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Survey Study:  
International Experts Reach 
Consensus on Uniform Dosing 
of Methotrexate for Psoriasis
Sandra Fyfe | Staff Correspondent

A lmost 200 experts addressed 
uniform methotrexate 
(MTX) dosing for patients 

with psoriasis in an international 
consensus statement published in 
JAMA Dermatology, following a sur-
vey study and conference.

Astrid van Huizen, MD, PhD, 
of the Department of Dermatolo-
gy at Amsterdam University Medi-
cal Centers in the Netherlands, and 
colleagues, including the SPIN MTX 
Consensus Survey Study Group, 
conducted the research and facili-
tated the conference. The goal was 
to reach a consensus on uniform 
dosing guidelines for children and 
adults with psoriasis, including vul-
nerable patients.

When MTX was approved by 
the FDA for patients with psoriasis 
in the United States, there were no 
studies completed on the range of 
doses, the authors said.1 Even now 
there is no uniform dosing guid-
ance. “A global survey study con-
ducted by Psoriasis International 
Network (which is currently named 
the Skin Inflammation and Psoria-
sis International Network [SPIN]), 
showed that starting doses differed 
from 5 to 22.5 mg per week,” van 
Huizen et al reported.2

With this survey study, research-
ers wanted to find an internation-

al consensus on MTX dosing for 
patients with psoriasis, and to dis-
cover and close knowledge gaps. 
Researchers said they examined 
7 areas in the proposals: test dose; 
initiation dose; dose increase/
decrease; form of administration; 
maximum dose; administration; 
and use of folic acid specified for 
adults, children, as well as  vulnera-
ble patients.1

Following a systematic litera-
ture review that explored these top-
ics, researchers created 21 pro-
posals for MTX dosing and sent 3 
rounds of modified electronic Del-
phi procedure study surveys to der-
matology practitioners, dermatolo-
gy residents, and psoriasis research-
ers between September 2020 and 
March 2021. Practitioners and res-
idents had been recruited in June 
2020 using SPIN and the European 
Academy of Dermatology and Vene-
reology. “The participants worked 
mainly at a university hospital [97 
(53.9%)] and were experienced in 
treating patients with psoriasis 
with methotrexate [163 (91.6%) had 
more than 10 years of experience],” 
researchers reported.1 

A total of 180 participants com-
pleted all 3 rounds of the surveys, 
which were created and distribut-
ed by Amsterdam University Medi-

cal Centers. A 9-point scale was used 
to evaluate proposals (1-3, disagree; 
4-6, neither agree nor disagree; 7-9, 
agree). “Consensus was defined as 
less than 15% voting disagree (1-3). 
For the consensus meeting, consen-
sus was defined as less than 30% vot-
ing disagree,” researchers said.1

Van Huizen et al reported 11 pro-
posals reached consensus in the 
first round of surveys, 3 did so in 
the second round, and 2 in the third 
round (16 total). Remaining propos-
als that did not reach consensus in 
the surveys were discussed at a June 
2021 conference attended by  
58 participants. Four more propos-
als reached consensus at the meet-
ing, for a total of 20. Only 1 propos-
al did not reach consensus: “the pro-
posal of an increased dosage of folic 
acid when increasing the dosage of 
MTX. During the consensus meet-
ing, it was discussed that there was 
a lack of evidence and the avail-
able evidence was inconclusive,” 
researchers said.1

In an interview with Dermatolo-
gy Times®, van Huizen said the most 
significant takeaway from providers 
in practice was that no test dose of 
MTX is needed in adults, children, 
or vulnerable patients. “MTX can 
be started with 15 mg/wk in adults 
and 7.5 to 10 mg/wk in vulnera-
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ble patients. In children the MTX 
dosing should be based on square 
meter,” she said. 

She added that folic acid should 
be supplemented once a week, 24 
hours after taking MTX. “In our 
study, no consensus is reached 
whether the dosage of folic acid 
should be increased, when increas-
ing the dosage of MTX. Further-
more, the evidence for the use of 
folic acid is controversial and dosing 
regimens strongly depend on avail-
ability,” van Huizen noted.

Van Huizen said that for next 
steps, the variability in treatment 

regimens might contribute to sub-
optimal treatment with MTX or 
can lead to early discontinuation 
of treatment due to limited effica-
cy or adverse effects. “With the pub-
lication of this consensus study we 
hope to raise awareness on the dif-
ferent used MTX dosages in daily 
practice and the need for a more 
uniform dosing regimen. Our pub-
lished paper and presentations at 
international congresses on the 7th 
of July at the SPIN Congress in Paris 
can be included in reviews or imple-
mented in guidelines and other sup-
porting documents,” she told Der-
matology Times®. Van Huizen also 
said it is challenging to define a vul-

nerable population. “We discussed 
elderly patients or patients with an 
impaired kidney function in our 
study group. In future research, it 
should be defined for which sub-
population a specific dosing sched-
ule is needed,” she said.

