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Psoriasi pediatrica

Due fattori vanno considerati:

- Età pediatrica/ infanzia/adolescenza

- Varietà di psoriasi



Infanzia/adolescenza
L'infanzia è un periodo della vita di un individuo compreso tra 

la nascita e la pubertà.
Il periodo dell'infanzia è quello da zero a dieci anni. 

Solitamente viene fatta anche una distinzione tra vari 
periodi dell'infanzia:

• Prima infanzia: dalla nascita ai due anni;
• Seconda infanzia: dai tre ai cinque anni;
• Terza infanzia: dai sei ai dieci anni. 

L'adolescenza è l'età di transizione tra l'infanzia e l'età adulta. 
Comprende il periodo dagli 11-12 ai 18-19 anni nella 
femmina, e dai 12-14 ai 20-21 nel maschio. 



Adolescenza

• L'adolescenza si può suddividere in età 
prepuberale, pubertà, e giovinezza, che porta 
fino alla maturità psicofisica, che si raggiunge 
attorno ai 20 anni. 

• Descrizioni più precise distinguono tra 
preadolescenza ed adolescenza. Alla prima 
assegnano gli anni dai 10/11 ai 14/15 e alla 
seconda gli anni dai 14/15 ai 18/20.



Psoriasi: definizione
• Malattia infiammatoria cronica o cronico-
recidivante, non contagiosa, di natura probabilmente 
autoimmune, solitamente caratterizzata da chiazze 
eritematose con squame argentee localizzate in sedi 
più o meno tipiche.



Psoriasi

Eccessiva proliferazione e 
alterata differenziazione dei 
cheratinociti

Angiogenesi (vasodilatazione, 
aumentata permeabilità)

Infiammazione (neutrofili, 
cellule dendritiche, monociti, 
linfociti T, cellule NK)
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Presentation Notes
La psoriasi è contraddistinta da tre principali processi fisiopatologici: eccessiva iperplasia epidermica e alterato differenziamento dei cheratinociti; infiammazione; neoangiogenesi nel derma papillare.



Medscape

• Psoriasis is a common condition that affects 
about 3.5% of the population.

• In greater than 33% of patients, the initial 
presentation of psoriasis occurs within the first 
two decades of life.

• It is estimated that 10% of patients develop 
psoriasis before the age of 10.

• In a review of 1.262 cases of psoriasis, initial 
disease onset occurring before the age of 2 years 
was found in more than 1/4 of pediatric cases.







Psoriasi pediatrica
• L’incidenza nella popolazione pediatrica è in aumento
• Non  sembra esservi predilezione di sesso per la psoriasi 

a placche. 
• In passato sembrava  che il sesso femminile presentasse 

un’età di esordio della psoriasi inferiore rispetto al sesso 
maschile.

• La familiarità è frequente

• La psoriasi pediatrica è per lo più lieve, talora minima.
• Prevale in adolescenza (psoriasi moderata/severa).
• L’età mediana di insorgenza è tra 7 e 10 anni di vita.
• L’età media di esordio attorno ai 10 anni. 







L’incidenza della psoriasi pediatrica si è 
più che duplicata dal 1970 al 2000.
Un aumento dei fattori scatenanti? 
Diversi stili di vita?
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Psoriasi pediatrica
• L’incidenza nella popolazione pediatrica è in aumento

• Non  sembra esservi predilezione di sesso per la psoriasi a placche 
detta anche volgare che è la forma più frequente anche in età adulta. 

• In passato sembrava  che il sesso femminile presentasse un’età di 
esordio della psoriasi inferiore rispetto al sesso maschile.

• La familiarità è frequente

• La psoriasi pediatrica è per lo più lieve, talora minima.
• Le forme più gravi di psoriasi prevalgono in adolescenza (psoriasi 

moderata/severa).
• L’età mediana di insorgenza è tra 7 e 10 anni di vita.
• L’età media di esordio attorno ai 10 anni. 





