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When selecting systemic therapies for psoriasis vulgaris, the guideline empha-
sizes consideration of efficacy, safety, comorbidities, and individual patient factors.
The decision framework is presented in the treatment options overview, and
in this updated version, the possibility of first-line therapy with biologics or
novel targeted small molecules is more prominently highlighted. Standardized
instruments for assessing disease severity, as well as patient-centered treatment
goals, are underscored. A Psoriasis Area and Severity Index (PASI) 75 response is
defined as the minimum therapeutic target, while PASI 90 or an absolute PASI
<2 are considered desirable goals. Since the last version, two newly approved
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KEYWORDS

NOTES ON USING THE GUIDELINE

This publication includes selected text passages where par-
ticularly relevant modifications have been made. Apart
from these sections presented in part 1, part 2 includes the
“Guidance for specific clinical and comorbid situations”.

The long version of the guideline is available on
the AWMF pages (https://registerawmf.org/de/leitlinien/
detail/013-001). Particular attention should be paid to the
information provided in the chapter “Notes on using the
guideline/Disclaimer” in the long version when applying
the guideline recommendations presented in this short ver-
sion. The following accompanying documents of version 8
are available on the AWMF pages: Appendix A (“Recom-
mendations for topical therapy”, “Phototherapy”, “Other
therapies’, “Interface definition”), Evidence Report, Guide-
line Development Report with information about conflicts
of interest and a set of PowerPoint slides on guideline
implementation.

WHAT IS NEW?

The sections on disease severity and treatment goals,
general recommendations for initiating and selecting a
systemic therapy, overview of treatment options and the
section presenting the efficacy and safety of therapies
have been revised based on the Cochrane network meta-
analysis. Bimekizumab and deucravacitinib have been
incorporated in the guideline including corresponding
notes on performing the therapy. The content of the
chapter on methotrexate has been revised. In the section
“Guidance for specific clinical and comorbid situations’,
the chapters “Screening for tuberculosis’, “Management
of psoriasis in patients with latent tuberculosis” and “Viral
hepatitis” have been extensively revised. In addition, the
recommendations for “Systemic therapy in patients with
malignant disease” have been modified. In the long version
of the guideline, new text passages and significant content-
related changes are marked in blue font color. For reasons
of clarity, omitted text passages have not been highlighted.

For the sections “Notes on using the guideline/Disclaimer”
(these apply equally to the present short versions), “Funding’,
“Scope and purpose of the guideline’, “Population and health

agents, bimekizumab and deucravacitinib, have been incorporated, accompa-
nied by specific usage recommendations. Among the established therapies,
guidance on methotrexate has been extensively revised, particularly regarding
administration, dosing, and monitoring. This guideline aims to provide clinicians
with an evidence-based framework for therapy selection and monitoring, while
strengthening shared decision-making with patients.

Monitoring, psoriasis, recommendations, scores, targets

questions covered by the guideline’; and “Targeted users of this
guideline’] see the long version.

DISEASE SEVERITY AND TREATMENT GOALS
Measuring disease activity

Although it has its drawbacks, the most established param-
eter to measure the severity of skin symptoms in patients
with psoriasis is the Psoriasis Area and Severity Index (PASI),
which was first introduced in 1978 as an outcome mea-
sure in a retinoid trial.! A physician global assessment
(PGA) score to evaluate disease severity can be beneficial
in daily clinical care in order to rapidly assess the severity
of psoriasis. It is important to note that different PGAs exist
and that they may differ in the way they are defined and
scales that are used. An estimate of the percentage of the
affected body surface area (BSA) is also used as a means
to measure disease severity.” Health-related quality of life
(HRQol) is another important aspect of psoriasis, not only
in defining disease severity but also as an outcome mea-
sure in clinical trials. So far, the Dermatology Life Quality
Index (DLQI) has been the most commonly used score for
assessing the impact of psoriasis on HRQoL. However, the
construct validity of the DLQI has been challenged: items
answered as being “not relevant” by a specific patient are
not always accompanied by a corresponding adjustment in
the final result of the patient’s DLQI.3 In addition to the DLQI,
the WHO-5 is available, reflecting the concept of people-
centered healthcare.* With the ActiPso, a tool is available
defining the disease activity of psoriasis.’

Defining disease severity

Defining disease severity in psoriasis is complex, and a mul-
titude of clinical aspects and aspects related to HRQoL
need to be taken into consideration. The currently avail-
able scores have various limitations and, as patients have
repeatedly pointed out, none of the available scores can
fully capture the complexity of the disease. As aptly put by
Mara Maccarone and Ray Jobling, patient representatives
of the European Dermatology Forum (EDF) Guidelines 2015:
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“Severity has become defined technically and bureaucratically,
in terms of scores derived from instruments like PASI, DLQI,
and Skindex-25. These simply fail to capture the seriousness of
psoriasis as experienced by those who have the disease.”
Currently, the disease definition most commonly used
for psoriasis is strongly influenced by the definition used
in clinical trials. It was thoroughly discussed and formally
agreed upon in a European consensus project in 2011.

-1 | MODIFIED [2025] Statement STRONG
Definition of psoriasis disease CONSENSUS
severity consensus-
* Mild psoriasis:® BSA < 10 and based

PASI<10and DLQI < 10
* Moderate to severe psoriasis:®
(BSA > 10 or PASI > 10) and DLQI
>10
Criteria to further “upgrade” mild
disease to moderate-to-severe:®
major involvement of visible areas,
major involvement of the scalp,
involvement of the genitals, palms
of hands or soles of feet,
onycholysis or onychodystrophy of
at least two fingernails, pruritis
leading to scratching, and presence
of recalcitrant plaques.®
Criteria for particularly severe
psoriasis include PASI > 20, DLQI
> 15; rapid deterioration of findings,
severe involvement of hands and/or
feet, scalp, face, nails, or genitals.

Treatment goals

The fundamental goal of any therapy is to achieve complete
clearance of symptoms - that is, the absence of cutaneous
symptoms of psoriasis. However, this goal is not realistically
achievable in all patients at this time.

The successful establishment of treatment goals requires
that a minimum target is defined which must be achieved
by therapy. If this “lowest hurdle” is not reached within a
given amount of time, the therapy must be modified. Vari-
ous forms of adjustment include increasing the dosage, ini-
tiation of combination therapy, or transitioning to another
drug or procedure. Treatment goals must be determined
individually with the patients in a joint decision-making
process.