For study limitations, van Hui-
zen et al wrote that most respon-
dents were from Europe, so inves-
tigators said surveying a more geo-
graphically diverse group of pro-
fessionals may yield different 
results than respondents in non-
Western countries. In addition, the 
authors said the study scope was 

limited because it did not include 
safety monitoring and screening of 
patients with psoriasis taking the 
drug. “We decided to focus on the 
dosing of MTX to prevent the sur-
vey being too extensive, because 
this could discourage partici-
pants from completing the survey 
rounds,” the authors said.1

Van Huizen et al highlighted 
the study’s strengths: that partici-
pants were recruited from 7 conti-
nents and were academic profes-
sionals highly experienced in treat-
ing patients with MTX. They also 
noted the high 71.7% response rate 
(180 participants of 251 attempted 
recruitments). “Another strength is 

the design of this study; the anon-
ymous eDelphi study avoided the 
possibility of dominance by any of 
the participants, but during the con-
sensus meeting the proposals could 
also be discussed live,” research-
ers said.1

The study authors emphasized 
that the current MTX guidelines 
should not apply to other inflamma-
tory disorders or diseases such as 
alopecia areata, atopic dermatitis, 
and morphea. More high-quality 
studies should be completed to con-
firm these results, the study authors 
concluded. 

REFERENCES
1. van Huizen AM, Menting SP, Gyulai R, et al. Inter-
national eDelphi study to reach consensus on the 
methotrexate dosing regimen in patients with pso-
riasis. JAMA Dermatol. 2022;158(5):561-572. 
doi:10.1001/jamadermatol.2022.0434

2. Gyulai R, Bagot M, Griffiths CEM, et al. Current 
practice of methotrexate use for psoriasis: results 
of a worldwide survey among dermatologists. J 
EurAcad Dermatol Venereol. 2015;29(2):224-231. 
doi:10.1111/jdv.12495

Folic acid should be  
supplemented once a week,  
a day after taking MTX.
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Patients With Psoriasis Must 
Know the Risks of Tattooing
Sandra Fyfe | Sta�  Correspondent

How much patients with pso-
riasis know about tattooing 
and its potential complica-

tions is the focus of a study published 
in Clinical, Cosmetic and Investiga-
tional Dermatology that also offers 
advice to practitioners.

Tattoos today have become 
immensely popular and wide-
ly accepted among the public. 
Although psoriasis should not pre-
vent interested patients from getting 
tattoos, there are caveats.

Patrycja Rogowska, MD, and col-
leagues conducted an online, anon-
ymous, questionnaire-based analy-
sis of 150 tattooed patients with pso-
riasis. Investigators wanted to exam-
ine patients’ knowledge of and atti-
tudes toward tattooing. They dis-
tributed the questionnaire to online 
psoriasis communities from April 
to September  2020. Rogowska is a 
member of the Department of Der-
matology, Venereology and Allergol-
ogy, Faculty of Medicine, at the Med-
ical University of Gdańsk in Poland.

WHO GETS TATTOOED?
Of 150 respondents, 134 were female 
and 16 were male. Rogowska and 
colleagues reported an age range 
of 16 to 62 years, with a mean age of 
32. Most respondents (143/95.3%) 
were given diagnoses of type 1 pso-
riasis before age 40 years; 7 received 
diagnoses of type 2 (4.7%). Investi-
gators reported that many lived in 
urban areas (119/79.3%). Tattooing 
was most popular among those with 
a high school education (73/48.7%) 
and those with higher education 

(61/40.7%). Sixteen respondents 
(10.7%) reported elementary levels 
of education.

TATTOOING TRENDS
Most respondents received their 
psoriasis diagnoses before get-
ting tattooed (114/76%), whereas 36 
(24%) were diagnosed after. Investi-
gators said all but one of the tattoos 
were decorative, with 1 respondent 
reporting permanent makeup. There 
were 96 respondents with black ink 
tattoos, whereas 54 had ink in mul-
tiple colors. Further, 14 respondents 
had tattoos covering more than 10% 
of their bodies, 18 had tattoos cov-
ering 5% to 10% of their bodies, and 
118 had tattoos covering less than 
5%. Most respondents went to a pro-
fessional tattoo artist (130/86.7%), 
whereas 20 (13.3%) obtained their 
ink from an amateur.

