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President's Message

Dear professors, doctors, and colleagues,

The Korean Society for Psoriasis (KSP) in collaboration with key dermatologists in
Busan area has prepared an opportunity to discuss practical points in the clinical use of
biologics.

Although we have had many chances to discuss efficacy and safety of biologics
based on the data from clinical trials, practical points in the use of biologics have rarely
been addressed. I hope that this type of discussion become a useful guideline of
biologics in the management of psoriasis.

In session 1 of the symposium, we will browse various guidelines including
Japanese version, which will shed light on the development of our own. We then move
on to session 2, where we will discuss practical aspects in the use of biologics that are
important but not yet evidence-based or are not yet addressed in the guidelines. We
will then share field experiences of major biologics in Japan and Korea in the last
session.

I would like to take this opportunity to convey my deepest gratitude to everyone that
supported this symposium. First of all, my special thanks go to President Hyung-Ok
Kim and Chairman Young-Chul Kye of Korean Dermatological Association. Without
dedication from dermatologists in Busan area, this symposium would not be possible.
Among them, [ am especially grateful to professor Sang-Tae Kim at Koshin University
Gospel Hospital. 1 also would like to express my greatest gratitude to Japanese
colleagues. Professor Ozawa at Tokai university, professor lkeda at Juntendo
university, associate professor Saeki at Jikei university, and associate professor
Mabuchi at Tokai university decided to participate in this symposium without any
hesitation. I am sharing my pleasure and pride with all the key members of the KSP.
They took their parts in the symposium as speakers or chairpersons.

Through this symposium, I really hope that biologics can get out of showcase into

the real practice and thereby contribute to solving the agony of our psoriasis patients.

May 26, 2012
Joo-Heung Lee, MD, PhD

President of the Korean Society for Psoriasis
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Biologics guidelines







 in
Agojsta elgust B guiskay e vy oot

AR S A2, 2EG 23, Hade] 52 71224 A A oA FE 2= FA AR, 3
AR g, A8t Al 3 A& A 52 g A gRio] AT A5 o] heFsith= AL oA
o] Zde ol w2t A 2 & AA s of sh= A ¥ o] EAI7E A=A H= ), a5 Sl A A 52 73
ol Y= Ak AT A & 7ol =2kl o] thefstAl ANATH AL Q). T8k ool A3 =S Hols A
=&

A 5ol opbd F 74| o]} o] A m R WA s A A8l Hct.

o] A 5 7ol =il oA AESHA A A7 £ A 0 2 57 212 2007 5 Y v 778} 3] of| A
H A o] 2-&-olt}. o]F, 2009 of] 7Lt} ] 3-3}8}1 3] o] A Canadian guidelines for the management of
psoriasisgt= 1093 o] A] of] ZAZ whefj gt ko] w7 X 5 7ho| =kl o] MR H Tt 2 3 of] P=3] -
#3}3] o] A] FESHA AN A Aol 2-& 2F DA o] AESAAA X 5.9 7ho| =il W o,
713 HZoll= 1] =9 National Psoriasis Foundationo]|A] 7jut} 7lol =8¢l e A4, W23l e] North
American guideline-& 233} ATk, ZkZ}2] guideline o] thek A A& o} 23 2}

o
Lo

i)
=S

1) 54 AA X =5 7o)l =812l (Arch Dermatol Res 2007;299:111-138)

