDE4, phosphodiesterase 4.
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•	 What is the best place of deucravacitinib in the therapeu-
tic algorithm? The working group suggested keeping the 
recommendations for use in line with the current reim-
bursement conditions (after contraindication, intolerance 
or failure of a biologic), but its place in the treatment strat-
egy may change in the coming years thanks to cumulative 
safety data.

•	 How should deucravacitinib be used in specific condi-
tions, such as the location of psoriasis or comorbidities?

•	 Are there reasonable grounds for advocating the early ini-
tiation of treatment for psoriasis?

•	 Are routine tests to detect latent tuberculosis infection 
necessary before or during treatment of patients with pso-
riasis using IL-17i or IL-23i?

•	 What are the treatment possibilities for patients undergo-
ing haemodialysis?

•	 What is the treatment strategy to adopt in cases of para-
doxical psoriasis induced by anti-TNF agents?

•	 Which treatment strategy should be used for a patient 
with hidradenitis suppurativa associated with psoriasis?

Further studies are necessary to provide clear answers to 
these questions.

Planned update of the French psoriasis 
guidelines

An update of the present guidelines will be necessary by 
2030.
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F I G U R E  3   Treatment algorithm for patients suffering from moderate-to-severe psoriasis with concomitant psoriatic arthritis.
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