-1 | REVIEWED [2025] Statement STRONG
At the end of the induction period, CONSENSUS*
a PASI 75 response is the minimum consensus-

target, which should be controlled based
for at regular intervals during the
course of treatment.

111-2 | NEW [2025] STRONG
Reaching a PASI 90 response or an CONSENSUS*
absolute PASI <2 or DLQI < 1 should consensus-
be the desired treatment goal. based

I1l.-3 | REVIEWED [2025] Statement STRONG
In the presence of criteria such as CONSENSUS*
distinct involvement of visible areas, consensus-

involvement of major parts of the based
scalp, genitals, palms of hands or
feet, onycholysis or
onychodystrophy of at least two
fingernails, pruritus leading to
scratching, or presence of
recalcitrant plaques, we
recommend to follow up treatment
goals individually determined for
this specific manifestation (using
appropriate scores, e.g., Nail
Psoriasis Severity Index [NAPSI]) and
to modify the therapy, if necessary.

*Five abstentions due to conflicts of interest.

For treatments with a fast onset of action, treatment
goals should be controlled for at the end of the induc-
tion therapy after 10 to 12 weeks; for treatments with a
slower onset of action, this should be done after 16 to
24 weeks. These time frames may not always include the
time of maximum therapeutic effect. During maintenance
therapy, control of treatment goals should be done at the
same intervals as the general monitoring, usually every 8 to
12 weeks.

Another treatment goal that is gaining attention is the
prevention of a chronic course of psoriasis. Studies are
currently underway to investigate the potential impact
of a particularly early initiation of treatment on disease
chronicity.

For the section “Time to onset of action”: see the long
version.

METHODS

For more detailed information, see the Guideline Develop-
ment Report (https://registerawmf.org/de/leitlinien/detail/
013-001).

Standardized wording as suggested by the GRADE Work-
ing Group was used for all recommendations in the newly
developed sections (Table 1).

Each formally agreed upon recommendation is pre-
sented in the guideline in a box: the left column shows the
content of the recommendation using standardized word-
ing or guideline language; the middle column shows the
direction and the strength of the recommendation; and the
right column indicates the strength of consensus among
the expert group and the evidence base (expert consensus
vs. evidence-based).

For the sections “Consensus procedure’; “External review’,
“Approval by commissioning societies’] “Updates’ “Validity’,
and “How to read and understand a network meta-analysis”
- see long version.

85UB017 SUOWIWOD BAERID 3(edl|dde auy Aq peusenob ake sapiiie YO ‘8sn Josajni Joy Akeld T 8ul|uO A8|IAA UO (SUONIPUOD-pUe-SWBIALI0D" A3 |IM"ALeIq1 Ul |UO//STIY) SUOTPUOD PUe SULB | 8L 88S *[9202/T0/02] Uo Ariqiauliuo A8|im ‘BanasBny seuiolqigsiess.eAlun Aq Zo09T Bpp/TTTT'OT/I0pAL0Y 8| iM Afelqijeuljuo//Sdny Woiy pepeojumod ‘T ‘9202 ‘/8S00T9T


https://register.awmf.org/de/leitlinien/detail/013-001
https://register.awmf.org/de/leitlinien/detail/013-001

S3 GUIDELINE PSORIASIS PART 1

TABLE 1 Standardized recommendation formulations (adapted from®-10).
Strength Wording Symbols
Strong recommendation for the use “We recommend ..."

of an intervention

Weak recommendation for the use “We suggest ..." )
of an intervention

Open recommendation/no “We cannot make a 0
recommendation recommendation for
or against ...”

Weak recommendation against the “We suggest against
use of an intervention "

Strong recommendation against the "We recommend
use of an intervention against..."”

GENERAL RECOMMENDATIONS

Initiating and selecting a systemic therapy

IX-1| REVIEWED [2025] STRONG
We recommend taking into account CONSENSUS*
efficacy (see Figure 1, Figure 2, and evidence- and
summary of the Cochrane Review), consensus-
safety (see drug chapters), based
comorbidities (see Table 1 and (see Evidence
Table 2 in publication Part 2, and Report,
respective chapters in the long chapter 1)
version), and individual patient CoE: see
factors when choosing a systemic Figure 2 and
treatment for moderate to severe Figure 3
psoriasis.
IX-2 | MODIFIED [2025] STRONG
We recommend initiating a systemic CONSENSUS*
treatment in patients with evidence- and
moderate to severe psoriasis consensus-
according to Figure 3. based
(see Evidence
Report,
chapter 1)
CoE: see
Figure 2 and
Figure 3
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Implications

We believe that all or almost all informed people would make a
choice in favor of using this intervention. Clinicians will not have
to spend as much time on the process of decision-making with
the patients and may devote that time instead to overcoming
barriers to implementation and adherence. In most clinical
situations, the recommendation can be adopted as a policy.

We believe that most informed people would make a choice in
favor of using this intervention, but a substantial number would
not. Clinicians and other health care providers will need to
devote more time to the process of shared decision-making.
Decision processes in the health system will require substantial
debate and involvement of many stakeholders.

Currently, a recommendation in favor of or against using this
intervention cannot be made due to certain circumstances (for
example, unclear or balanced benefit-risk ratio, no data available,
etc.)

We believe that most informed people would make a choice
against using this intervention, but a substantial number would
not.

We believe that all or almost all informed people would make a
choice against using this intervention. In most clinical situations,
the recommendation can be adopted as a policy.

IX-3 | NEW [2025] T STRONG
If systemic treatment of psoriasis is CONSENSUS*
initiated for the first time, we evidence-and
suggest treatment with a biologic consensus-
with first-line label or with based
deucravacitinib, especially for (see Evidence
psoriasis of particular severity (see Report,
chapter “Defining disease severity”). chapter 1)
CoE: see
Figure 2 and
Figure 3

* Abstentions due to conflicts of interest: 5.

Evidence base

The systemic treatment options outlined in Figure 3 and the
recommendations IX-1 to IX-3 are based on the results of
the Cochrane review by Sbidian et al.'" Since the review
demonstrated high methodological quality in the assess-
ment using the AMSTAR Il tool and is updated at regular
intervals, no further systematic reviews on this topic were
sought.