5 Y9 F3} 33| oA T A IR X BAF SR UMY FFEE B, 555, 5o =W
Fato] e Aol wheh AR S AL AEH FEF BF 71E.02 PASI 104 o), Az
 10%013H- ANG A F55 ol E AR WS A 2L ANG e, AR
ANAR G0 2 15} b= AL S AL 7 E 0] AN ZA AL oAl o 27 oFE= AL A
2 AAE T (Fig. 1) 201 136 22 548]o]4] 2007 Fhol =249 o5 Hekel A2 722 AAsH ol
H], efalizumab @] 3|7} F A2 7}o] =8}l of| A AkA5} ¢ 3L, adalimumab} ustekinumab-& 71X X 5 &
ESHAA R F7bet k. S 7ol =gkl @A o' 7 H o] JlolM A A5 & FE T AAEHA
22 Faustr)e A WEog A= Aot AESNAAA L asol g <7 olA efalizumab,
etanercept, infliximab =5 FAGFT(LoE) 12 =2 59| T2 A, U 27 A7-2 852 SAHZFAA
= o] 9ltt. &3 ZHojA+= infliximab>etanercept>efalizumab2] A 2 A A o] 9lc}.

o,

) Yttt #FAX x5 7Fo] =8}l (www.dermatology.ca/psoriasisguidelines.html June, 2009)

o2 Zhol =gl g FA) ol it 2] AL, Aviet 9] 5378135 F3| o] A o pdf 9t Y H e = E2ho}
SIT}. Papp KA 5158 8 16%) $1915]04] 23 7hol=e)el o 2 #ahaM o) RE Ho] $5 5 o]
SIC}IL 5ol Fheto] opick, Sele] shol et el @ AA M) A2 kel AN REFE |Ee] A Hlo]



B FA7o] e} 2Roto] 3 ek QAT AR E A 2FE Aol 54 olck. A
Aol Al 5 o] Fhol 2k A7 23 OFR 91T AFE AL ZIE} /)& A 2AS AT 5 g B4
oA AHg-5H Aol okulek o]l 100138l 43 B] % 4 0. olaf ol Held Ao et o

=2
£ AAAsAEF] 2ol 12} X5 A9 sht=E A|AIZE Ao Xfol7} glTt.

(3) ¥ WEFAAA AA & 7}o] =4l (BrJ Dermatol 2009;161:987-1019)

G5 3} 3] oA A ESHAAA| AR 7ol BEFo] FF & o] ] A oA AETHAAA| A8-2] 7}
o|=g}el& AAF Ao 2 $-Elue}t AR H ol BEIAAA AL 7153 AR FE 9] 71ES Al A 8]
1 9Jth. 2, AESAAA| ALg-2] A g 7]F 0 7 FZE A PASI 100]4, (£ BSA 10%0]43, PASI 214
E71]), DLQI 107 o] & A AIBHI AL, Th 5= 3t o] de] 34 7158 whEete A3 A E3HE
AA AHE 712o 2 AFst e, 1) BAXEY AAA 8 A&HA ¢ 341, 2) 7|1E A2 S 748
T s &4, 3) 71E9 A glor} cyclosporineo|ut
methotrexate S AHE-E  §l= FHHEES 71 A4 5) vl Alskar, B st uA, WS HAE S5
7 84t Foltt. @ A ETAANA A 5 7hol=eild -2l o] A3 RG] 7tol=eiele] 71 & Ao
© AP FHH o2 w9 Alg AR A Aol Al B ESTHAA AHS-2] 2E F
S-2]e] B, ol Algk A} strjgt = 7€) A5 o] HE58 A, REA o] ol gdrhE e S 7HA L

it

NA g vEgo] Q=

|
s
2
D
> ~ 0
o
L
K
i
RLE
flo

N,

4) B #3AX X5 71o]=8}2] (Arch Dermatol 2012;148:95-102)

