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	Ein cyf / Our ref: 065/20/FOI


	Dyddiad / Date: 16th June 2020



Further to your request for information dated 1st June 2020, I am pleased to provide the following in response to your request

Your request and our response:
Does your organisation have any local guidelines for the treatment of psoriasis and/or psoriatic arthritis using biologic drugs?  If such guidelines exist, please could I request a copy.

Provided in the embedded documents below are the Betsi Cadwaladr University Health Board (BCUHB) local guidelines for psoriasis and psoriatic arthritis:
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We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


_1653827768.pdf
Psoriasis: BCUHB treatment pathway in patients aged 18 or over

Offer topical therapy as first line. Offer second-line treatment or third-line treatment options (phototherapy or non biological systemic
therapy) at the same time when topical therapy alone is unlikely to adequately control psoriasis, such as: extensive disease (for example more
than 10% of body surface area affected) or at least 'moderate’ on the static PGA or where topical therapy is ineffective, such as nail disease.
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person is intolerant of, or has a contraindication to, these treatments.

The psoriasis has not responded to standard non biological systemic therapies including ciclosporin, methotrexate, acitretin or PUVA; or the

Patient has severe disease defined as PASI> 10 and DLQI 210. Choose one of the below. Consider relevant co-morbidities. Where more than one
treatment option exists, choose the most cost efficient option.
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Adequate response define as:

® a2 75% reduction in the PASI score from when treatment started (PASI 75) or

® 2 50% reduction in the PASI score (PASI 50) and a 5 point reduction in DLQI from when treatment started.
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2 line biologics:- As per NICE CG 153:- Consider changing to an alternative biological drug (with alternative mechanism of action) in adults if:
| | ® the psoriasis does not respond adequately to a first biological drug as defined in NICE technology appraisals or
e the psoriasis initially responds adequately but subsequently loses this response (secondary failure) or
e the first biological drug cannot be tolerated or becomes contraindicated.
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3" line biologics: As per NICE CG 153:- For adults in whom there is an inadequate response to a second biological drug, seek supra-specialist advice from a clinician with expertise in biological therapy

Written by:_(Rheumatology&Dermatology Pharmacist East)
Review date: Aug 2020
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General prescribing advice and evidence summary:-

Consider the presence of co-morbidities/patient factors(needle phobia, infection risk, compliance) to guide choice of treatment.

Consider certolizumab pegol in female patients planning a pregnancy.

Where more than one treatment option exists, choose the most cost effective option. Refer to cost hierarchy below.

Efficacy data - ustekinumab, secukinumab and ixekizumab have demonstrated superiority to etanercept in large well designed clinical trials.
Secukinumab, ixekizumab and brodalumab have demonstrated superiority to ustekinumab in a seperate large well-designed clinical trial.
Guselkumab provides greater benefits than TNF-alpha inhibitors and ustekinumab, and similar benefits to secukinumab and ixekizumab.
Note - the ECLIPSE study showed superiority of guselkumab over secukinumab in PASI 90 at week 48. Apremilast, a non biologic
phosphodiesterase inhibitor is inferior to biologic therapy.

For the stage | (12 weeks to 16 weeks) the PASI 75 response rates for tildrakizumab were higher than those for etanercept, similar to
adalimumab and ustekinumab, and lower than for other targeted biological treatments, including guselkumab. The efficacy of tildrakizumab
at weeks 24-28 were closer to guselkumab at 12-16 weeks indicating a slower onset of action of tildrakizumab to achieve similar level of
response. Risankizumab is expected to provide similar benefits to guselkumab.

If treatment withdrawn prior to 15t review period due to adverse event, but clinical improvement seen, consider switching to alternative with
same mechanism of action.

If inadequate response seen at 13 review, consider switching to a drug with alternative mechanism of action. Choose drug with lowest
acquisition where more than one option available.

Consider adalimumab in those with a history of IBD (Avoid IL 17a). Adalimumab, secukinumab or ixekizumab can be considered in those
with a history of PsA.

Consider etanercept in those where infection risk is a major concern. (NB Anti-TNFs clinically less effective than alternative biologics).
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Cost hierarchy (from high to low) for year 1 treatment in Green and then each subsequent year thereafter in orange. (Highest cost item
on the top of list)
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Approved BCUHB treatment pathway for psoriatic arthritis

T I prim
Tofacitinib - 12 weeks
Apremilast - 16 weeks
Secukinumab and ixekizumab - 16 weeks
Anti-TNFs (etanercept, adalimumab, certolizumab, golimumab,
infliximab) - 12 weeks

Ustekinumab - 24 weeks for PsA. 16 weeks for psoriasis

. Updated by Rheumatology Pharmacist East 14/05/2019. Review date 14/05/2021






Approved BCUHB treatment pathway for psoriatic arthritis. Updated by Rheumatology Pharmacist East 14/05/2019. Review date 14/05/2021

General advice:-

- Please use the most cost-effective option where more than one option is available. See below box in orange for cost hierarchy.

- For patients with anything other than mild skin psoriasis consider referral to dermatology.

- For patients with significant skin, eye or bowel disease select most appropriate biologic as per licence and NICE approval.
Patients maybe under more than one speciality concurrently which may impact choice.

- Consider certolizumab pegol in female patients planning a pregnancy.

Current cost hierarchy from year 2 onwards — highest on top to lowest on the bottom

Suggested cost effective biologic options (i.e post DMARDSs)

1stline Imraldi or low dose secukinumab (if anti-TNF not an option).

2" [ine Imraldi, Benepali or Ixekizumab (depending on 1%t line choice). Escalate secukinumab 150mg to 300mg if inadequate
response at low dose.

3" line Alternative anti-TNF agent .

4t line Tofacitinib (if on methotrexate). Considered more cost effective than apremilast and similar in effectiveness to
ustekinumab) or ustekinumab

51 line Apremilast