P. unghie

Segni caratteristici

• Depressioni cupoliformi
• Chiazze color salmone
• Onicolisi
• Ipercheratosi subungueale



P. volgare: clinica 

• L’eruzione cutanea è in genere 
simmetrica 

• Le sedi cutanee più 
frequentemente colpite sono 
le regioni più soggette a 
sfregamento 
(gomiti, ginocchia e zona 
pretibiale,cuoio capelluto)



Psoriasi infantile peculiarità

• Squame meno spesse ed evoluzione 
più rapida rispetto all’adulto

• Passaggio a forme cliniche diverse 
negli anni

• Interessamento ungueale talora isolato



le squame possono essere 
più sottili e meno adese e 
parzialmente coprire un 
eritema moderato o lieve



Paracheratosi pustolosa

• esclusiva dell’età
pediatrica

• colpisce 
tipicamente un 
solo dito



Paracheratosi pustolosa

• entità separata?

• varietà clinica 
di psoriasi 
ungueale?

• manifestazione 
clinica di dermatite 
atopica o da contatto?



Paracheratosi pustolosa

I patch tests sono utili per escludere 
la diagnosi di dermatite da contatto



Paracheratosi pustolosa

Terapia: topici emollienti
Spesso, negli anni, si assiste ad una guarigione spontanea





Psoriasiform acral dermatitis

• Lesioni tipiche in altre sedi
• Alterazioni ungueali
• Modesta risposta al calcipotriolo e allo 

steroide topico
• Istologia spongiforme (?)



Psoriasi
Clinica (segni)

• Nei bambini le lesioni sono spesso molto modeste 
tali da non evocare il sospetto diagnostico

• Nei lattanti le lesioni sono spesso in sede gluteo -
perineale, ove la macerazione indotta dalle urine e 
dal pannolino elimina completamente la 
desquamazione lasciando solo una cute arrossata



Psoriasi
Clinica (sintomi)

• Classicamente la malattia non dovrebbe essere 
pruriginosa ma taluni pazienti lamentano 
prurito,  mentre altri sensazione di bruciore e 
pochi dolore.

• Talvolta il paziente si lamenta di sintomi vaghi che 
nel bambino sono apprezzabili con una maggiore 
irritabilità.

• Le forme più severe quali la psoriasi eritrodermica 
e pustolosa possono essere febbrili.
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Psoriasi: artrite psoriasica

• Definizione. Artrite sieronegativa, spesso acrale, che 
appare in associazione con la psoriasi ed ha un aspetto 
radiologico relativamente tipico.

• I bambini ne sono affetti raramente.
• L’ artrite psoriasica può precedere o seguire la psoriasi; 

nel 10% circa dei casi  i due problemi appaiono 
contemporaneamente.



• Nei bambini la psoriasi differisce talora come distribuzione 
e morfologia delle lesioni rispetto agli adulti.

• Non vi sono a tutt’oggi linee guida internazionali per la 
terapia della psoriasi pediatrica

• La psoriasi pediatrica  impatta fortemente sulla qualità di 
vita dei pazienti e delle famiglie

• E’ associata ad altre patologie come 
iperlipidemia, obesità, ipertensione, diabete.



1. Augustin M, et al. Acta Derm Venereol. 2010;90:147–151. 2. Augustin M, et al. Br J Dermatol. 2010;162:633–636. 

Comorbilità associate alla psoriasi pediatrica

In uno studio epidemiologico condotto in Germania,  nella
popolazione più giovane (< 20 anni) è stato riscontrato un 
rischio di presenza di comorbidità doppio nei pazienti con 
psoriasi rispetto a persone senza psoriasi2

I pazienti con psoriasi presentano un 
rischio aumentato di comorbidità
significative, incluse altre malattie
infiammatorie1
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Prevalenza (%) di almeno una comorbidità tra persone con assicurazione sanitaria  affette (n = 1,310,090) e non affette (n 
= 33,981) da psoriasi suddivise per intervalli di età.