The statements on topical and UV therapies are based on
the systematic evidence synthesis last updated in 2015. The
results of this synthesis have been published as an appendix
to the guideline.
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Comparison: other vs 'PBO’ FIGURE 1 Forest Plot (relative effects versus
Treatment (Random Effects Model) RR 95%-Cl placebo), reproduced from [Copyright © 2023
The Cochrane Collaboration]."
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FIGURE 2 League table of relative effects (PASI 90: lower triangle; SAE: upper triangle), Certainty of Evidence (CINeMA): high (green), moderate
(blue), low (yellow), very low (red). [Copyright © 2023 The Cochrane Collaboration]."!

85UB017 SUOWIWOD BAERID 3(edl|dde auy Aq peusenob ake sapiiie YO ‘8sn Josajni Joy Akeld T 8ul|uO A8|IAA UO (SUONIPUOD-pUe-SWBIALI0D" A3 |IM"ALeIq1 Ul |UO//STIY) SUOTPUOD PUe SULB | 8L 88S *[9202/T0/02] Uo Ariqiauliuo A8|im ‘BanasBny seuiolqigsiess.eAlun Aq Zo09T Bpp/TTTT'OT/I0pAL0Y 8| iM Afelqijeuljuo//Sdny Woiy pepeojumod ‘T ‘9202 ‘/8S00T9T



S3 GUIDELINE PSORIASIS PART 1

%DDG O L=

TABLE 2 Recommended Laboratory Monitoring for MTX.
Time
Diagnostic workup Within the first 3 months
risk-adapted, for example, Subsequently,
Pre- Within the in case of diabetes mellitus, every
treatment first 2 weeks obesity/ hepatic steatosis 3 months
Blood count (including white blood X X X X
cell differential)*
ALT, AST, gamma-GT, AP** X X X
Serum creatinine X X X
Urinalysis X
Pregnancy test (urine or blood) X
Hepatitis B and hepatitis C serology X
HIV serology X
Serum albumin®*** X X X

Not all tests may be required for all patients. Medical history, risk exposure, and patient characteristics have to be considered. Dependent on clinical signs, risk, and exposure,

additional specific tests may be required.

*If leukocytes <3.0, neutrophils <1.0, thrombocytes <100, dose reduction or end of therapy
**|f results of liver function tests > 2-3 x compared to baseline: initiate further diagnostic workup (repeat measurement/see respective specialist) and consider dose reduction

or end of therapy

***|n selected cases (for example, suspected hypoalbuminemia, or if patients take other drugs with high binding affinity to serum albumin)

The recommendations regarding laboratory monitoring are based on clinical experience.

MODIFIED [2025] | STRONG CONSENSUS; abstentions due to conflicts of interest: 5
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FIGURE 3 Overview of treatment options (CoE: refer to Figure 2 for network comparisons of PASI 90 and serious adverse events).

Reasoning for Figure 3 and the associated
recommendations IX-1 to IX-3

Figure 3 describes the treatment options in mild and
moderate-to-severe psoriasis. The transition is defined by
formally agreed upgrade criteria® (see chapter Il “Defining
disease severity”).

Given that all systemic therapies studied in the Cochrane
review'' showed a significant benefit compared to placebo
with respect to the outcome measure PASI 90 (“certainty
of evidence”: high - moderate) and the relative risk of
SAEs did not differ significantly between the respective
interventions and placebo, the guideline group gives a
strong positive recommendation (IX-2) for initiating a
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systemic therapy in patients with moderate to severe
psoriasis.

Based on the results of the network comparisons for the
outcome measures PASI 90 and SAE alone, the guideline
group is not able to sufficiently differentiate the recommen-
dation levels for the individual agents.

Awide range of treatment options are currently available,
and the criteria for selecting a suitable agent are complex.
The guideline group therefore considers it necessary to
evaluate not only aspects of cost effectiveness, but also the
individual wishes and characteristics of patients, for exam-
ple, comorbidities and risks of infection, and to correlate
these aspects with specific safety aspects of the individual
agents (see recommendation IX-1).

Accordingly, individual recommendation strengths arise
individually from the examination of each patient, taking
the factors effectiveness, safety, comorbidity, and other
individual patient factors into account.

To support the assessment of suitability in case of comor-
bidity, the guideline group refers to the drug chapters (see
section 0) highlighting particularly significant aspects of
the summary of product characteristics, in addition to the
narrative presentation of evidence in the following section.

Moreover, recommendations have been established in
the chapters on special clinical and comorbidity situations
(see section 3). These recommendations are illustrated In
Table 1 and Table 2 in Part 2 of the publication and may
support users of the guideline in decision-making.

The recommendation IX-3 on the direct use of first-line
biologics or deucravacitinib is justified by the particularly
high disease burden in particularly severe psoriasis and
based on the results of the Cochrane review'" (see Figure 2).

The classification of agentsin 1st line and 2nd line, as pre-
sented in Figure 3, was based on the approved indications
listed in the summary of product characteristics.

Results of the network meta-analysis''

“I...] Network meta-analysis'' at class level showed that
all interventions (non-biological systemic agents, small
molecules, and biological treatments) showed a higher
proportion of patients reaching PASI 90 than placebo.”’
(Figure 1, 2).

“Anti-IL-17 treatment showeda higher proportion of
patients reaching PASI 90 compared to all other interven-
tions.

Biologic treatments anti-IL-17, anti-IL-12/23, anti-IL-23,
and anti-TNF alpha showed a higher proportion of patients
reaching PASI 90 than the non-biologic systemic agents.

For reaching PASI 90, the most effective drugs when com-
pared to placebo were (SUCRA rank order, all high certainty
evidence):infliximab (risk ratio [RR] 49.16, 95% confidence
interval [Cl] 20.49-117.95), bimekizumab (RR 27.86, 95% Cl
23.56-32.94), ixekizumab (RR 27.35, 95% Cl 23.15-32.29),
risankizumab (RR 26.16, 95% Cl 22.03-31.07).

Clinical effectiveness of these drugs was similar when
compared against each other. Bimekizumab and ixek-
izumab were significantly more likely to reachPASI 90 than
secukinumab.

Bimekizumab, ixekizumab, and risankizumab were signif-
icantly more likely to reach PASI 90 than brodalumab and
guselkumab. Infliximab, anti-IL-17 drugs (bimekizumab,
ixekizumab, secukinumab, and brodalumab), and anti-IL-23
drugs except tildrakizumab were significantly more likely
to reach PASI 90 than ustekinumab, three anti-TNF alpha
agents, and deucravacitinib. Ustekinumab was superior
to certolizumab. Adalimumab, tildrakizumab, and ustek-
inumab were superior to etanercept. No significant differ-
ence was shown between apremilast and two non-biologic
drugs: ciclosporin and MTX.”'" (Figure 2).