Investigators said 76% of respon-
dents reported wanting a tattoo to 
improve their appearance. Also, 60% 
said the tattoo was to express their 
personality and 39.3% said it was to 
honor milestone life events. “While 
choosing a tattoo parlor, most of the 

respondents were seeking infor-
mation about it on the internet and 
through their acquaintances,” the 
authors wrote.1

Rogowska et al noted that 
4 respondents (2.7%) wanted to cam-
ouflage psoriatic lesions and 
7 (4.7%) thought a tattoo would dis-
tract onlookers from their condi-
tion. “In the subjective measure-
ment of the respondents, having a 
tattoo improved their level of pso-
riasis acceptance in 27 (18%) of 
the investigated cases, while self-
esteem increased in 76 respondents 
(50.7%),” investigators said.1

MEDICAL KNOWLEDGE 
OF TATTOOING
Only 8% of patients (12) had a der-
matological consult before getting 
their tattoos, and only 18% of respon-
dents reported that the tattoo art-
ist had recommended a dermato-
logical consult. Investigators report-
ed 67.3% of respondents (101) were 
in active treatment while being tat-
tooed. Of 150 total respondents, 
69 were receiving topical treatment, 
23 were receiving systemic treat-

Having a tattoo improved [respondents’] 
self-esteem by more than 50%.
Having a tattoo improved [respondents’] 
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ment, and 9 (6%) were receiving pho-
totherapy. Out of all 150 respons-
es to the survey, 8 (5.3%) were tak-
ing methotrexate, 5 (3.3%) were tak-
ing cyclosporine A, 1 (0.7%) was tak-
ing acitretin, and 9 (6%) were being 
treated with biologics.

COMPLICATIONS
Tattooing complications for patients 
with psoriasis seem to be mild and 
more prevalent during active dis-
ease or with systemic treatment, 
Rogowska et al reported. Only 8.7% 
of respondents (13) had tattoo-asso-
ciated cutaneous complications, 
with Koebner phenomenon most 
frequent (8/5.3%) “Only in one of 
those cases, a koebnerization sec-
ondary to tattoo has been the first 
onset of psoriasis,” researchers said.1

24% of respondents 
received their psoriasis 
diagnoses after
getting tattooed.

Two respondents (1.3%) reported 
a general flare-up of psoriasis symp-
toms. There were 2 cases (1.3%) of 
pruritic rash on the site of the tattoo. 
One case (0.7%) experienced healing 
disruption that showed a prolonged 
inflammatory state at the tattoo site. 
Of the 13 who experienced compli-
cations, 7 were actively being treat-
ed: 1 with psoralen–UV-A therapy, 1 
with methotrexate, and 5 with top-
ical psoriasis treatment. “In only 1 
case out of 13, a dermatological con-
sultation has taken place before tat-
tooing,” study authors reported.1

TATTOOING CONTRAINDICATIONS
Active systemic therapy for psoriasis 
can leave patients who are planning 
to be tattooed vulnerable to compli-
cations. The authors reported that 
oral retinoids can thin the skin and 
cause excessive dryness. It can also 

impair wound healing and increase 
the chance of infection. They also 
said phototherapy can cause ink to 
fade prematurely and can trigger 
photosensitive reactions. Immuno-
suppressants increase infection risk 
locally and systemically, especially 
in unhygienic tattooing conditions. 

“There are only a few cases of seri-
ous tattoo-related infectious compli-
cations caused by immunosuppres-
sion described in the literature; how-
ever, this risk should not be ignored,” 
the authors wrote.1 Although most 
infections are local, they can be dan-
gerous or even life-threatening in 
cases of septicemia, the authors cau-
tioned.

Investigators recommended der-
matological counseling for patients 
with psoriasis who are consider-
ing tattooing, to determine the best 
time to have the procedure done 
and to assess the safest location for 
the tattoo. Providers may prescribe 
prophylactic antibiotics to pre-
vent infection. They can also advise 
patients to avoid amateur provid-
ers and select safer, professional tat-
too parlors.

The study authors also recom-
mended patients get an individu-
al risk assessment from a provider. 
In addition, they said tattoo artists 
should educate themselves about 
complications and follow neces-
sary precautions. “We believe that a 
standardized questionnaire, inclu-
sive query about the client’s medi-
cal history and medications, could 
be implemented by tattooists for the 
benefit of the whole tattoo-society,” 
researchers concluded.1

REFERENCE
1. Rogowska P, Walczak P, Wrzosek-Dobrzyniec-
ka K, Nowicki RJ, Szczerkowska-Dobosz A. Tattoo-
ing in psoriasis: a questionnaire-based analysis of 
150 patients. Clin Cosmet Investig Dermatol. 
2022;15:587-593. doi:10.2147/CCID.S348165

76% of respondents 
received their psoriasis 
diagnoses before
getting tattooed.
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Psoriasis and Adverse 
Pregnancy Outcomes

A study published in JAAD Inter-
national examined the asso-
ciation between psoriasis and 

adverse pregnancy outcomes (APOs) 
and found that providers should be on 
the lookout for ectopic pregnancies 
(EPs) in this population.