Presenter
Presentation Notes
In adults, psoriasis is associated with an increased risk of significant comorbidities1 
A similar relationship has been observed in children and young people: in a study based on information from a German health insurance database, the overall rate of comorbidities in patients with psoriasis aged <20 years (n=2,549) was 14.4% compared with 7.2% for comparable individuals without psoriasis (n=331,758)2
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Augustin M, Reich K, Glaeske G, et al. Co-morbidity and age-related prevalence of psoriasis: Analysis of health insurance data in Germany. Acta Derm Venereol. 2010;90(2):147–151.
Augustin M, Glaeske G, Radtke MA, et al. Epidemiology and comorbidity of psoriasis in children. Br J Dermatol. 2010;162:633–636.




Comorbidità in pazienti giovani con psoriasi

% senza 
psoriasi

% con 
psoriasi

Prevalence rate nei
bambini [95% CI]1

Ipertensione arteriosa 0.83 1.65 1.89 [1.47–2.67]

Diabete 0.43 0.86 2.01 [1.32–3.04]

Iperlipidemia 0.99 2.12 2.15 [1.65–2.80]

Obesità 4.90 8.40 1.70 [1.49–1.93]

Malattia cardiaca ischemica 0.49 0.75 1.52 [0.97–2.38]

Malattia di Crohn 0.14 0.51 3.69 [2.15–6.35]

Artrite reumatoide 4.90 8.40 5.21 [1.40–19.44]

Tutte le comorbidità (almeno una) 7.20 14.40 2.00 [1.82–2.20]

1. Modified from: Augustin M, et al. Br J Dermatol. 2010;1662:633–636 

Prevalenza delle comorbidità (%) in individui (range 0–20 anni) con psoriasi (n = 2549) e senza psoriasi (n = 331 758)
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In adults, psoriasis is associated with an increased risk of significant comorbidities.1 These include those related to metabolic syndrome (arterial hypertension, hyperlipidemia, obesity, and diabetes mellitus) and inflammatory conditions (rheumatoid arthritis, Crohn’s disease, and ulcerative colitis)1
A similar relationship has been observed in children and young people: a multinational study of children with psoriasis (N=409) found that, regardless of psoriasis severity, they have significantly greater odds than controls of being overweight or obese, and thus at increased risk of complications related to excess adiposity.2 It is not clear whether increased adiposity precedes psoriasis, or whether psoriasis contributes to adiposity development (chronic cytokine release from psoriatic tissue, compounded by lifestyle factors, eg, less physical activity)2 
Several studies have found that children with psoriasis have an altered lipid profile even without excess adiposity/independent of obesity3,4

References
Augustin M, Reich K, Glaeske G, et al. Co-morbidity and age-related prevalence of psoriasis: Analysis of health insurance data in Germany. Acta Derm Venereol. 2010;90(2):147–151.
Paller AS, Mercy K, Kwasny MJ, et al. The association of pediatric psoriasis severity with excess and central adiposity: an international cross-sectional study. JAMA Dermatol. 2013;149:166–176.
Torres T, Machado S, Mendonça D, Selores M. Cardiovascular comorbidities in childhood psoriasis. Eur J Dermatol. 2014;24:229–235.
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1. Benoit S, Hamm H. Clin Dermatol. 2007;25:555–562. 2. Cordoro KM. Adv Dermatol. 2008;24:125–169. 3. de Jager MEA, et al. J Am Acad Dermatol. 2010;62:1013–
1030. 4. Fotiadou C, et al. Adolesc Health Med Ther. 2014;5:25–34. 5. Vogel SA, et al. Arch Dermatol. 2012;148:66–71.

Considerazioni sui trattamenti della psoriasi pediatrica

Pochisssime terapie sono state studiate e approvate specificatamente
nei bambini e i dati pubblicati sono limitati1–31

2

E’ opportuno tenere in considerazione come obiettivo nel lungo termine
l’impatto della terapia sulle comorbidità e sulla qualità di vita3
I trattamenti non sono scevri da potenziali effetti collaterali; il rapporto
rischio- beneficio deve essere attentamente valutato1,24