“We found no significant difference between any of the
interventions and the placebo for the risk of SAEs. The
risk of SAEs was significantly lower for participants on
methotrexate compared with most of the interventions.

Nevertheless, the SAE analyses were based on a very low
number of events with very low- to moderate-certainty evi-
dence for all the comparisons. The findingd therefore have
to be viewed with caution.

For other efficacy outcomes (PASI 75, PGA 0/1), the results
were similar to the results for PASI 90. Information on quality
of life was often poorly reported and was absent for several
of the interventions [...]"""

With respect to the methods, it should be noted that
the outcome measures were evaluated for a period of 8
to 24 weeks after randomization, that the main analysis —
for which the certainty of evidence was assessed - included
doses not approved by the European Medicines Agency
(EMA), and that no clear differentiation between “therapy-
related” and “non-therapy-related” severe adverse events
(SAEs) was performed.

Additional aspects on safety

Apart from the results on severe adverse events reported in
the network meta-analysis, the guideline group highlights
notable safety aspects in the individual drug chapters.

Additional aspects on onset of action

The time until onset of action that is acceptable for patients
is an individual factor. Depending on the patients’ symp-
toms a longer time until onset of action may be acceptable,
if the effectiveness of the agent is ultimately satisfactory.

Various studies are currently investigating the possibility
of modifying the disease course of psoriasis through early
initiation of systemic therapy.'? The guideline group refers
to the ongoing discussion and acknowledges a potential
need to update the guideline in the future, including the
impact on indication and selection of a systemic therapy, if
applicable.
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For the sections “Recommendations for basic therapy’,
“Topical therapy’] “Phototherapy’; and “Other therapies’,
see document Appendix A (https://register.awmf.org/de/

leitlinien/detail/013-001).

CONVENTIONAL SYSTEMIC THERAPY

For sections “Acitretin’, “Ciclosporin’; and the complete chapter
“Dimethyl fumarate’; see long version.

Dimethyl fumarate

In Europe, one DMF-containing medication (Skilarence”) is
approved and available for treating psoriasis. According to
information from December 18, 2024, production of the
fumaric acid ester Fumaderm® has been discontinued in
Germany.'?

Methotrexate (MTX)

Two meta-analyses are available for comparison of the effi-
cacy of oral versus subcutaneous administration of MTX
inimmune-mediated diseases.'*'> One meta-analysis from
2019' reported a higher efficacy for subcutaneous admin-
istration while no significant difference was found in the
other meta-analysis from 2022."°

With respect to toxicity, some, but not all, studies have
shown that subcutaneous administration is better tolerated
than oral administration.'®

Pharmacokinetic studies indicate a higher plasma
bioavailability and an increased accumulation of MTX
polyglutamates (MTX-PG) in red blood cells (RBC)
for subcutaneous administration during the initial
treatment phase. However, after several months sim-
ilar intracellular drug levels for both administration
pathways are observed.'” For doses above 15 mg, a
better bioavailability was reported for subcutaneous
administration.'®

Especially, if doses above 15 mg are administered or
if the risk of overdosing needs to be avoided, subcuta-
neous administration is preferred (because oral intake has
a higher risk of overdosing as patients are more likely to
take tablets daily instead of once weekly). The guideline
group refers to the presence of a direct healthcare profes-
sional communication (Rote-Hand-Brief), emphasizing the
risk of overdosing due to daily administration.'® The rec-
ommended initial and maintenance dose is usually 15 mg
MTX once weekly. In case of insufficient response, the dose
can be increased up to 20 mg MTX once weekly. A fur-
ther increase up to 25 mg MTX is only beneficial for a small
subgroup of patients. An increase beyond this dose is not
recommended.?”

Instructions for use MTX

Pre-treatment:

* Medical history and clinical examination

* Objective assessment of the severity of psoriasis (for example,
using PASI/BSA/PGA; arthritis)

* Measure health-related quality of life (for example, using
DLQI/Skindex-29 or -17)

* Laboratory monitoring (see Table 2)

* Exclusion of severe renal dysfunction (see chapter 3.6 “Kindney
disease”in long version)

* Effective contraception in women of child-bearing age (see
chapter 3.11 “Wish for child/pregnancy”in long version)

* Concerning the requirement of protection against conception
in male users of MTX, we refer to the chapter “Wish for
child/pregnancy”: and to the valid version of the respective
summary of product characteristics

* If abnormalities in liver screening are found, the patient should
be referred to a specialist for further evaluation

* Check need for vaccinations (see chapter “Vaccinations”)

During treatment:

* Medical history and clinical examination

* Objective assessment of the severity of psoriasis (for example,
using PASI/BSA/PGA; arthritis)

* Measure health-related quality of life (for example, using
DLQI/Skindex-29 or -17)

* Check concomitant medication

* Laboratory monitoring (see Table 2)

* Effective contraception in women of child-bearing age (see
chapter “Wish for child/pregnancy”)

* Concerning the requirement of protection against conception
in male users of MTX, we refer to the chapter “Wish for
child/pregnancy”in the long version and to the valid version of
the respective summary of product characteristic

* 5 mg folic acid once weekly 24 hours after MTX

* Adbvise alcohol abstinence

* If respiratory tract symptoms are found (for example, suspected
alveolitis), the patient should be referred to a specialist for
further evaluation

Post-treatment:

* Concerning the requirement of protection against conception
in female or male users beyond the time of MTX administration,
we refer to the chapter “Wish for child/pregnancy”in the long
version and to the valid version of the respective summary of
product characteristics

MODIFIED [2025] | STRONG CONSENSUS; abstentions due to conflicts of interest: 5 | Follow-
up vote on renal dysfunction: STRONG CONSENSUS; abstentions due to conflicts of
interest: 6.

Recommendations for laboratory monitoring

See table 2.

Adverse drug reactions

For more detailed information/complete presentation, see
the summary of product characteristics and additional
sources. The guideline group has decided to comment on
the following aspects:

The most important adverse drug reactions (ADRs) in
association with MTX therapy are mucositis, MTX-induced
pneumonitis, hepatotoxicity, and myelosuppression.
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MTX-induced pneumonitis may constitute a rare, but
potentially life-threatening hypersensitivity reaction.
Therefore, patients need to be informed in detail about
the requirement of making immediate contact in case of
emerging dry cough with dyspnea without signs of upper
respiratory tract infection (rhinitis, sinusitis, bronchitis).