Diseases like psoriasis cause sys-
temic inflammation, not an optimal 
environment for a developing fetus. 
Inflammation can result in APOs. 
Cæcilie Bachdal Johansen, MD, of 
the Department of Dermatology and 
Venereology and the Department of 
Clinical Pharmacology at Bispebjerg 
and Frederiksberg Hospital in Copen-
hagen, Denmark, and colleagues con-
ducted a study to see which APOs are 
linked with psoriasis and whether pso-
riasis disease severity resulted in dif-
ferences in APOs.

In Denmark, residents were given 
a 10-digit number to identify them 
across health care registries. Johan-
sen et al  used this nationwide registry 
to conduct a case-controlled study that 
collected data from 1973 to 2017. APOs 
(42,041 study participants/8.56%) were 
examined; diagnoses included still-
birth, intrauterine fetal death, EP, and 
spontaneous abortion in women with 
psoriasis. These were compared to 
449,233 (91.44%) single live birth con-

trols. Of these, 6426 (1.31%) pregnant 
people had psoriasis. For this group, 
6225 (96.87%) had mild psoriasis 
and 201 (3.13%) had moderate to 
severe psoriasis.1 

“Psoriasis severity was defined on 
the basis of psoriasis treatment any 
time before the index date via hier-
archical approach, with moder-
ate to severe overruling mild,” noted 
researchers .1 Moderate to severe pso-
riasis was considered when pregnant 
people were treated with antipsoriat-
ic drugs: acitretin, adalimumab, bro-
dalumab, certolizumab pegol, cyclo-
sporin, etanercept, guselkumab, inf-
liximab, ixekizumab, methotrexate, 
secukinumab, and ustekinumab.

Researchers used adjusted logistic 
regression models for statistical anal-
ysis. Of all APOs, EP was the only sta-
tistically associated adverse outcomes 
linked to psoriasis (odds ratio [OR], 
1.34; 95% CI, 1.06-1.68), Johansen et 
al  reported. The authors said this was 
highest for pregnant people with mod-
erate-to-severe psoriasis (OR, 2.77; 
95% CI, 1.13-6.76). “The absolute risk of 
EP was 2.48% higher for women with 
moderate to severe psoriasis com-
pared with women without psoriasis 
(3.98% vs 1.50%),” they wrote.1 While 
rare, EP is a life-threatening emergen-
cy, researchers noted. There could be 
a number of reasons for this increase, 

but more data are needed to provide 
evidence. “Although embryo implan-
tation and tolerance of pregnancy are 
complex processes and not yet fully 
understood, the preexisting inflam-
matory load in women with severe pso-
riasis and psoriatic arthritis may facil-
itate a microenvironment in the fal-
lopian tubes permissive of embryo 
implantation, resulting in an increased 
risk of EP,”the report said.1 They added 
that this idea may be reinforced “by 
psoriasis’ shared immunologic path-
way with [inflammatory bowel dis-
ease], which also is associated with  
increased risk of EP.”1

Women with psoriasis have more 
risk factors for APOs than women with-
out the diagnosis, researchers report-
ed. These include lower fertility rates, 
obesity, thyroid disease, smoking, pre-
conception hypertension, gestation-
al hypertension, diabetes, inflammato-
ry bowel diseases, rheumatoid arthritis, 
low socioeconomic status, and use of 
nonsteroidal anti-inflammatory drugs.1

Since  EP is a major cause of mater-
nal mortality and morbidity in the 
first trimester of pregnancy, provid-
ers should be on the lookout for this 
complication in women with psoria-
sis, particularly those with moderate 
to severe cases. Patients should go to 
an emergency department for gyne-
cological evaluation for lower abdom-
inal pain, unplanned lack of menstru-
al bleeding, and concurrent light vagi-
nal bleeding. 

REFERENCE
1. Johansen CB, Egeberg A, Jimenez-Solem E, Skov 
L, Thomsen SF. Psoriasis and adverse pregnancy out-
comes: a nationwide case-control study in 491,274 
women in Denmark. JAAD Int. 2022;7:146-155. 
doi:10.1016/j.jdin.2022.03.009

Women with psoriasis have 
more risk factors for APOs.
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An Overview of  
Nail Psoriasis
Nail psoriasis is not uncom-

mon, affecting as many as 
80% of patients with psoria-

sis. In 6% of cases, its lesions may be 
the only manifestation of psoriasis, 
and it is more common in men than 
women. Recognizing nail psoriasis 
is important because it is an indica-
tor of severe disease and is implicat-
ed in early onset of psoriasis and pso-
riatic arthritis (PsA). “Accordingly, it 
can also result in significant function-
al impairment and reduced quality of 
life,” investigators wrote in a review 
published in the May 2022 edition of 
ACTAS Dermo-Sifiliográficas. 1

CLINICAL PRESENTATION
In the review, Elena Canal-García, 
MD, of the Department of Dermatol-
ogy at Hospital Universitari Arnau de 
Vilanova in Lleida, Spain et al  listed 
the following ways clinical presenta-
tion of nail psoriasis varies based  
on location1:

•   Nail matrix: Beau lines (hori-
zontal grooves), crumbling, leuk-
onychia (white discoloration of 
nail plate), nail dystrophy, pit-
ting (the most common manifes-
tation), red lunula, and trachy-
onychia (rough nails with a dull 
appearance due to the presence of 
abundant longitudinal ridges and 
punctuate depressions)

•   Nail bed: oil spots (salmon patch-
es), onycholysis (distal separa-
tion of the nail plate from the nail 
bed), splinter hemorrhages (linear 
areas of bleeding visible through 
the nail plate), and subungual 
hyperkeratosis (accumulation of 

gray-white keratin between the 
nail bed and nail plate)

•   Hyponychium: onychorrhex-
is (longitudinal ridging and distal 
splitting of the nail plate)

•   Nail fold: acropustulosis (pustules 
that may coalesce around the 
nails), paronychia (periungual tis-
sue inflammation)

Canal-García et al  noted that 
“Temiz et al recently showed that 
[patients with psoriasis] were signif-
icantly more likely to have nail psori-
asis when they smoked, and they also 
reported a greater need for systemic 
therapy among smokers.”1,2 

PsA is a common comorbidi-
ty of nail psoriasis, with investigators 
reporting an approximate prevalence 
of 20%. Patients with nail psoriasis are 
more likely to experience PsA com-
pared with patients who only have the 
cutaneous form of the disease. 

Patients with nail psoriasis may 
also have onychomycosis, a fungal 
infection. Some study results found a 
higher prevalence of this infection in 
patients with nail psoriasis.3

According to the authors, diagnos-
ing nail psoriasis can be challenging. 
They recommended standardized 
assessment using scales such as the 
Nail Psoriasis Severity Index (NAPSI), 
the modified NAPSI, and the Physi-
cian’s Global Assessment of Fingernail 
Psoriasis. Recommended diagnostic 
tools include dermoscopy and ultra-
sound to assess severity. In addition, 
providers must pay careful attention to 
differential diagnosis. “Clinical man-
ifestations similar to those seen in nail 
psoriasis can be caused by a range of 

infectious, autoimmune, and idiopath-
ic diseases and trauma. A thorough clin-
ical history and examination of all 20 
nails is essential for reaching a correct 
diagnosis,” Canal-García et al wrote.1

Treatments for nail psoriasis 
include systemic therapy. There have 
been few randomized clinical trials 
conducted for systemic therapy, but 
there is encouraging data available on 
acitretin, methotrexate, cyclosporine, 
and apremilast (Otezla).1

Investigators reported that many 
biologics have shown good results 
in managing nail psoriasis, although 
results tend to be slower than cutaneous 
psoriasis, with fingernails having faster 
results than toenails. In a meta-analysis 
that compared 6 biologics from 7 clini-
cal trials, (all of which included patients 
with moderate to severe psoriasis with 
nail involvement), the study’s end point 
was complete resolution of nail symp-
toms at weeks 24 to 26 using NAPSI, 
modified NAPSI, or physician glob-
al assessment of 0.1,4 “Ixekizumab was 
associated with the greatest likelihood 
of achieving complete response (46.5%), 
followed by brodalumab (37%), adali-
mumab (28.3%), guselkumab (27.7%), 
ustekinumab (20.8%), and infliximab 
(0.8%),” investigators reported.1,4

In addition to systemic and biologic 
treatments, the authors also examined 
topical therapies, including corticoste-
roids, vitamin D derivatives, calcineurin 
inhibitors, and tazarotene. All of these 
topicals seem to be effective, but each 
has specific instructions and adverse 
effects. Intralesional injections of cor-
ticosteroids “are the only intralesion-
al treatments that have shown accept-
able results in nail psoriasis,” according 
to the authors.1

The authors recommended that 
nail psoriasis treatment be individual-
ized, “according to the number of nails 
involved, the part of the nail or nails 
affected, and the presence of concomi-
tant nail and/or joint involvement.”1  

For full list of references,  
visit dermatologytimes.com
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Can Psoriasis Be Managed 
With Diet and Supplements?

Areview published in Psori-
asis: Targets and Therapy
examines the role of supple-

ments and diet in managing the dis-
ease. Wilson Liao, MD, professor and 
vice chair of research in the Depart-
ment of Dermatology at the Uni-
versity of California, San Francisco 
(UCSF) School of Medicine, and col-
leagues conducted the review. Study 
authors searched PubMed, Embase, 
and the Cochrane databases from 
2017 to November 2021. A variety of 
terms were searched along with the 
keyword psoriasis, including com-
binations of diet, food, and nutrition, 
among others.1

Prior to 2017, Liao and colleagues 
used a review by Ford et al,but also 
searched psoriasis, microbiome and 
other Medical Subject Headings 
terms.2 Investigators also conducted 
manual searches of bibliographies. 
Topical treatments were excluded.

