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Psoriasis: LSCMMG High-Cost Drugs Commissioning Pathway

Prerequisite for this commissioning pathway: High-cost agents may only be initiated if the patient’s psoriasis has not responded to standard systemic therapies including, for »

example, ciclosporin, methotrexate and PUVA/UVB; or the person is intolerant of, or has a contraindication to, these treatments.

START HERE

v

Prerequisite met?

—'TI—Pl Assess suitability of standard systemic therapies as described above H

Consider initiation of one of the following high-cost biological or small molecule treatment options, based upon clinical suitability. The threshold for disease severity (PASI) and impact
Yes on quality of life (DLQI) must be met to initiate treatment. If more than one choice is clinically appropriate, select the treatment with the lowest ongoing costs.

Biological Agents

Biosimilar versions of biologics are becoming available The preparation with the lowest acquisition cost (taking into account
administration costs, dosage and price per dose) should normally be used. However, it is recognised that biosimilar prices
may vary over time and that other factors such as the availability of stability data may influence the choice of treatment. It
may not always be appropriate for organisations to switch formulary choice in response to minor price variations.

Small Molecule Agents
(Not Biologics)

PAS| = 10 and DLQI = 10

A

A

» Adalimumab

= Ustekinumab

+ Guselkumab

» Risankizumab

» Certolizumab pegol
+ Bimekizumab

Etanercept
Secukinumab

Ixekizumab
Brodalumab

- Tildrakizumab

Review at 16 weeks

| | Review at 12 weeks

Review at 12-28
weeks, discontinue at
28 weeks if criteria
below not met

Y

PASI = 20 and DLQI = 18

PASI = 10 and DLQI = 10

Infliximab

Review at 10 weeks

A

= Deucravacitinib

Review at 16-24 weeks,
discontinue at 24 weeks
if criteria below not met

Apremilast
Dimethyl Fumarate

Review at 16 weeks

Discontinue if not tolerated or becomes contraindicated. Discontinue if response is not adequate at the above review dates or the psoriasis initially responds adequately but subsequently loses this response. Adequate
response is defined as either a 75% reduction in the PASI score (PASI 75) from when treatment started OR a 50% reduction in the PASI score (PASI 50) and a 5-point reduction in DLQJ from start of treatment

v

Further lines of treatment: Consider an alternative high-cost treatment option if there is cause to discontinue the selected treatment. If prescribing biological agents, seek additional advice as recommended below
based upon how many lines of treatment have already been exhausted:

v

-

;

2" line biological agent:

3 and 4* line biological agent:
5t and 6" line biological agent:

An alternative biologic may be initiated if a previous initial biologic is discontinued for the criteria listed above

For adults in whom there is an inadequate response to a second biologic, seek advice from a clinician with expertise in biologic therapy.
Seek advice from a multi-disciplinary team (MDT) for approval of fifth- or sixth-line biologics, including other specialities as required.