The question of monitoring for the possible develop-
ment of liver fibrosis is a recurring topic of intense debate.?
A potential overestimation of the role of MTX in devel-
opment of liver fibrosis has been discussed in various
publications, and the relevance of the frequent comorbid-
ity of psoriasis with obesity and diabetes mellitus as more
important factor has been emphasized.??2°

Determination of transaminases for monitoring of poten-
tial liver damage due to MTX is the usual approach taken
in the guideline group. If abnormalities are found, con-
sultation of a corresponding specialist is recommended.
Methods for further evaluation include calculation of the
fibrosis-4 (FIB-4) index and elastography.?®

Additional risk factors for hepatotoxicity include alcohol
consumption, obesity (BMI > 30), and inadequately con-
trolled diabetes mellitus.”’-?® These three risk factors may
result in hepatic steatosis with steatohepatitis and may thus
increase MTX-related hepatotoxicity.

Another rare, but serious adverse event of MTX ther-
apy is myelosuppression with an estimated prevalence of
<1% (7/100,000 patient years).”’ This adverse event is usu-
ally the result of overdosing, for example, due to daily
administration or due to an ignored or newly developed
high-grade renal insufficiency with creatinine clearance
of <60 ml/min or <30 ml/min. Informing patients about
the early symptoms of pancytopenia (sore throat, fever,
stomatitis/problems of oral mucosa, and bleeding) may
contribute to early detection.

Selection of important adverse drug reactions

Very common Nausea, malaise, hair loss

Common Elevated transaminases,
myelosuppression, gastrointestinal
ulcers

Occasionally Fever, chills, depression, infections

Rare Nephrotoxicity, liver fibrosis, and
liver cirrhosis

Very rare Interstitial pneumonia and

alveolitis

Special considerations during treatment

For more detailed information/complete presentation, see
the summary of product characteristics and additional
sources. The guideline group has decided to comment on
the following aspects:

If gastrointestinal symptoms are experienced during
MTX therapy, consumption of coffee and/or dark chocolate
may be beneficial in up to 30% of patients.*°

Older patients: Particular care is needed when treating
geriatric patients where the dosage should generally be
lower than usual. Moreover, kidney function should be
monitored regularly in these patients. (CAUTION if creati-
nine clearance <60 ml/min, especially with concomitant
diuretic therapy, medication with ACE inhibitors, warm
weather conditions).

Important contraindications

For more detailed information/complete presentation, see
the summary of product characteristics and additional
sources. The guideline group has decided to comment on
the following aspects:

Absolute contraindications

* Severe infections

* Severe liver diseases

* Severe renal dysfunction

* Active wish for child in women of child-bearing age, preg-
nancy/breastfeeding (see chapter “Pregnancy” in the
long version)

* Alcohol abuse

* Bone marrow failure/hematological abnormalities

* Acute gastric ulcer

* Significantly reduced pulmonary function

* Insufficient understanding of administration once
weekly

Relative contraindications

* Kidney or liver diseases

* Old age

* Ulcerative colitis

* Gastritis

* Obesity (BMI > 30)

* Diabetes mellitus (uncontrolled, creatinine clearance
<60 ml/min and albuminuria > 30 mg/g, creatinine in
spot urine)3'32

* Malignant diseases (see chapter “Cancer”)

Drug interactions

For more detailed information/complete presentation, see
the summary of product characteristics and additional
sources. The guideline group has decided to comment on
the following aspects:

A number of drugs including salicylates, sulfonamides,
diphenyl hydantoin, and several antibiotics (that is, peni-
cillin, tetracyclines, chloramphenicol, trimethoprim) may
reduce the binding of MTX to serum albumin, thus increas-
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TABLE 3 Recommended Laboratory Monitoring for Bimekizumab.

Time

Diagnostic workup Pre- Every
treatment 3-6 months

Blood count (including X X

white blood cell

differential)

Liver function tests X X

Pregnancy test (urine or X

blood)

Hepatitis B and X

hepatitis C serology

HIV serology X

Interferon gamma X

release assay (IGRA)
(exclusion of
tuberculosis)

Not all tests may be required for all patients. Medical history, risk exposure, and
patient characteristics have to be considered. Dependent on clinical signs, risk, and
exposure, additional specific tests may be required.

The recommendations regarding laboratory monitoring are based on clinical experi-
ence.

NEW [2025] | CONSENSUS; abstentions due to conflicts of interest: 5.

ing the risk of MTX toxicity. Tubular secretion is inhibited
by probenecid. Particular care is needed in patients con-
comitantly using azathioprine or retinoids. Some NSAIDs
may increase MTX levels and thus also MTX toxicity. It
is therefore recommended to administer NSAIDs at other
times of day than MTX. Folic acid should be taken at an
interval of 24 hours after MTX administration. Given that
MTX is no longer detected in blood after 24 hours, no
reduced effectiveness due to intake of folic acid is antic-
ipated. There is some evidence that the combination of
MTX and folic acid may reduce adverse reactions without
impairing effectiveness.?3°

List of the most important drug interactions

Substances Type of interaction

Colchicine, ciclosporin (CsA), Reduced renal elimination of MTX
NSAIDs, penicillin,
probenecid, salicylates,

sulfonamides

Increased risk of bone marrow and
gastrointestinal toxicity

Chloramphenicol,
cotrimoxazole, cytostatic
agents, ethanol, NSAIDs,
pyrimethamine, sulfonamides

Barbiturates, cotrimoxazole,
phenytoin, probenecid,
NSAIDs, sulfonamides

Interaction with binding to plasma
proteins

Ethanol, leflunomide,
retinoids, tetracyclines

Increased hepatotoxicity

Measures in case of overdosing: see long version.

“DDG O L=

TABLE 4 Recommended Laboratory Monitoring for Deucravacitinib.

Time
Diagnostic workup Only in case of
corresponding
history-related or
Pre-treatment clinical indications
Blood count X (x)
(including white
blood cell
differential)
Liver function tests X (x)
Serum creatinine X (x)
Pregnancy test X (x)
(urine or blood)
Hepatitis B and X (x)
hepatitis C serology
HIV serology X (x)

Creatine kinase (CK)  x (in case of muscle pain

during treatment)

Interferon gamma X (x)
release assay (IGRA)

(exclusion of

tuberculosis)

Not all tests may be required for all patients. Medical history, risk exposure, and
patient characteristics have to be considered. Dependent on clinical signs, risk, and
exposure, additional specific tests may be required.