Al 7tol=2hol-S 27k o 2 u| 32| National psoriasis foundationollA] vt ol A A %] go]] AFHE-5
11 9)+ excimer laser$} ustekinumab2- 3713} o] W= 7}o] =g} ¢lo|t}. Arch Dermatolof] UF-& W] &3} &}
7, e-appendix F B 2 pdf 9} o] A|F = =H|, 7|2 AL At g5 #4513 o] RS Y2 o] g3t Ao
Z 1697 0| A 2 o] F-0]A] gt} o] Z7ho| =giRle X & A X 5ol YlojA] AEEAA| A & AHE- -4 &9
AAEH] T, etanerceptS 1559 A& oF=-2 | alefacept, adalimumab, ustekinumabg- 15592 A1
7Fe%t FE 2, infiliximab& 25 9] =5 35 $] A9 22 A A5t B8 0 2 QJAIA o] A A
SollA Tupg 212 BAW ths &9 9] 2FE 2 cyclosporines} A ESHA A A& Y@ -H S aLefsto]
gl o} gt ar s} itk B 1HY $kAl= A5 Aol A8 HANE 53 HBsAgo] 1= A=A A x| =
2~47F AHE FulolY A A5E At CH HAolM = BESHAAZL cyclosporineo]t}
methotrexate 2t} U] QFH3HA| AMS-E 4= = eFEol2} o]ofr|staL Q)

ubA] g} A4 9] X 22 95k A EFHA A= AAE A &H 0 §7HH1Q—7 9o sFE A|7to| 73t E]
o] of7}7} QlstEaL, o £ Aol A2 H2H8-0] A2 A=A A o] i 2 7|E A=A AA 9
biosimilar®] 57 5¢] o] 548 H3Ea 1o WA o] 915 7HsAd o] ok B AF7]7ke] 9/ QHA
7} 58] BolAl HA 14 X5 7teo| =gl ol A A& A A o] Y7} Kok B A Q] Wk o 2wl o]
Z 20 2 AzHEr.

/A

:



Fig. L. S ZAAMKX|E M2k DA T (from Arch Dermatol Res 2007;299:111-138)



Guideline in Japan

Hidehisa Saeki

Department of Dermatology, The Jikei University School of Medicine, Japan

Clinical use of the TNFa inhibitors adalimumab and infliximab for psoriasis began in January
2010 and an IL-12/23 p40 inhibitor, ustekinumab, was newly approved in January 2011. A 2011
version of Japanese guidelines and a safety manual on the use of biologic agents to psoriasis
have been prepared to assist dermatology specialists involved in the clinical treatment of this
condition to use such agents safely and properly.

Biologic agents should be used under the control, supervision and guidance of a dermatology
specialist experienced in the diagnosis and treatment of psoriasis. They should be used in
facilities in which periodical tests can be performed and immediate action taken for any serious
and sudden adverse reaction that may develop, in collaboration with pulmonologists, radiologists,
etc.

Patients eligible for biologic therapies are the following; 1. Psoriasis vulgaris or psoriatic
arthritis: (i) patients who have responded unsatisfactorily to conventional systemic therapies
(including UV therapy) with rash covering more than 10% of the body surface area (BSA) or (ii)
patients who have rash or joint symptoms intractable to conventional therapies, with QOL
severely impaired. 2. Pustular psoriasis and erythrodermic psoriasis: Judgement should be made
after consideration of response to previous treatments, complications, general conditions, etc.
Only infliximab is indicated for these diseases.

For psoriasis vulgaris, all three biologic agents have exhibited high efficacy with the
improvement rates in psoriasis area and severity index (PASI) 75 for adalimumab, infliximab,
and ustekinumab: 63~71% (16w), 69~80% (10w), and 60~67% (12w), respectively. For psoriatic
arthritis, the common view in foreign guidelines is that TNFa inhibitors, which have been shown
capable of preventing the progression of joint destruction, should be positioned as the first-
choice drug, and ustekinumab as the second-choice. There are no established criteria for the
selection of biologic agents to treat psoriasis vulgaris. Adalimumab has been expected efficacious
when infliximab fails, although the efficacy is decreased to some extent. In patients in whom
TNFa inhibitor treatment has been insufficient, ustekinumab has been expected to be effective
regardless of previous treatment.

Biologic agents should NOT be used for the following patients; 1. those with severe infection



(including active tuberculosis). 2. those with congestive heart failure (more than III grade by
New York Heart Association classification). 3. those with a malignant tumor under treatment. 4.
those with demyelinization disorders such as multiple sclerosis (only ustekinumab can be used
for patients with multiple sclerosis).

