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• 1800s: coal tar, salicylic acid & UV therapy

• 1920s – 1950s: Goeckerman therapy (coal tar + UVB), Ingram 
regimen (anthralin/dithranol + UV), Hospital-based day 
treatments

• 1950s – 1970s: Topical corticosteroids

•    1970s – 1990s: Methotrexate, cyclosporine, systemic retinoids, 
PUVA photochemotherapy, calcipotriene, tazarotene

•    2000s & beyond: injectable monoclonal antibodies (biologics), 
advanced targeted oral & topical therapies
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• Icotrokinra (oral IL-23R antagonist) currently in phase III trials

• Dosed 200mg once daily in 12+

• Peptide optimized for oral absorption

• PASI 75 of ~15% at week 4 up to ~69% at week 16 up to 81% at week 24

• PASI 90 of ~50% at week 16 up to 65% at week 24

• Data suggest safety profile mimics injectable drugs in this class







• Highly selective TYK2 inhibitor

• Binds the JH2 pseudokinase domain locking the kinase in inactive conformation

• Inhibits IL-23/Th17 signaling & also mitigates type I interferon & IL-12

• The 30 mg qd in phase III: PASI90 over 50% and PASI100 at 30% at 16 weeks



Of note Apremilast is only systemic approved for mild disease





• RKZ with serious TEAE of 2.4% (lower than placebo 4%)

• Serious infection of 0.4% (similar to placebo 0.3%)

• Candida of 0.2% (placebo 0%)

• BKZ with serious TEAE of 1.6% (lower than placebo 2.4%) 

• Serious infection of 0.3% (placebo 0%)

• Candida of 9.1% (placebo 0%)



• Apremilast with nausea/diarrhea of 17% (placebo 6%)

• URI of 9% (placebo 6%)

• Depression of 1% (placebo 0%)

• Folliculitis 1% (placebo 0%)

• Deucravacitinib with nausea/diarrhea of 1.7-4.4%

• URI of 19.2% (placebo 14.8%)

• Folliculitis of 1.7% (placebo 0%)

• HSV of 2% (placebo 0.2%)



Monitoring In The “Old Days”

• Biologics: TNF inhibitors, IL-12/23, IL-17, IL-23

 

• CBC, CMP, TB, hepatitis, HIV at baseline; CBC/CMP q3m & TB yearly

• This resulted from the study/label of etanercept as the original biologic & 
has carried forward with numerous newer/safer agents despite lack of 
evidence



What’s The Big Deal?

• Routine lab monitoring expense in the USA is up to 4.9 billion dollars 
annually (though precise numbers are not available and are variable)

• Beyond cost, the risks of false positive & non-relevant abnormalities are 
very real; the downside may include:

Scaring the patient unnecessarily & causing health anxiety

Having to stop an effective medication (sometimes permanently)

Additional follow-up tests that could lead down the road to more morbidity e.g. leukopenia leading to 
bone marrow biopsy and chemotherapy (& perhaps due to a benign viral phenomenon)



Monitoring in 2025 & Beyond

• Summary: “there isn’t strong evidence to say you should do regular lab 
monitoring for patients on biologics. There is also not strong evidence to 
say that you shouldn’t”

• Therefore we can tailor our monitoring based on patient characteristics 
including health, lifestyle & personality



Monitoring in 2025 & Beyond



Monitoring in 2025 & Beyond

• Summary: 

• Given the risk of false positives and false negatives, lab testing can never 
replace clinical evaluation of signs and symptoms

• The literature suggests a higher TB risk with TNFi and a low risk of other 
targeted biologics

• Decisions regarding repeat screening should be individualized



Monitoring in 2025 & Beyond

• Even when TNF agents are used, routine screening in the absence of risk factors may result 
in unnecessary risk of chemoprophylaxis-induced hepatitis, increased costs, and a delay 
in early TNFi

• Serial testing with quant gold, particularly among low-risk populations without any new 
exposures, is unreliable with frequent reversions and conversions

• In a study, 15 of 50 patients with negative baseline developed conversion during biologic 
treatment(typically transient)

• Of the 10 who were positive at the rescreening, 5 received isoniazid preventive therapy: 
an equal number of patients reverted to negative with or without treatment and none of 
the patients developed active TB during follow-up (6.9 ± 1.0 years)



Monitoring in 2025 & Beyond

• Biologics: TNF inhibitors, IL-12/23, IL-17, IL-23

 

• CBC, CMP, TB, hepatitis, HIV at baseline

• TNFi: CBC/CMP q3m & TB yearly

• All others: Yearly TB ROS

• Even amongst the TNFi class, clinically significant lab abnormalities are rare 
& even more so in the others

• I prescribed psoriasis biologics to ~500 patients in 2024 with 0 serious 
adverse events



• These new advanced systemic oral medications are superior to apremilast and 

deucravacitinib

• Some patients will want to start with an oral option

• Icotrokinra appears poised to be most effective, tolerable, and safe oral therapy in the near 

future (adoption TBD based on the label)

• The most effective biologic agents still have much higher peak efficacy than these new 

MOAs



• SAEs (MACE, malignancy, infection, SIB, liver injury) are fairly equivalent between the most 

commonly used drugs despite differing warnings in the package inserts

• We must continue to let data drive our monitoring with newer MOAs, not legacy

• We are clearly in a golden age of the management of psoriatic disease



Thank you
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