The recommendations are based on expert opinions and take into account that
the experience with the drug is still limited. The recommended laboratory controls
exceed those suggested in the summary of product characteristics* (as of July 2024).
NEW [2025] | CONSENSUS, abstentions due to conflicts of interest: 6.

THERAPY WITH BIOLOGICS AND NEW
TARGETED SMALL MOLECULES

For the sections “Adalimumab’] “Apremilast’, “Brodalumab’,
“Certolizumab pegol’, “Etanercept’, “Guselkumab’] “Inflix-
imab”  “Ixekizumab’  “Risankizumab’,  “Secukinumab’,
“Tildrakizumab’] “Ustekinumab’; and “Newly approved drugs
and therapies in development’] see long version.

Bimekizumab

Instructions for use Bimekizumab
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Pre-treatment:

* Medical history and clinical examination including prior
exposure to treatments, malignancies, infections (for example,
candidiasis), and inflammatory bowel disease

* Consider enrolling the patient in a psoriasis registry

* Objective assessment of the severity of psoriasis (for example,
using PASI/BSA/PGA; arthritis)

* Measure health-related quality of life (for example, using
DLQI/Skindex-29 or -17)

e Other recommended measures include:

Exclusion of skin cancer

Check for lymphadenopathy

Laboratory monitoring (see Table 3)

Exclusion of tuberculosis (see chapter “Tuberculosis”)

Exclusion of active infection

Check need for vaccinations

* Reliable contraception

During treatment:

* Medical history and clinical examination with focus on
infections (in particular upper respiratory tract, candida,
tuberculosis), contraception, and symptoms of inflammatory
bowel disease

* Objective assessment of the severity of psoriasis (for example,
using PASI/BSA/PGA; arthritis)

* Measure health-related quality of life (for example, using
DLQI/Skindex-29 or -17)

* Laboratory monitoring (see Table 3)

Post-treatment:

* After cessation of bimekizumab therapy: follow-up with
medical history and physical examination

* For information regarding the need for ongoing contraception
immediately following biologic treatment cessation, see
chapter “Wish for child/pregnancy”

O 0O 0O 0 0O

NEW [2025] | CONSENSUS, abstentions due to conflicts of interest: 4.

Recommendations for laboratory monitoring

See table 3.

Adverse drug reactions

For more detailed information and a complete list, we refer
to the summary of product characteristics and additional
sources. The guideline group has decided to comment on
the following aspects:

In the opinion of the guideline group, bimekizumab
has, with the exception of candidiasis, a similar safety pro-
file to other IL-17 antagonists, such as ixekizumab and
secukinumab, as well as the IL-17R antagonist brodalumab.

In all phase lll trials (BE READY=®, BE VIVID?’, BE SURE??,
and BE RADIANT??), bimekizumab was well tolerated.

Characteristics of the pooled analysis by Gordon et al.40:
Safety data were pooled from a cohort of patients from four
randomized clinical phase Il trials (BE ABLE 1, BE ABLE 2,
PS0016, and PS0018) and four randomized clinical phase llI
trials (BE VIVID, BE READY, BE SURE, and BE BRIGHT).*? In this
analysis, a total of 1,789 patients (1,252 [70.0%] male; mean
age [SD], 45.2 [13.5] years) were treated with one or more
doses of bimekizumab. The total exposure to bimekizumab
was 3,109.7 person-years.*® Treatment-emergent adverse
events (TEAEs) occurred with an exposure-adjusted inci-

dence rate (EAIR) of 202.4 per 100 person-years and did not
increase with increasing exposure to bimekizumab.*® EAIRs
for suicidal ideation and behavior (0.0 per 100 person-years;
95% Cl 0.0-0.2 per 100 person-years) and severe cardiovas-
cular events (0.5 per 100 person-years; 95% Cl 0.3-0.8 per
100 person-years) were low.*

Neutropenia: The EAIR for neutropenia was 0.8 per 100
person-years (95% Cl 0.6-1.2 per 100 person-years).*

Infections: The three most common TEAEs were
nasopharyngitis (19.1 per 100 person-years; 95% Cl 17.4-
20.9 per 100 person-years), oral candidiasis (12.6 per 100
person-years; 95% Cl 11.3-14.0 per 100 person-years),
and infections of the upper respiratory tract (8.9 per 100
person-years; 95% Cl 7.8-10.1 per 100 person-years).*°
Most cases of oral candidiasis were mild or moderate; three
events resulted in treatment discontinuation.*?

Inflammatory bowel disease: Limited data are available
on patients with inflammatory bowel disease (IBD). In
the pooled analysis by Gordon et al.*? described above,
the EAIR for inflammatory bowel disease (0.1 per 100
person-years; 95% Cl 0.0-0.3 per 100 person-years) was
low. Patients with a known history of Crohn’s disease were
excluded from the clinical phase lll trials. One case of ulcer-
ative colitis on bimekizumab therapy was reported. It is
recommended to exercise caution in patients with a history
of IBD when prescribing bimekizumab.

Candidiasis: In addition to the results of the pooled
analysis by Gordon et al.*’ reported under the subhead-
ing “Infections”, the results of one phase Il trial*® were
also included. In the trial BE RADIANT??, bimekizumab and
secukinumab were compared in adult patients with moder-
ate to severe psoriasis. The prevalence of candida infections
over a period of 0 to 48 weeks was higher in the patients
treated with bimekizumab (n = 79/373 [21.2%]) than in
those treated with secukinumab (n = 17/370 [4.6%]).3°

Dual inhibition of IL-17A and IL-17F may impair the
protective function of mucous membranes more strongly,
thus increasing the risk of oral candidiasis. Early treatment
of candida infections with topical or systemic therapy is
recommended. For more detailed information on the treat-
ment of candidiasis, we refer to the summary of product
characteristics of antimycotic agents or to (international)
guidelines*'~*3. In case of recurrent mycotic infections, a
change in psoriasis therapy may be considered. It has to
be taken into account, however, that clinically significant,
severe infections will always present a contraindication for
all biologics.

Special considerations during treatment

For more detailed information and a complete list, we refer
to the summary of product characteristics and additional
sources. The guideline group has decided to comment on
the following aspects:

Surgery: Currently, no data are known to the guideline
group concerning surgery in patients treated with bimek-
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izumab. The decision to withhold bimekizumab prior to
surgery should be based on individual factors, such as type
and risk of the surgical intervention, patient characteris-
tics, severity of psoriasis if treatment is discontinued etc.
Consultation with the treating surgeon is recommended.