Before using a biologic agent, infectious diseases including active tuberculosis should be
ruled out by checking personal history, blood examination, tuberculin skin test, Quantiferon test
and chest X-ray/CT-scan. If earlier tuberculosis is suspected, prophylactic administration of
isoniazid (INH) for 6~9 months is advisable. Serum beta-D glucan and KL-6 levels should be
checked to rule out pneumocystis pneumonia and interstitial pneumonia, respectively. Biologic
agents should not be used for hepatitis B surface antigen positive (HBsAg+) patients. Those who
are HB antibody positive (HBsAb+ or HBcAb+), but HBsAg negative, are considered to have
been infected with HBV in the past but to be in a healed state clinically. If either HBsAb or
HBCcAD is positive, quantitative measurement should be made of HBV-DNA. As long as the
HBV-DNA level is below detectable sensitivity, treatment with biological drugs can be started
and continued.

As a general rule, cyclosporin should NOT be coadministered with biologic agents because it
may further deteriorate immunocompromised conditions, thereby increasing the risk of
complications by serious infection. Regarding switching from cyclosporin, Japanese clinical
studies with infliximab showed that PASI scores were decreased rapidly without worsening of
the disease or safety problems, even when cyclosporin was withdrawn immediately before
switching. For a relapse of symptoms, however, which can be a concern when cyclosporin is
abandoned in favor of a agent such as adalimumab or ustekinumab, combined use of cyclosporin

for a few weeks is one useful mean of assuring that the change occurs smoothly.


















Future perspective of biologics
guidelines: What to be addressed?

Hae-Jun SONG

Department of Dermatology, Korea University School of Medicine, Korea

Several guidelines are available for biologic therapy of psoriasis, but it is still not enough in
number and coverage to encompass various aspects of situations in which the patients and
doctors might meet. Followings are some of the important issues to consider further.

1. Eligibility criteria for biologic therapy
Though the criteria should prevent widespread use of biologics in uncomplicated moderate to
severe psoriasis, it needs some complement to help the patients and doctors who really need it.

1) Complement of the objective measures for disease severity assessment
BSA, PASI, DLQI are using as objective measures for disease severity currently, but these
assessment tools are imperfect in itself. PASI is inappropriate in patients with localized
disease that involves special ‘high-impact’ sites (genitalia, hands, feet, head and neck)
where highly significant functional and?or psychosocial morbidity may exist with a PASI <
10. Also the DLQI may be a poor indicator of emotional disabilities resulting from psoriasis
and the validity of the DLQI (and of other quality of life measures) may also be undermined
due to linguistic or other communication problems.

2) Definition of unresponsiveness to standard systemic therapy
It is specified only for kinds and duration of treatment of standard systemic therapy in the
Korean Guidelines so far, there need some more additional definitions for unrespon-
siveness (or treatment failure) to standard systemic therapy (i.e, reduction of PASI or %
BSA where the PASI is not applicable, improvement in DLQI, certain numbers/cumulative
doses of phototherapy sessions, rapid relapse).

3) Exceptional clinical situations for bypassing of standard systemic therapy
In addition to unresponsivess and adverse reactions, other conditions of intolerance,
comorbidities, unstablitiy, and severity should be considered.

4) Expanding indications for recalcitrant types of psoriasis
Erythrodermic, pustular form, intractable forms (hands and & feet, scalp, nail)



2. Biologics therapy algorithm
Following aspects of biologic therapy algorithm need to be more developed or refined.
1) Optimal choice
2) Sequence of therapy
3) Combination therapy (with other conventional therapy or biologics)
4) Methods of transition/switching to other therapy

3. Revision for the Measures for tuberculosis

1) Screening and monitoring tuberculosis infection/reactivation
Korean Guidelines for treatment of latent tuberculosis for biologic therapy have been using
since 2004. But the guideline was established before the advent of new methods of
tuberculosis screening such as IGRA (interferon gamma release assay).