Impatto psicosociale della malattia1,45

6 Assenza di linee guida specifiche per il trattamento della Psoriasi
nel bambino5

L’aderenza al trattamento è fondamentale per il raggiungimento di un
risultato clinicamente rilevante1
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Presentation Notes
Treating pediatric psoriasis presents particular challenges, including appropriate choice of treatment given the age of the patient, and the need to avoid impacting on development or future health.1,2 Medical treatment remains primarily anecdotal; most therapies are neither studied nor approved in children3
Most data that are available on the treatment of pedatric psoriasis are not from randomized, controlled clinical trials, and typically relate to induction of remission, not long-term maintenance therapy.4 Similarly, published data on the long-term safety of treatments for children with psoriasis are also lacking4
Quality of life is usually measured using the Children’s Dermatology Life Quality Index (CDLQI), which may be only moderately correlated with the PASI score5
Patients vary in their expectations of treatment, as their perceptions of the severity of their psoriasis are likely to differ.6 Extent of disease does not necessarily equate to severity or impact on quality of life.7 It is important to find out how much a patient is affected by psoriasis to help determine appropriate treatment7
Management strategies should consider quality of life issues such as psychosocial ostracism5
There is a lack of standardized treatment guidelines for the treatment of psoriasis in children and adolescents, although some published general guidelines for the treatment of psoriasis (including those published by the UK National Institute for Health and Clinical Excellence [NICE] and the American Academy of Dermatology) do address the treatment of younger patients5
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Scelta del trattamento nella psoriasi pediatrica

La maggior parte dei
bambini si presenta con 

psoriasi lieve che può
essere gestita con 
successo tramite
terapie topiche2

Terapie sistemiche nei
bambini sono indicate 

in caso di malattia
moderata-severa
resistente ad altri

trattamenti2

Nei bambini con 
psoriasi generalmente

viene utilizzato un 
approccio terapeutico a 

step progressivi1

1. Topici
2. Foterapia
3. Sistemici

1 2 3



1. Benoit S, Hamm H. Clin Dermatol. 2007;25:555–562. 2. Vogel SA, et al. Arch Dermatol. 2012;148:66–71. 3. Cordoro KM. Adv Dermatol. 2008;24:125–169. 4. Lewkowicz D, Gottlieb 
AB. Derm Ther. 2004;17:364–375. 5. de Jager MEA, et al. J Am Acad Dermatol. 2010;62:1013–1030. 6. Menter A, Griffiths CE. Lancet. 2007;370:272–284. 7. Lebwohl M, Ali S. J Am 

Acad Dermatol 2001: 45:487–498.

Pediatric considerations: 
topical corticosteroids

Widely prescribed and often a first-choice treatment in pediatric 
psoriasis1,2

Some corticosteroid preparations are approved for use in pediatric 
psoriasis (minimum age of approval depends on the specific 
agent)3,4

Effective in the treatment of pediatric plaque psoriasis5

Different topical corticosteroid potencies are available; prolonged or 
extensive use of very potent agents should be avoided in children1,6

→ Children may be more vulnerable to corticosteroid-induced 
hypothalamic-pituitary-adrenal (HPA) axis suppression than adults due 
to their higher surface area to body mass ratio4,7

→ Only least potent corticosteroids should be used in the diaper area3

1
2
3

4

NOTE: systemically corticosteroids, often prescribed by pediatricians or GP‘s, are obsolete in the treatment of psoriasis
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Presentation Notes
Topical corticosteroids are anti-inflammatory and antiproliferative1,2
Widely available and easy to use, with rapid efficacy and cosmetic acceptability1,3
Some topical corticosteroids are specifically approved for use in pediatric psoriasis, including mometasone furoate 0.1% (US and Europe) and alclometasone dipropionate 0.05% (US)
Topical corticosteroids were the most common medications prescribed overall in a study looking at trends in pediatric psoriasis treatment in an outpatient setting in the United States (1979 to 2007)4
A systemic review of pediatric psoriasis treatments, based on available data from clinical studies, concluded that halobetasol cream 0.05% and clobetasol propionate emulsion 0.05% appear to be efficacious in the treatment of pediatric plaque psoriasis, with relatively mild reported side effects5
They can be used on the face, ears, flexures and genitals, but the use of potent corticosteroids should be avoided in these areas, where the skin is thinnest6,7
Topical corticosteroids are often used in combination with other topical agents, such as keratolytics or Vitamin D analogs, or may be prescribed with systemic treatment7
Potential side effects of topical corticosteroids include skin atrophy, telangiectasia, striae distensae, purpura, Cushing’s syndrome, and hypothalamic-pituitary-adrenal axis suppression3
Treatment guidelines and innovative regimens (combination with other steroid-sparing alternative treatments, use in rotation) aim to minimize side effects1,3
It has been reported that there may be loss of efficacy with prolonged topical corticosteroid therapy (tachyphylaxis), but this could be due to decreased adherence with long-term regimens1,3
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Pediatric considerations: 
topical Vitamin D analogs