A low-calorie diet that helped 
patients with obesity to lose weight 
may be helpful, according to stud-
ies found by the review. “Low-calo-
rie diets have been linked to a better 
response to systemic psoriasis treat-
ment, making it a useful adjunctive 
treatment,” investigators said, citing 
a randomized study by Gisondi et 
al.3 In that study, patients with pso-
riasis who were obese and on cyclo-
sporine in the low-calorie diet group 
responded better to treatment than 
those in the control group. Cer-
tain negative adverse effects (AEs) 
of select biologics such as tumor 
necrosis factor–α inhibitors may 

also be mitigated by low-calorie 
diets based on a study by Campanati 
et al, Liao and colleagues reported.4

Researchers noted that intermittent 
fasting did not contain enough sup-
porting evidence to be of use.

A gluten-free diet for patients 
with psoriasis seemed only to ben-
efit those with celiac disease or glu-
ten sensitivity. “The Mediterranean 
diet has continually shown posi-
tive benefits in both skin and sys-
temic outcomes,” Liao et al report-
ed.1 Study authors said although 
randomized controlled trials are 
still limited, there is good evidence 
for recommending this diet, and it 
is supported by academic bodies. 
“High consumption of antioxidants, 
including red wine and plant-based 
foods, may impart anti-inflamma-
tory benefits to those following this 
diet,” investigators noted.1

The ketogenic diet did not have 
strong enough evidence to be rec-
ommended, Liao et al said. Investi-
gators advised avoiding the West-
ern high fat, high sugar diet due 
to inflammation, instead recom-
mending fresh food and polyun-
saturated fatty acids such as those 
found in fish oil.

Liao et al said there was not 
enough evidence to recommend 
most supplements to treat psoriasis. 
Some herbal supplements such as 
Tripterygium wilfordii and curcum-
in (chemical name, [E,E]-1,7-Bis[4-
hydroxy-3-methoxyphenyl]-
1,6-heptadiene-3,5-dione) may be 
promising, but researchers noted 

these should not be recommend-
ed because of possible drug interac-
tions and lack of regulation.

According to Liao et al, the gut 
microbiome of patients with psori-
asis has been found to differ from 
controls, and that this may be an 
avenue for probiotic research for 
treatment. “Probiotics have been 
shown to modify the gut microbi-
ome in a multitude of inflammatory 
skin diseases. These results appear 
especially promising because of the 
specificity of the bacterial strains 
needed to induce change, as well 
as a dose-response relationship…
seen in a multitude of clinical tri-
als,” researchers said.1 However, 
the investigators noted that nega-
tive AEs are possible with antibiot-
ic treatment.

In an interview with Dermatol-
ogy Times®, Mimi Chung, BA, for-
mer research fellow at UCSF who 
worked on the review, said the most 
important takeaway from the study 
was for dermatology providers to 
emphasize to patients that nutrition 
influences psoriasis. She added that 
patients should be counseled on a 
healthy diet as an important aspect 
of comprehensive care. “Diets like 
the Mediterranean diet have stron-
ger evidence for success than sup-
plements,” she said. Chung said 
next steps for the research would be 
to investigate probiotics, which may 
provide insight into the role of the 
gut microbiome in psoriasis. 

For full list of references, 
visit dermatologytimes.com
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PSORIASIS

Muhammad Aamir Anees 

A Close Look at the Psychosocial 
Impact of Psoriasis and AD  
in Pediatrics

Many skin conditions have a 
quality-of-life (QOL) effect 
similar to that of system-

ic diseases such as renal disease, cys-
tic fibrosis, and asthma.1 Skin diseas-
es also can have emotional and social 
repercussions on the parents and 
caregivers of children with dermatolo-
gy disorders.2,3. 

The widely used Children’s Der-
matology Life Quality Index (CDLQI)  
gives the practitioner an understand-
ing of QOL issues in children aged  
4 to 16 years.4 The latest cartoon ver-
sion is designed to be easier for chil-
dren to comprehend and has a vali-
dation similar to that of the original 
scale.5 The questionnaire, which uses 
a recall period of 1 week, assesses var-
ious issues including feelings of sad-
ness or self-consciousness, impact on 
friendships, bullying as a result of the 
disease, effects on going out or play-
ing sports, interference with sleep, and 
response to treatment.4,5 Based on the 
scoring of the responses, the effect on 
QOL is stratified as none (0-1), small 
(2-6), moderate (7-12), very large (13-
18), or extremely large (19-20).6 Find-
ings from a 2016 meta-analysis of all 
studies using CDLQI, which includ-
ed data from 7,798 children with 
more than 20 conditions, concluded 
that most skin diseases have a major 
impact on QOL in a small proportion 
of children.7 However, further review 
of the literature demonstrates that 
skin disease has a significant impact 
for many children and their families. 