2) Prophylactic treatment
Also regimen for anti-tuberculosis therapy and starting point of biologics after initiation of
prophylactic therapy need to be re-evaluated to match current situation of Korea.

4. Managements of paradoxical events

Rarely, unusual events such as various granulomatous reactions (particularly involving the
lung), small vessel vasculitis (predominantly in the skin) and uveitis have been triggered or
exacerbated by TNF antagonists therapy. Both new-onset and worsening psoriasis have been
reported. Significantly increased incidence of new-onset psoriasis with TNF antagonist therapy
was noticed as compared with standard DMARDs in patients with RA. Further study on
incidence and management (including switching of biologics) is needed.

5. Children, Pregnancy, Surgery, Vaccination, Hepatitis, HIV
These are situations frequently met during biologics therapy. Currently conservative standpoints
are keeping. But refinement will be made by accumulation of clinical data in the future.

6. Analysis of long-term risk/benefits (disease, economy).

Because of extremely high expense for biologic therapy and lack of long-term safety/efficacy
data, long-term risk/benefit analysis is unavailable currently. In the future these aspects (not only
financial but also for prognosis of psoriasis itself) need to be re-evaluated.

7. Charge of prescribing biologics and monitoring for biologic therapy

Though biologic treatment for psoriasis should be made available to all those patients
fulfilling the recommended eligibility criteria, treatment should be initiated and monitored by
the dermatologists experienced in managing difficult psoriasis. They should have a lot of
knowledge and experience of standard therapies and management of those who fail to respond.
They should also be trained in the use of the tools for determining treatment eligibility and

disease response.
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Biologics: When to start? When to stop?
And what to choose?

Yong-Beom CHOE

Department of Dermatology, Konkuk University Hospital, Korea

The advent of biological therapy has revolutionized psoriasiscare. Nonetheless, not all
patients require biological therapy. Selection of patients depends on clinical characteristics,
previous response to other medical therapy, and comorbid conditions. Availability, reimbursement
guidelines, and patient preferences guide the choice of therapy for psoriasis. Currently, the
biologics approved by the Korean Food and Drug Administration (KFDA) are divided into 2
classes: tumor necrosis factor (TNF)- inhibitors, and interleukin (IL)-12/23 inhibitors. TNF
inhibitors (etanercept, infliximab, adalimumab) has the most extensive clinical trial data, but
newly developed ustekinumab appear to have similar or better benefits in plaque psoriasis.
Moderate to severe psoriasis (PASI>10, BSA>10) not responding to conventional systemic
agents for more than 3 months is indications for starting biological therapy. Patients who
respond to therapy (PASI75 response) at 12-16 weeks could get another 6 month treatment.
After this point, every six month reevaluation of confirming drug efficacy prolong the use of
biologics. Multiple factors will determine which of the four available biologics should be used
first in a particular patient. This includes those related to the drug itself and how they relate to the
clinical circumstance, patient preferences (e.g. mode of administration) and access, the latter
being determined largely by health insurance guideline and patient’s economic status. In the
short term, the monoclonal antibodies (infliximab, adalimumab, ustekinumab) seem to have a
quicker onset of action, and are more effective than etanercept, although by 1 year the proportion
of patients maintaining a PASI 75 may be comparable. With respect to safety, systematic review
of data from short-term studies suggests that the risk of adverse events may be slightly higher
with infliximab compared with etanercept and adalimumab while registry data indicate that risks
of reactivation of tuberculosis and herpes zoster may be greater with adalimumab and infliximab
as compared with etanercept. Ustekinumab is more effective than etanercept in the short term
and is probably of comparable efficacy to adalimumab and infliximab, but safety data are very
limited. Ustekinumab might therefore be reserved for patients who have failed or cannot use
TNF antagonists. Patients who have a diminished or loss of response to one biologic agent may
respond to switching to another agent. There are only limited efficacy data on use of a second
biologic therapy in patients with psoriasis where the first has failed. Mechanisms underlying