Calcipotriol (calcipotriene) and calcitriol are not specifically approved 
for use in pediatric psoriasis, although they are widely prescribed1,2

Calcipotriol is an effective and reasonably well tolerated therapeutic 
option in mild-to-moderate pediatric psoriasis (<30% of body surface)3

Calcitriol also appears to be an effective treatment for pediatric 
psoriasis, with only mild side effects4

Pediatric studies suggest no serious side effects or influence on 
calcium and bone metabolism when Vitamin D analogs are correctly 
used without exceeding recommended age-dependent maximum dose3

1

2

3

4
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Topical Vitamin D analogs include calcitriol (a metabolite of vitamin D), tacalcitol and calcipotriol/calcipotriene (synthetic analogs); they induce differentiation of keratinocytes and inhibit their proliferation1,2
They are non-staining and odourless3
Calcipotriol (calcipotriene) was the second most prescribed medication for pediatric psoriasis in the US over the period 1979-20074
Vitamin D analogs are valuable in combination therapy, allowing for a reduction in the dose and duration of other antipsoriatic agents, which can improve the risk-benefit ratio for these treatments1
They also have benefits when used in combination with topical corticosteroids in maintenance regimens.1 For example, in a clinical practice study, a calcipotriene/ betamethasone dipropionate scalp formulation was effective in improving scalp psoriasis in children (as well as quality of life) and maintained this over 48 weeks of follow-up5
Potential side effects of topical Vitamin D analogs include skin irritation (pruritus, burning, edema, peeling, dryness, erythema), and rare instances of clinically relevant hypercalcemia and parathyroid hormone suppression1
Application to face or flexures should be avoided due to potential for irritation2
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Pediatric considerations: phototherapy*
Narrow band ultraviolet B (NB-UVB) therapy is effective in the treatment of 
pediatric plaque and guttate psoriasis, with comparatively mild side effects 
over studied treatment durations1

Due to potential side effects (burns, skin aging, risk of skin cancer), and 
because the treatment process may cause anxiety in younger children, NB-
UVB should not be used in toddlers and infants1

UVB phototherapy may be considered for older children and adolescents with 
moderate/severe widespread disease in which topical treatments have 
failed2,3

→ Should be used with care, particularly in patients with fair skin1

PUVA (psoralen plus UVA exposure) is not generally used in children, but 
may be considered in adolescents in some circumstances; a topical psoralen
is preferred to avoid side effects1,2

1

2

3

4
*or Heliotherapy: natural sun light (e.g. Dead Sea)
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Narrowband (NB) UVB range (311–313 nm) is the most effective wavelength in psoriasis, and is considered the first-line phototherapy1,2
NB-UVB may be particularly useful in children as it is associated with milder side effects than other forms of phototherapy3 
Before initiating UVB phototherapy, the dose is determined on the basis of the patient’s Fitzpatrick skin type (I–IV)1,4
Ocular protection and sunscreen for sensitive areas is needed1
UVB may exacerbate guttate psoriasis5
Although phototherapy can be administered at home, it is better performed in specialised centres experienced in treating children and adolescents.6 The need to attend multiple weekly treatments may be time-consuming and impractical, and may affect schooling6,7  
PUVA may be indicated for adolescent patients with particular clinical presentations such as palmoplantar forms of pustular psoriasis4,8
Potential side effects of phototherapy include skin burns, premature skin aging, increased risk of skin cancer, and for PUVA with ingested psoralen, nausea and headache1

