
Algorithm 7: Systemic (non-biological) treatment

General 

points
Optimising efficacy Optimising safety Patient support and information

Responsibility for its use should be in specialist settings only. Certain aspects of supervision and monitoring may be delegated to other healthcare 

professionals and completed in non-specialist settings, in which case, such arrangements should be formalised.

When offering, tailor the choice of agent and dosing schedule to the needs of the individual and include consideration of:

the person's age

disease phenotype, pattern of activity and previous treatment history

disease severity and impact

the presence of psoriatic arthritis (in consultation with a rheumatologist)

conception plans

comorbidities

the person's views.

Offer this to people with any type of psoriasis if:

it cannot be controlled with topical therapy and

it has a significant impact on physical, psychological or social wellbeing and

one or more of the following apply:

o psoriasis is extensive (eg more than 10% of body surface area affected or a PASI score of more than 10) or

o psoriasis is localised and associated with significant functional impairment and/or high levels of distress (eg severe nail 

disease or involvement at high-impact sites) or

o phototherapy has been ineffective, cannot be used or has resulted in rapid relapse (rapid relapse is defined as greater than 

50% of baseline disease severity within 3 months).

In people with both active psoriatic 

arthritis and any type of psoriasis that 

fulfils the criteria for systemic therapy 

consider the choice of systemic agent in 

consultation with a rheumatologist.

Offer methotrexate^ as the first choice for people 

with psoriasis who fulfil the criteria for systemic 

therapy except in the circumstances described in 

recommendations 84 and 92.

^ Please refer to recommendation 82 and the footnote for off-label usage.

Offer ciclosporin^ as the first choice for people who fulfil the 

criteria for systemic therapy and who:

need rapid or short-term disease control (eg a 

psoriasis flare) or

have palmoplantar pustulosis or

are considering conception (both men and women) 

and systemic therapy cannot be avoided.

^ Please refer to recommendation 84 and the footnote for off-label usage.

Consider acitretin for adults, and in 

exceptional cases only for children and 

young people, in the following 

circumstances:

if methotrexate and ciclosporin are 

not appropriate or have failed or 

for people with pustular forms of 

psoriasis.

Consider changing from 

methotrexate to ciclosporin 

(or vice-versa) when 

response to the first-choice 

systemic treatment is 

inadequate.

When reviewing response, take into account:

disease severity compared with baseline (eg 

PASI baseline to endpoint score)

control of psoriatic arthritis disease activity (in 

consultation with a rheumatologist if 

necessary)

the impact of the disease on the person’s 

physical, psychological and social wellbeing

the benefits versus the risks of continued 

treatment

the views of the person and their family or 

carers.

Offer 

adjunctive 

topical therapy 

to optimise 

treatment 

outcomes.

Monitor people for all types of 

psoriasis in accordance with 

national and local drug guidelines 

and policy. Take appropriate 

action in the event of laboratory 

abnormalities or adverse events.

Offer people with psoriasis who 

are starting treatment the 

opportunity to participate in long-

term safety registries (eg the 

British Association of 

Dermatologists Biologic 

Interventions Register).

Be aware of the benefits of, contraindications to and 

adverse effects associated with systemic treatments. 

Explain the risks and benefits using absolute risks and 

natural frequencies when possible. Support and advice 

should be provided by healthcare professionals who 

are trained and competent in the use of systemic 

therapies.
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Use incremental dosing of acitretin to 

minimise mucocutaneous side effects and 

achieve a target dose of 25 mg daily in 

adults. Consider dose escalation to a 

maximum of 50 mg daily when no other 

treatment options are available. Assess the 

treatment response after 4 months at the 

optimum dose of acitretin and stop 

treatment if the response is inadequate, 

eg: 

in plaque-type psoriasis, less than a 

75% decrease in PASI score or less 

than a 50% decrease in PASI score 

and less than 5 points in DLQI score

in pustular forms of psoriasis, not 

achieving clear or nearly clear on 

the static Physician’s Global 

Assessment.

Use 2.5–3 mg/kg a day of ciclosporin. Escalate to 5 mg/kg a 

day after 4 weeks only when there is no response to the 

lower dose or when rapid disease control is necessary (eg 

in severe unstable disease). Assess the treatment response 

after 3 months at the optimum dose of ciclosporin and stop 

treatment if the response is inadequate (eg less than a 75% 

decrease in PASI score or less than a 50% decrease in 

PASI score and less than 5 points in DLQI score).

Use the lowest possible therapeutic dose of ciclosporin to 

maintain remission for up to 1 year. Consider other 

treatment options when disease relapses rapidly on 

stopping ciclosporin therapy (rapid relapse is defined as 

greater than 50% of baseline disease severity within 3 

months of stopping treatment). Do not use ciclosporin 

continuously for more than 1 year unless disease is severe 

or unstable and other treatment options, including systemic 

biological therapy, cannot be used.

Use incremental dosing of methotrexate (eg 

starting with an initial dose of 5–10 mg once a 

week) and gradually increase up to an effective 

dose and a maximum of 25 mg a week. Assess the 

treatment response after 3 months at the target 

dose of methotrexate and stop treatment if the 

response is inadequate (eg a decrease of less than 

75% in PASI score or a decrease of less than 50% 

in PASI score and 5 points in DLQI score).

Use the lowest possible therapeutic dose of 

methotrexate to maintain remission.
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See recommendations 93-96 on 

monitoring methotrexate hepatotoxicity

In people not responding to, or who 

cannot use systemic (non-biological) 

treatment, see Algorithm 3: Treatment 

pathway, and recommendations 97-

109.