primary failure(inadequate response following initiation of treatment) or secondary failure(loss
of response over time) are poorly understood, although in the case of TNF antagonists,
development of antidrug antibodies with consequent reduction in circulating drug levels is well
described with both infliximab and adalimumab. Further, while infliximab, adalimumab and
etanercept all act to block TNF, they are pharmacologically distinct. Thus failure to respond to
one TNF antagonist may not preclude response to a second. This is supported by findings in a
small open-label study and retrospective case cohort review which demonstrate efficacy of
adalimumab following etanercept failure. Of note, approximately a third of patients entered into
ustekinumab RCTs had been previously treated with biologic therapy (predominantly TNF
antagonists), and this did not influence therapeutic outcome. Careful consideration should be
given to the reasons for loss of response when switching to another biologic. There are
insufficient data to make recommendations on when to stop biologic therapy. Therapy should be
discontinued when patients fail to achieve an adequate response following treatment initiation or
when treatment response is not maintained. Withdrawal of therapy is also indicated due to the
following events: (i) a serious adverse event. Serious adverse events which may justify the
withdrawal of treatment include malignancy, severe drug-related toxicity, severe infection (ii)
pregnancy (iii) elective surgical procedures. A possible complication of an abruptly
discontinued therapy is a flare of psoriasis. In this scenario, cyclosporine or methotrexate may be
used for a few months to suppress disease and same or another biologic may be used
subsequently.



Monitoring of psoriasis patients on
biologic therapy : What to test?

Byung-Soo KIM

Department of Dermatology, Pusan National University School of Medicine, Korea

The treatment of psoriasis has undergone a revolution with the advent of systemic biologic
agents including alefacept, etanercept, infliximab, adalimumab, and ustekinumab. Development
of these new treatments provides dermatologists novel ways to help control the disease but raises
questions about what laboratory tests are required before or during the treatment. The purpose of
this presentation is to provide suggested guidance concerning the screening tests for initiating
biologic treatment and monitoring patients on treatment.

Table 1. Recommended screening and follow-up tests : overview

Biologics Baseline screening . o ;
(route) : : Ongoing monitoring Follow-up for efficacy
route Required Optional
Alefacept ¢ CD4 count* ¢ hepatitis profile ¢ Periodic evaluation : ¢ After 3 months
(IM) ¢ HIV ELISA - CBC, CD4 count, LFT, malignancy, infection
¢ CXR, UA
Etanercept ¢ PPD* ¢ ANA/anti-dsDNA e Yearly PPD ¢ After 3 months
(SC) « hepatitis profile ~« HIV ELISA ¢ Periodic evaluation :
¢ CBC, LFT ¢ CXR, UA - CBC, LFT, malignancy, infection, demyelination
Infliximab ¢ PPD* ¢ ANA/anti-dsSDNA ¢ Yearly PPD e After 3 months
vy « hepatitis profile ~« HIV ELISA ¢ Periodic evaluation :
¢ CBC, LFT ¢ CXR, UA - CBC, LFT, malignancy, infection, demyelination
Adalimumab e PPD* ¢ ANA/anti-dsDNA  « Yearly PPD e After 4 months
(SC) ¢ hepatitis profile ¢ HIV ELISA ¢ Periodic evaluation :
¢« CBC, LFT ¢ CXR, UA - CBC, LFT, malignancy, infection, demyelination
Ustekinumab e PPD* ¢ ANA/anti-dsDNA ¢ Yearly PPD e After 4 months
(SC) ¢ hepatitis profile ¢ HIV ELISA ¢ Periodic evaluation :
¢ CBC, LFT ¢ CXR, UA - CBC, LFT, malignancy, infection

*FDA screening recommendations

' Decision to continue treatment : An adequate response to treatment defined as either (i) a 50% or greater reduction in baseline PASI (PASI
50 response) (or % BSA where the PASI is not applicable) and a 5-point or greater improvement in DLQI4, 21-23 or (ii) a 75% reduction
in PASI score compared with baseline (PASI 75 response).

