
Webinar Questions and Answers

The following questions were raised during an AllMed webinar on managing psoriasis treatment with 
informed, evidence-based decisions. 

Q1. Once a patient requires treatment with a biologic medication, what considerations do you utilize for 
treatment selection? Based on clinical trials, the newer IL products tend to have better PASI scores 
compared to the older TNF products; however, based on much provider feedback, despite the PASI 
data, providers do not see a clinically meaningful difference between products and they see similar 
efficacy results in the practice setting.

A1.  Although more patients achieve PASI 75 or 90 with newer biologics, the literature indicates that this 
does come with additional risk. Older medications also result in excellent results with a longer history 
of safety.

Q2. How much of a role does food and stress play in this diagnosis and in controlling symptoms?

A2. Food and stress are incredibly important factors for the evaluation and treatment of psoriasis. That said, 
this type of counseling is addressed in addition to choosing appropriate prescription therapeutics and 
would not influence whether we choose a systemic agent such as methotrexate, light therapy, a biologic 
or apremilast unless the patient is an alcoholic, has fatty liver disease or other another liver condition, 
or has a history of cancer. The primary care physician and possibly in conjunction with a registered 
dietitian would address these conditions.

Q3. Based on Methotrexate’s favorable safety, efficacy and low cost, why are trainees not taught to use 
this medication?

A3. Medical doctors in dermatology residencies do get some training in the use of methotrexate. However, 
because most training is done in the clinical setting, the truth is that as more and more biologics are 
approved for use, there is a strong preference for biologics rather than methotrexate. Methotrexate 
requires more upfront monitoring to ensure that the patient does not become anemic, and a bit more 
counseling regarding alcohol use and the use of folic acid to prevent complications.  As a result, many 
residents get very little practical training in the use of methotrexate. Furthermore, as a larger number of 
nurse practitioners and physician assistants practice with greater independence, there is a push toward 
the use of biologics because these practitioners have even less experience and training in the use 
methotrexate.
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Q4. For someone that has developed psoriasis while on infliximab, can infliximab induce psoriasis?

A4. Yes, TNF-alpha inhibitors, including infliximab, can cause a paradoxical eruption of psoriasis in patients 
being treated for Crohn’s disease. This is still quite rare, however.

Q5. Can you speak to the safety and efficacy of Otezla in combination with biologics, especially in the use 
of patients with psoriatic arthritis that have control of one disease aspect but not the other?

A5. There are no large clinical trials evaluating the safety and efficacy of treating patients with a 
combination of apremilast and a biologic medication. Studies examining such combinations are limited 
to case reports and small retrospective analyses. Therefore, there is insufficient evidence in the medical 
literature to support such combinations, as we cannot be sure of the safety and efficacy. Furthermore, 
this is a very expensive experimental treatment that is not usually with so many therapeutic options -
both older systemic medications as well as new biologics - approved for the treatment of psoriatic 
arthritis.

Q6. For a patient who is stable and well-controlled on a biologic (either alone or in combo with other 
treatments), when do you consider it appropriate to reduce or try stopping the biologic drug?

A6. Psoriasis is a chronic condition, and for this reason, treatment is usually required for a lifetime. When 
we find a medication that works, stopping it can result in flares that are no longer controllable with that 
same medication. However, many patients do wish to stop or reduce their medication due to cost, side-
effects, concern over adverse events, or new healthy lifestyle changes. In these cases, a reduction of 
medication is made very slowly in most cases to prevent flares, over many months. Keep in mind that 
this will not be in accordance with the FDA-recommended dosing guidelines.

Q7. If a Crohn’s patient on infliximab develops inverse and scalp psoriasis with failure to conventional 
treatments, what treatment would you recommend adding to infliximab?

A7. We first start with topical therapies - topical corticosteroids and vitamin D analogs, namely 
calcipotriene. This approach will work for many patients. If this is not effective, phototherapy can be 
used, though is more difficult for the scalp and inverse psoriasis and is not often not possible. A 
systemic DMARD can be added, such as methotrexate, cyclosporine or potentially acitretin, though the 
ability to do this will depend on the patient's characteristics as well as the gastroenterologist's 
treatment plan. The patient can be taken off of the TNF-alpha inhibitor and started on an alternative 
such as Stelara, which is an interleukin-12 and -23 antagonist. This is a difficult decision since we do not 
want the patient’s Crohn’s disease to flare. Again, this is relatively uncommon, occurring in fewer than 
5% of Crohn’s disease patients.

Q8. Would fear of needles be a valid reason to approve Otezla over other subcutaneous (SQ) injections?

A8. Needle phobia is a medical diagnosis defined in the DSM V (Diagnostic and Statistical Manual of Mental 
Disorders). However, since an exception is requested based upon a medical diagnosis, evidence that the 
patient has been evaluated and diagnosed with needle phobia should be provided to consider this as a 
valid medical reason to avoid medications that use needles. This is especially true given that biologics 
are now dispensed in special auto-injecting devices. The patient does not see the needle, and the 
medicine is dispensed using a button that delivers a small pinch to the affected area. 
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Q9. Where does Taltz fit into the treatment paradigm? Providers cite improved safety and efficacy 
compared with other biologic drugs, but there is no head to head trials. A metanalysis is often cited by 
prescribers indicating Taltz's superiority

A9. Multiple biologic medications are currently FDA-approved for the treatment of psoriasis, including Taltz. 
The medical literature has demonstrated that these available biologic treatments have comparable 
safety and efficacy profiles. Furthermore,  current guidelines published by the American Academy of 
Dermatology - the most recent of which was published this year - neither favor one biologic over 
another nor recommended any specific order in which biologics should be prescribed. Though clinical 
trials do demonstrate differences in safety and efficacy among biologics, all the biologics have the 
potential to work well for any individual patient without contraindications. Therefore, we cannot favor 
Taltz over the other biologics for patients without contraindications.

Q10. Can you please speak more about Tuberculosis (TB) test in biologics (not needed for Otezla though)? 
How often should that be done?

A10. TB testing should be done before starting a biologics and then every year while the patient is taking a 
biologic. This is more convenient now because patients can get the quantiferon gold test done with the 
rest of their laboratory work, thus eliminating the inconvenience of getting a PPD placed and read. 
Patients should also get a TB test if they are exposed to TB.

Q11. Is fatty liver or alcohol consumption 1 or 2 drinks per day contraindication to traditional disease-
modifying antirheumatic drugs (DMARDs)?

A11. Fatty liver and frequent alcohol consumption both place patients at a much higher risk of complications 
when using systemic DMARDs, especially methotrexate and acitretin, but also cyclosporine. 

Q12. Would you think a 12-week trial is a sufficient trial of cyclosporine, methotrexate, acitretin before 
biologics?

A12. Most clinical trials use a 12-16 week time-point to determine if a medication is working. Some trials 
extend farther to assess whether the response is sustained or improves, but yes, 12 weeks is sufficient. 

Q13. What is the best biologic for a pregnant patient?

A13. Humira is the best-studied biologic in pregnant patients with the most proven safety record as well as 
excellent efficacy. Cimzia has also been studied in pregnant patients and found to be safe, though no 
control group was used in these studies. (Reference for interest: Porter, M.L., Lockwood, S.J. and 
Kimball, A.B., 2017. Update on biologic safety for patients with psoriasis during pregnancy. International 
journal of women's dermatology, 3(1), pp.21-25.)
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