References
Menter A, Griffiths CE. Current and future management of psoriasis. Lancet. 2007;370:272–284.
Busch AL, Landau JM, Moody MN, et al. Pediatric psoriasis. Skin Ther Lett. 2012;17(1):5-7.
Lara-Corrales I, et al. Treatment of childhood psoriasis with phototherapy and photochemotherapy. Clin Med Insights Pediatr. 2013;7:25–33.
Cordoro KM. Management of childhood psoriasis. Adv Dermatol. 2008;24:125–169.
Burden AD. Management of psoriasis in childhood. Clin Exp Dermatol. 1999;24:341–345.
Fotiadou C, Lazaridou E, Ioannides D. Management of psoriasis in adolescence. Adolesc Health Med Ther. 2014;5:25–34. 
Marqueling AL, Cordoro KM. Systemic treatments for severe pediatric psoriasis: a practical approach. Dermatol Clin. 2013;31:267–288.
Benoit S, Hamm H. Childhood psoriasis. Clin Dermatol. 2007;25:555–562.













1. Lewkowicz D, Gottlieb AB. Derm Ther. 2004;17:364–375. 2. Cordoro KM. Adv Dermatol 2008;24:125–169. 3. de Jager MEA, et al. J Am Acad Dermatol. 2010;62:1013–1030. 4. Menter
A, Griffiths CE. Lancet. 2007;370:272–284. 5. Benoit S, Hamm H. Clin Dermatol. 2007;25:555–562. 6. Burden AD. Clin Exp Dermatol. 1999;24:341–345.

Pediatric considerations: 
retinoids (vitamin A derivatives)

Systemic retinoids are not approved for use in pediatric psoriasis due to a lack 
of clinical studies in this setting1,21
Etretinate is an effective treatment for pediatric pustular and erythrodermic 
psoriasis, but side effects are frequently seen3

Acitretine (natural metabolite of etretinate) can be used in severe, particularly 
pustular, psoriasis in adolescents, but has not been sufficiently investigated to 
draw conclusions on its use2-5

Retinoids are highly teratogenic4,5

→ Should be used with caution in girls of childbearing age in conjunction with oral 
contraception and counselling to avoid pregnancy during and for 3 years after 
treatment

Premature epiphyseal closure and impaired bone growth is a concern with 
retinoids in children5

→ Lowest effective dose should be used to minimize this risk6

2
3

5
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Oral retinoids bind to nuclear retinoid receptors, altering gene transcription and returning keratinocyte proliferation and differentiation to normal1
The original retinoid used for psoriasis, etretinate, has been superseded by its natural metabolite, acitretin, which has similar efficacy with a better pharmacokinetic profile1
Acitretin is not immunosuppressive, and has no formal restrictions on duration of therapy1,2
Potential side effects of retinoids include hyperlipdemia, mucocutaneous side effects (alopecia, dry lips, cheilitis, dry or sticky skin), and osteoporosis/skeletal abnormalities1,3,4
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Pediatric considerations: methotrexate

1 Methotrexate is not approved for use in pediatric psoriasis1

Use in children is generally reserved for severe psoriasis 
unresponsive to other treatments2

→ It is an effective treatment option for moderate-to-severe pediatric 
psoriasis, with most evidence available for plaque psoriasis3

Long-term data on safety and efficacy in pediatric psoriasis 
lacking, but is available from its use in juvenile idiopathic arthritis3

Short-term side effects in children are usually mild and can be 
treated, but careful monitoring of patients is needed due to possible 
severe side effects (hematotoxicty, hepatotoxicity)3,4,5