Disease-specific scoring systems 

have also been developed, such as 
the Cardiff Acne Disability Index and 
the Acne Disability Index; the Psori-
asis Area Severity Index (PASI) and 
Physician Global Assessment; and 
the Infants’ Dermatology Quality of 
Life, the Childhood Atopic Dermatitis 
Impact Scale, the Quality of Life Index 
for Atopic Dermatitis, and Dermatitis 
Family Impact questionnaire.8,9 

PSORIASIS 
Seen in an estimated 0.7% of chil-
dren, psoriasis has a negative impact 
on QOL for not only children but also 
their parents and caregivers, even 
in the presence of mild disease.10,11 

Results show that 36% of parents and 
caregivers of children with psoriasis 
have depressive symptoms.12

Compared with systemic diseas-
es using the corresponding Children’s 
Life Quality Index (CLQI), psoriasis 
was found to have a greater impair-
ment in QOL compared with enure-
sis, diabetes, and epilepsy.1 Psoriasis 
also had a negative influence on self-
esteem, bullying, and stigmatization.10

Investigators of another study con-
cluded that improvement in CDLQI 
scores to imply no effect (0-1) was asso-
ciated with a PASI score of 90 or great-
er, a decrease in body surface area 
(BSA) involvement of greater than 
90%. As a consequence, this may be 
advised as a reasonable therapeutic 
goal. It was also noted that systemic 
therapy including biological and con-
ventional drugs has a better outcome 
compared with topical agents.13

Physicians should use clinical thera-
py and QOL assessment for evaluations 
and  support.11,14

ATOPIC DERMATITIS
With an estimated increasing glob-
al prevalence of 15.5% to 20% among 
children,15,16 atopic dermatitis (AD) 
is a chronic skin disease with relaps-
es and remissions characterized by a 
wide array of clinical presentations. The 
impact on QOL was found to be great-
er in children with AD compared with 
children with systemic diseases includ-
ing renal disease, cystic fibrosis, asth-
ma, and chronic urticaria.1  Recent find-
ings revealed that 72% to 84% of children 
with AD experienced at least 1 sleep dis-
turbance. Those with active AD alone 
had nearly 50% greater odds of reporting 
sleep-quality disturbances throughout 
childhood compared with 80% of chil-
dren who also had asthma and/or aller-
gic rhinitis. Early diagnosis and thera-
peutic interventions are crucial.17

Recent findings also revealed a rel-
ative risk of 1.4 times for learning dis-
abilities among children with AD, an 
association independent of sociode-
mographic factors and other atopic and 
neurodevelopmental disorders.18 Sig-
nificant positive association of atopic 
disease and childhood AD with mem-
ory impairment, developmental delay, 
and cognitive dysfunction has also 
been identified.19 

Muhammad Aamir Anees is a medical student at 
Kanachur Institute of Medical Sciences in Manga-
lore, India. 

For full list of references, visit dermatologytimes.com



BRIEF SUMMARY

This summary contains important information about 
VTAMA cream. It is not meant to take the place of 
your doctor’s instructions. Read this information 
carefully before you start using VTAMA cream. Ask 
your doctor or pharmacist if you do not understand 
any of this information or if you want to know more 
about VTAMA cream. For full Prescribing Information 
and Patient Information, please see the package 
insert. 

WHAT IS VTAMA cream?

VTAMA cream is a prescription medicine used on the 
skin (topical) to treat plaque psoriasis in adults. It is 
not known if VTAMA cream is safe and effective in 
children under 18 years of age. 

Do not use VTAMA cream for a condition for which 
it was not prescribed. Do not give VTAMA cream to 
other people, even if they have the same symptoms 
you have. It may harm them.

Important: VTAMA cream is for use on the skin 
(topical use) only. Do not use VTAMA cream in your 
eyes, mouth, or vagina. 

WHAT SHOULD I TELL MY DOCTOR BEFORE 
USING VTAMA cream?

Before you use VTAMA cream tell your doctor about 
all of your medical conditions, including if you:

  • Are pregnant or plan to become pregnant. It is 
not known if VTAMA cream will harm your unborn 
baby; and/or

  • Are breastfeeding or plan to breastfeed. It is not 
known if VTAMA cream passes into your breast 
milk. Talk to your doctor about the best way to feed 
your baby during treatment with VTAMA cream.

Tell your doctor about all the medicines you 
take, including prescription and over-the-counter 
medicines, vitamins, and herbal supplements.

HOW SHOULD I USE VTAMA cream?

  • Use VTAMA cream exactly as your doctor tells you 
to use it.

  • Apply a thin layer of VTAMA cream only to your 
psoriasis skin lesions one (1) time a day. Avoid 
applying VTAMA cream to unaffected areas of your 
skin.

  • Wash your hands after application, unless VTAMA 
cream is for treatment of your hands. 