Important contraindications

For more detailed information and a complete list, we refer
to the summary of product characteristics and additional
sources. The guideline group has decided to comment on
the following aspects:

Absolute contraindications:

* Clinically relevant active infections

Relative contraindications:

* Pregnancy or breastfeeding
* Chronic inflammatory bowel diseases

For the sections “Drug interactions” and “Measures in case
of overdosing’, see long version.

Deucravacitinib
Instructions for use Deucravacitinib

Pre-treatment:

* Medical history and clinical examination (especially, prior
exposure to treatments, malignancies, signs and risks of
infection

* Consider enrolling the patient in a psoriasis registry

* Objective assessment of the severity of psoriasis (for example,
using PASI/BSA/PGA; arthritis)

* Measure health-related quality of life (for example, using
DLQI/Skindex-29 or -17)

* Other recommended measures include:

o Exclusion of skin cancer

Check for lymphadenopathy

Exclusion of tuberculosis (see chapter “Tuberculosis”)

Exclusion of active and chronic infections

Check need for vaccinations according to current

vaccination recommendations including prophylactic

vaccination against herpes zoster

* Laboratory monitoring (see Table 4)

* Exclusion of pregnancy or breastfeeding

* Reliable contraception

* Inform patients to discontinue treatment and present for
examination if they experience muscle weakness or pain,
especially if these are accompanied by fatigue or fever.

During treatment:

* Medical history and clinical examination, including assessment
of risk factors for severe infections, signs of infection, and
malignancies

* Objective assessment of the severity of psoriasis (for example,
using PASI/BSA/PGA; arthritis)

* Measure health-related quality of life (for example, using
DLQI/Skindex-29 or -17)

* Laboratory monitoring (see Table 4)

* Reliable contraception

O O 0O
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* After cessation of treatment with deucravacitinib, follow-up
with medical history and physical examination

* For information regarding the need for ongoing contraception
immediately following treatment cessation, see chapter “Wish
for child/pregnancy”

NEW [2025] | STRONG CONSENSUS; abstentions due to conflicts of interest: 5.
Recommendations for laboratory monitoring

See table 4.

Adverse drug reactions

For more detailed information/complete presentation, see
the summary of product characteristics** and additional
sources.*~*® The guideline group has decided to comment
on the following aspects:

The most common adverse drug reactions (occurring in
> 1% and with a higher rate than in the placebo group)
in the combined data from the trials POETYK PSO-1 and
POETYK PSO-2 until week 16 were infections of the upper
respiratory tract, elevated creatin kinase levels in blood, her-
pes simplex, oral ulcers, folliculitis, and acne. In addition,
headache, diarrhea, and nausea were reported, all with sim-
ilar frequency in deucravacitinib group and placebo group.
Until week 52, no new adverse drug reactions were identi-
fied, and their incidence rates did not increase compared to
those observed in the first 16 weeks of treatment.

Summary of Key Adverse Events (Deucravacitinib)

Very common Infections of upper respiratory

tract®

Common Herpes simplex infections**, oral
ulcerations***, acneiform rash****,
folliculitis

Occasionally Herpes zoster

*Nasopharyngitis, infection of upper respiratory tract, viral infection of upper respira-
tory tract, pharynagitis, sinusitis, acute sinusitis, rhinitis, tonsillitis, peritonsillar abscess,
laryngitis, tracheitis, and rhinotracheitis

** Cold sore, herpes simplex, genital herpes, and other herpes virus infections

*#* Oral aphthae, ulcerations of oral mucosa, tongue ulcers, and stomatitis

**** Acne, acneiform dermatitis, exanthema, rosacea, pustules, papulopustular skin
lesions

Infections
Deucravacitinib may increase the risk of infection. The
majority of the observed infections were not severe, but
mild to moderate, and included infections of the upper
respiratory tract that did not result in treatment discontin-
uation. The most frequent severe infections reported with
deucravacitinib treatment were pneumonias and COVID-19
which can be attributed to the pandemic situation.
Reactivation of herpes viruses (for example, herpes
zoster, herpes simplex) were reported in clinical trials. Most
cases of herpes zoster were mild to moderate, restricted
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to one dermatome, had a mild course and did not result
in cessation of treatment. During the pivotal trials POE-
TYK PSO-1, PSO-2 and the open-label extension study, ten
of the 18 patients reporting herpes zoster were less than
50 years old. Furthermore, there was one case of her-
pes zoster with involvement of several dermatomes in an
immunocompetent participant receiving deucravacitinib.
Physicians should inform patients about early signs and
symptoms of herpes zoster and advise them to initiate
treatment as soon as possible.

Changes of laboratory findings

Pooled data from clinical trials on changes in laboratory
findings show that treatment with deucravacitinib may
result in the following changes in laboratory findings:
increase of creatine kinase (from asymptomatic to rhab-
domyolysis), increase of triglyceride levels and increase of
liver enzymes by > 3-fold of the upper limit of normal. Deu-
cravacitinib treatment should be interrupted if myopathy
or liver damage is suspected. Patients should be instructed
to present for examination if they experience muscle weak-
ness or pain, especially if these are accompanied by fatigue
or fever.

Malignancies

In the pooled data from the complete treatment periods of
the pivotal trials PSO-1, PSO-2, and the open-label exten-
sion study (overall, 2,482 patient-years of exposure with
deucravacitinib), malignancies were reported in 22 patients
(0.9 per 100 patient-years), including eleven cases of non-
melanoma skin cancer (0.4 per 100 patient-years) and three
cases of lymphoma (0.1 per 100 patient-years).

Special considerations during treatment

For more detailed information/complete presentation, see
the summary of product characteristics** and additional
sources.”’ % The guideline group has decided to comment
on the following aspects:

Potential risks in association with JAK inhibitors

Based on safety concerns, both the U.S. Food and Drug
Administration (FDA) and EMA endorsed measures to mini-
mize the risk of severe cardiovascular events, malignancies,
thrombotic events, and death in association with Janus
kinase (JAK) inhibitors.

It is not known whether deucravacitinib can be asso-
ciated with the observed or potential adverse reactions
of other JAK inhibitors. Deucravacitinib is a highly selec-
tive TYK2 inhibitor with minimal or no activity against
JAK 1/2/3 in clinically relevant doses and concentrations.
The allosteric mechanism of TYK2 inhibition reduces the
risk of off-target effects, and data from PSO-1, PSO-2, and
the nonblinded extension study showed consistent safety
profiles of deucravacitinib in patients with psoriasis. Nev-
ertheless, further observations are required to completely
characterize the long-term safety of deucravacitinib.