Dose should be tapered to lowest effective once stability or adequate 
clearance is achieved4
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Methotrexate was one of the first systemic drugs used in psoriasis1
It is a folic acid antagonist, widely used in moderate-to-severe psoriasis in adults1,2
It is considered to be a rescue drug, used to control the acute phase and flares of severe recalcitrant plaque, pustular, and erythrodermic psoriasis, with the goal of obtaining control and then tapering to other agents3
Methotrexate is highly teratogenic, and potential side effects include bone marrow suppression, liver fibrosis/cirrhosis, pneumonitis, stomatitis, nausea, anorexia, fatigue, headache and alopecia, although pulmonary toxicity is very rare in children and hepatoxicity and liver fibrosis much rarer in children than adults, possibly due to lower cumulative doses2,4,5
Patients treated with methotrexate are supplemented with oral folic acid to prevent stomatitis and macrocytic anemia and decrease gastrointestinal symptoms (nausea, vomiting, and anorexia), but this may reduce treatment efficacy2
A recent small, long-term, observational, clinical practice study of methotrexate (0.14–0.63 mg/kg once weekly) in the treatment of moderate-to-severe pediatric plaque psoriasis (N=25) found that it was effective in improving Psoriasis Area and Severity Index (PASI) scores, with a reasonable safety profile, and also resulted in an improvement in quality of life scores.6 The majority of patients continued treatment for more than 48 weeks6
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Pediatric considerations: cyclosporine

Cyclosporine is not approved for use in pediatric psoriasis1

Safety issues in children are also only sparsely described2

Data on the efficacy of cyclosporine in pediatric psoriasis are limited and 
ambiguous2,3

Due to the potential for major side effects (hypertension, renal dysfunction), its 
use in children and adolescents should be reserved for the most severe and 
therapy-resistant cases3,4

→ It is not considered the systemic therapy of choice in pediatric psoriasis2

Usually administered daily, tapered gradually to lowest dose for disease 
control3

→ Children may require higher doses than adults as they have a higher body 
surface area (BSA) in relation to body weight – dose calculations based on mg/kg 
rather than BSA may result in lower efficacy1
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Cyclosporine is an immunosuppressant, and inhibits T cell activation via calcineurin inhibition.1,2 Cyclosporine may also exert a direct effect on epidermal keratinocytes3
It is not teratogenic or myelosuppressive3
In adults, it is used as a short-term treatment for moderate-to-severe psoriasis, and like methotrexate, is considered a ‘rescue’ drug in pediatric psoriasis3,4
Potential side effects include nephrotoxicity, hypertension, hypertrichosis, gum hyperplasia, gastrointestinal intolerance, and neurological disturbances3
Close monitoring for side effects is required during treatment1
Simultaneous administration with phototherapy should be avoided because of the risk of squamous cell carcinoma5
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Etanercept (Enbrel®) Approvato da EMA nel 2009 Trattamento della psoriasi a placche cronica
grave nei bambini ed adolescenti a partire da 6 anni d’età che non sono
controllati in maniera adeguata da altre terapie sistemiche o fototerapie o
che sono intolleranti ad esse

Adalimumab (Humira®) Approvato da EMA nel 2015per il trattamento della psoriasi cronica a
placche grave in bambini e adolescenti dai 4 anni di età che abbiano avuto
una risposta inadeguata, o siano candidati inappropriati alla terapia topica e
alle fototerapie

Ustekinumab
(Stelara®) 

Approvato da EMA nel 2015 il trattamento della psoriasi a placche di grado
da moderato a severo in pazienti adolescenti a partire dai 12 anni di età che
non sono adeguatamente controllati da altre terapie sistemiche o
fototerapia o ne sono intolleranti

Infliximab (Remicade®) Non Approvato.
L’uso in pediatria è limitato a evidenze anedottiche e case report

ENBREL: RCP_HUMIRA: RCP_STELARA: RCP

Farmaci biologici



Adalimumab1 Etanercept2 Ustekinumab3

Indicazione si si si

Rimborsabilità si si no

Somministrazione sottocutanea sottocutanea sottocutanea

Età 4 anni 6 anni 12 anni

Dosaggi 0,8 mg/kg eow 
max 40 mg

0,8 mg/kg ew
max 50 mg (24 

settimane)

0,75 mg/kg e12w
fino a 60 Kg_45 mg fino a 

100kg, poi 90 mg

Induzione si no si

Terapie precedenti fototerapia, topico fototerapia, sistemico 
tradizionale

fototerapia, sistemico 
tradizionale

Studi fase III vs MTX vs Placebo vs Placebo

Psoriasi pediatrica: terapie biologiche

1 Humira RCP_2 Enbrel RCP-_3 Stelara RCP
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