  • If someone else applies VTAMA cream for you, they 
should wash their hands after application.

WHAT ARE THE POSSIBLE SIDE EFFECTS OF 
VTAMA cream?

The most common side effects include: folliculitis 
(red raised bumps around the hair pores), 
nasopharyngitis (pain or swelling in the nose and 
throat), contact dermatitis (skin rash or irritation, 
including itching and redness, peeling, burning, or 
stinging), headache, pruritus (itching), and  
influenza (flu). 

These are not all the possible side effects of VTAMA 
cream. Call your doctor for medical advice about  
side effects.

You are encouraged to report negative side effects 
of prescription drugs to the FDA at www.fda.gov/
medwatch or call 1-800-FDA-1088.

HOW SHOULD I STORE VTAMA cream?

  • Store VTAMA cream at room temperature, 
between 68℉ to 77℉ (20℃ to 25℃).

  • Do not freeze VTAMA cream.

  • Protect VTAMA cream from exposure to  
excessive heat.

  • Keep VTAMA cream and all medicines out of the 
reach of children.

WHAT ARE THE INGREDIENTS IN VTAMA cream?

Active ingredient: tapinarof

Inactive ingredients: benzoic acid, butylated 
hydroxytoluene, citric acid monohydrate, diethylene 
glycol monoethyl ether, edetate disodium, 
emulsifying wax, medium-chain triglycerides, 
polyoxyl 2 stearyl ether, polyoxyl 20 stearyl ether, 
polysorbate 80, propylene glycol, purified water, and 
sodium citrate dihydrate.

VTAMA is a trademark of Dermavant Sciences, 
GmbH or its affiliates. 

Dermavant Sciences Inc., Long Beach, CA 90806 USA

IMPORTANT INFORMATION ABOUT 

VTAMA® (Vee-TAM-uh)
(tapinarof) cream, 1%

S:6.75"

S:9.75"
T:8.5"

T:10.875"
B:8.75"

B:11.25"



Now FDA Approved

© 2022 Dermavant Sciences, Inc. All Rights Reserved. All trademarks are the property of 
Dermavant Sciences, GmbH. US-VTAMA-2200072-01

References: 1. Lebwohl MG, Stein Gold L, Strober B, et al. Phase 3 trials of tapinarof cream for plaque psoriasis. N Engl J Med. 2021;385:2219–2229. 
2. VTAMA (tapinarof) cream, 1%. Prescribing Information. Dermavant; 2022. 3. Strober B, Stein Gold L, Bissonnette R, et al. Tapinarof cream 1% once daily for plaque 
psoriasis: long-term extension trial of a novel therapeutic aryl hydrocarbon receptor modulating agent. Oral presentation at European Academy of Dermatology and 
Venereology; September 30, 2021. 4. Stein Gold L, Kircik L, Lebwohl M, et al. Tapinarof cream 1% once daily for plaque psoriasis: favorable local tolerability in two pivotal 
phase 3 trials. Poster presentation at Innovations in Dermatology 2021; March 16–20, 2021. 
Please see the Brief Summary of VTAMA cream on the following page.

Important Safety Information: Indication: VTAMA® (tapinarof) cream, 1% is an aryl hydrocarbon receptor agonist indicated for the 
topical treatment of plaque psoriasis in adults. Adverse Events: The most common adverse reactions (incidence ≥1%) in subjects treated with 
VTAMA cream were folliculitis (red raised bumps around the hair pores), nasopharyngitis (pain or swelling in the nose and throat), contact 
dermatitis (skin rash or irritation, including itching and redness, peeling, burning, or stinging), headache, pruritus (itching), and infl uenza (fl u).
You are encouraged to report negative side effects of prescription drugs to the FDA. Visit www.fda.gov/medwatch
or call 1-800-FDA-1088.

*PGA success rate defi ned as PGA=0 or 1 and ≥2-grade improvement from baseline at week 12.

See the data: VTAMA.com

VTAMA cream can give plaque psoriasis patients signifi cantly clearer skin. 
So they’re free to think about…literally anything.

VTAMA cream is a once-daily, non-steroidal topical for adults with plaque psoriasis.1,2VTAMA cream is a once-daily, non-steroidal topical for adults with plaque psoriasis.

36% and 40% Physician 
Global Assessment (PGA) 
success rate* in two 
12-week pivotal studies vs 6% 
and 6% for vehicle2 

See the data: See the data: VTAMA.comVTAMA.com

VTAMA cream is a once-daily, non-steroidal topical for adults with plaque psoriasis.

Safe and well-tolerated 
even on the face, neck, 
intertriginous areas, 
inframammary areas, axillae, 
genitalia, and anal crux.1,3,4

VTAMA cream is a once-daily, non-steroidal topical for adults with plaque psoriasis.1,2

 A median ~4 month 
off-treatment effect seen in 
long-term, open-label 
extension study of 
patients (n=73)2
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