Abbrevations : ANA, Antinuclear antibody; CBC, complete blood cell count; CRP, C-reactive protein; CXR, chest radiograph; ds, double-stranded;
ELISA, enzyme-linked immunosorbent assay; LFT, liver function test; PPD, purified protein derivative; UA, urinalysis



Figure 1. Screening for latent tuberculosis infection (LTBI) before initiating biologics for psoriasis :

Modified for Koreans

Table 2. Overview of reported important side effects of biologics

Alefacept Etanercept Infliximab Adalimumab
Common side ¢ URTI ¢ URTI ¢ URTI ¢ URTI
effects ¢ Injection site ¢ Injection site ¢ Acute infusion ¢ Injection site
reactions reactions reaction reactions
¢ Pruritus ¢ Pruritus ¢ Headache ¢ Headache
¢ Pruritus
¢ Urticaria
¢ Transaminases
Uncommon ¢ Severe infections ¢ Severe infections ¢ Severe infections ¢ Severe infections ¢ Severe infections
but severe & Opportunistic ¢ Opportunistic ¢ Opportunistic ¢ Opportunistic

side effects infections

¢ Possible increased
risk of malignancy
(in particular
lymphoma)

¢ Lymphocyte
depletion

infections

¢ Reactivation of latent
TB or progression of
recently acquired TB

¢ New onset or
exacerbation of CNS
demyelinating
disorders

¢ Possible increased
risk of malignancy (in
particular
lymphoma)

¢ Drug-induced lupus

¢ Exacerbation of CHF

¢ Vasculitis

¢ Aplastic anaemia

infections

¢ Reactivation of latent
TB or progression of
recently acquired TB

¢ New onset or
exacerbation of CNS
demyelinating
disorders

¢ Possible increased
risk of malignancy (in
particular
lymphoma)

¢ Drug-induced lupus

¢ Exacerbation of CHF

¢ Vasculitis

¢ Pancytopenia

infections

¢ Reactivation of latent
TB or progression of
recently acquired TB

¢ New onset or
exacerbation of CNS
demyelinating
disorders

¢ Possible increased
risk of malignancy
(in particular
lymphoma)

¢ Drug-induced lupus

¢ Exacerbation of CHF ¢ Myocardial

¢ Vasculitis

¢ Possible reactivation

recently acquired TB

¢ Possible increased
risk of malignancy

infarction/Stroke
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Scalp psoriasis: Topical? Systemic?
or Biologics?
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Combination therapy of biologics
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When one biologic agent fails?

Tomotaka Mabuchi

Department of Dermatology, Tokai University School of Medicine, Kanagawa, Japan

The patients with psoriasis can be treated with two or three anti-TNFa agents and one
anti-IL-12/23p40 agent in Korea and Japan. Although these biologic agents have dramatic
effects for moderate to severe psoriasis, it's not uncommon to observe no or lack of response to
a biologic agent in a patient with psoriasis.

When one biologic agent fails, what should we dermatologists do? Should we increase the
drug dose? Can we decrease the administration interval? Or, should we switch a biologic agent
to the other one? Can we switch an anti-TNFa agent to the other anti-TNFa agent? Or, should we
switch an anti-TNFa agent to the anti-1L-12/23p40 agent? Can we switch the anti-IL-12/23p40
agent to an anti-TNFa agent? To use biologic agents more effectively, many dermatologists are
making all kinds of efforts to deal with the situation.

In this lecture, we will review the literatures and discuss these questions.






Session 3
Field experiences with
biologics: Korea vs. Japan
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