Surgery

No data are available on the management of surgeries
in patients treated with deucravacitinib. The decision
to interrupt deucravacitinib treatment prior to surgery
should be made on a case-by-case basis. Type and risk
of the surgical intervention, patient characteristics, risk
of infection, and risk of aggravation of psoriasis should
be considered. Consultation with the surgeon is recom-
mended.

The guideline of the American College of Rheuma-
tology/American Association of Hip and Knee Surgeons
for perioperative management of antirheumatic drugs
in patients with rheumatic diseases undergoing elec-
tive total hip or knee arthroplasty recommends to
withhold JAK inhibitors for at least 3 days prior to
surgery.

Important contraindications

For more detailed information/complete presentation, see
the summary of product characteristics44 and additional
sources.45-47 The guideline group decided to comment on the
following aspects:

Absolute contraindications

* Hypersensitivity to the active ingredient or one of the
excipients
* Active tuberculosis or another active severe infection

Relative contraindications

* Severe liver disease
* Pregnancy

Risks and benefits of the treatment with deucravacitinib
should be carefully considered before initiating the therapy
in patients that have chronic or recurrent infections, are at
risk of tuberculosis, have a history of severe or opportunis-
tic infections, or have underlying diseases making them
susceptible to infections.

Drug interactions

For more detailed information/complete presentation, see
the summary of product characteristics** and additional
sources.*”>! The guideline group has decided to comment
on the following aspects:

According to the results from studies on heathy volun-
teers, there were no clinically significant differences in the
pharmacokinetics of deucravacitinib, when it was admin-
istered together with drugs inhibiting or inducing vari-
ous drug-metabolizing enzymes and transporters. These
included: ciclosporin (dual Pgp/BCRP inhibitor), fluvoxam-
ine (CYP1A2 inhibitor), ritonavir (CYP1A2 inductor), diflu-
nisal (UGT1A9 inhibitor), pyrimethamine (OCT1 inhibitor),
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famotidine (H2 receptor antagonist), or rabeprazole (pro-
ton pump inhibitor). No clinically significant differences in
the pharmacokinetics of the following drugs were observed
when administered together with deucravacitinib: rosu-
vastatin, methotrexate, mycophenolate mofetil, and oral
contraceptives (norethindrone acetate and ethinylestra-
diol).

Combination therapy of deucravacitinib with other
immunomodulatory agents, including biologics or pho-
totherapy, has not been evaluated in plaque psoriasis.

Overdosing/measures in case of overdosing

“Deucravacitinib has been administered in healthy subjects
as single doses up to 40 mg (> 6 times the recommended
human dose of 6 mg/day) and in multiple doses up to
24 mg/day (12 mg twice daily) for 14 days without dose-
limiting toxicity.

In case of overdose, it is recommended that the patient
be monitored for any signs or symptoms of adverse reac-
tions and appropriate symptomatic treatment instituted
immediately. Dialysis does not substantially clear deu-
cravacitinib from systemic circulation [...]."**

BIOSIMILARS

At the time of preparing this guideline, biosimilars for
adalimumab, etanercept, infliximab, and ustekinumab??
were available in Europe. The recommendations of this
guideline apply equally to the original molecule and the
corresponding biosimilars.

For the section “Guidance for specific clinical and comorbid
situations’; see part 2 in the next issue of JDDG.

Note on Guideline adaptation

The authors of this work have adapted, remixed, trans-
formed, translated or built upon a previous version of
the following article: EUROGUIDERM GUIDELINE FOR THE
SYSTEMIC TREATMENT OF PSORIASIS by Nast A et al;
which is available in its final form on the European Der-
matology Forum website (https://www.guidelines.edf.one/
guidelines/psoriasis-guideline) (licensed under CC BY NC
4.0, https://creativecommons.org/licenses/by-nc/4.0/):

— A Nast, Pl Spuls, C Dressler, Z Bata-Csorgd, | Bogdanov,
H Boonen, EMGJ De Jong, | Garcia-Doval, P Gisondi, D
Kaur-Knudsen, S Mahil, T Malkénen, JT Maul, S Mburu, L
Mercieca, U Mrowietz, A Pennitz, E Remenyik, D Rigopou-
los, PG Sator, M Schmitt-Egenolf, M Sikora, K Stromer, O
Sundnes, G Van Der Kraaij, N Yawalkar, C Zeyen, C Smith.
EUROGUIDERM GUIDELINE FOR THE SYSTEMIC TREAT-

MENT OF PSORIASIS VULGARIS September 2023, partial
update February 2025.

Furthermore, this article is based on an adaptation of the
previous version of the German version of the guideline,
which has been published in its final form at https://doi.
org/10.1111/ddg.14508 and https://doi.org/10.1111/ddg.
14507:

- Nast A, Altenburg A, Augustin M, Boehncke WH, Harle P,
Klaus J, Koza J, Mrowietz U, Ockenfels HM, Philipp S, Reich
K, Rosenbach T, Schlaeger M, Schmid-Ott G, Sebastian
M, von Kiedrowski R, Weberschock T, Dressler C. Ger-
man S3-Guideline on the treatment of Psoriasis vulgaris,
adapted from EuroGuiDerm - Part 1: Treatment goals
and treatment recommendations. J Dtsch Dermatol Ges.
2021 Jun;19(6):934-150. doi: 10.1111/ddg.14508.

- Nast A, Altenburg A, Augustin M, Boehncke WH, Harle P,
Klaus J, Koza J, Mrowietz U, Ockenfels HM, Philipp S, Reich
K, Rosenbach T, Schlaeger M, Schmid-Ott G, Sebastian M,
von Kiedrowski R, Weberschock T, Dressler C. German S3-
Guideline on the treatment of Psoriasis vulgaris, adapted
from EuroGuiDerm - Part 2: Treatment monitoring and
specific clinical or comorbid situations. J Dtsch Dermatol
Ges. 2021 Jul;19(7):1092-1115. doi: 10.1111/ddg.14507.

The present adapted guideline did not undergo an
approval procedure by the European Dermatology Forum,
but has been approved by the editing German societies.
This guideline is subject to the provisions of Creative
Commons Attribution NonCommercial license.
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