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using inverse probability of censoring weighting. We fitted 
a flexible parametric survival model and a generalized linear 
model with an identity link for the primary and secondary 
outcomes, respectively. There were 219 and 1376 partic-
ipants in the intervention and comparison arms, respec-
tively. Drug survival for the monotherapy arm at 1 year was 
77.5% [95% confidence interval (CI) 75.3–79.8], and for 
the intervention arm, it was 75.3% (95% CI 66.9–84.7), 
with a difference of −2.3% (95% CI −11.4 to 6.9). The risk 
difference for PASI 75 at 1 year was −10.7% (95% CI −29.3 
to 8.0), with a PASI 75 rate of 43.5% for the intervention 
arm (95% CI 25.4–61.9) and 54.2% for the comparison arm 
(95% CI 49.6–58.7). We did not find any significant differ-
ence for the persistence and effectiveness of adalimumab 
in people with psoriasis on methotrexate vs. those who 
were not on methotrexate in this study. This result is in 
keeping with the reported first-year outcomes of OPTIMAP. 
Clinicians and patients should consider alternative strate-
gies to improve treatment outcomes in people with severe 
psoriasis.
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Bullous pemphigoid (BP) is the most common autoimmune 
blistering skin disease, manifested by painful itching of the 
skin and mucous membranes. Despite high mortality, poor 
quality of life and increasing incidence in older people, BP 
can be overlooked due to its rarity in the general popula-
tion. The cause of BP is unknown, but there are reports of 
drug-induced BP and remission after the withdrawal of sus-
pected drugs. Systematic reviews have found prescription 
drugs such as gliptins and loop diuretics to be associated 
with BP. However, previous studies did consider multiple 
drug exposures and had selected populations. Our UK pop-
ulation-based study aimed to determine whether drugs/
vaccines prescribed between 1998 and 2021 for common 
conditions in older people are associated with BP. We con-
ducted a population-based nested case–control study using 
the UK Clinical Practice Research Datalink (representing 
8% of the UK population). Each person with BP (case) was 
matched by age, sex and general practice to up to five con-
trols at the diagnosis time of their case. Multivariable con-
ditional logistic regression was used to determine adjusted 
odds ratios (aOR) of developing BP within 1 year of tak-
ing at least one prescription for the following therapeutic 
groups: antibiotics, antidiabetics and insulin, antihyperten-
sives, antithrombotics, lipid modifiers, analgesics, demen-
tia drugs, antiepileptics, antipsychotics, antidepressants 
and influenza vaccine. Where possible, we report results for 

classes of drugs or subclasses. The results were adjusted 
for multiple exposures and corrected for multiple testing. 
We also explored potential confounders: ethnicity, depriva-
tion, stroke, Parkinson disease and dementia. Six months 
of antibiotics prescriptions before the BP diagnosis was 
excluded to account for treating undiagnosed BP symptoms. 
We identified 16 844 patients with BP and 79 493 controls 
(mean age 76 years; 44% male). The drugs associated with 
an increased risk of BP were penicillinase-resistant penicil-
lins [aOR 2.6, 95% confidence interval (CI) 2.4–2.8]; mac-
rolides (aOR 1.5, 95% CI 1.4–1.7); gliptins (aOR 2.8, 95% 
CI 2.4–3.3); centrally acting anticholinesterases (aOR 2.3, 
95% CI 2.0–2.7); N -methyl-d-aspartate receptor antagonists 
(aOR 2.2, 95% CI 1.7–2.9); antiepileptics (aOR 2.4, 95% CI 
2.3–2.6); influenza vaccine (aOR 1.4, 95% CI 1.4–1.5) and 
loop diuretics (aOR 1.3, 95% CI 1.2–1.4). Reduced BP risk 
was associated with nonsteroidal anti-inflammatory drugs 
(aOR 0.8, 95% CI 0.8–0.9) and opioids (aOR 0.8, 95% CI 
0.8–0.9). Potential confounders did not affect odds ratio 
estimates. All P values were < 0.001. No association was 
found for broad-spectrum penicillins, lipid-modifying drugs, 
anticoagulants, beta blockers, calcium channel blockers and 
potassium-sparing diuretics with another diuretic. Clinicians 
need to be aware of BP risk in older people following 
administration of penicillinase-resistant penicillins, gliptins, 
dementia and epilepsy drugs, in order to recognize BP early 
and consider withdrawal of the suspect drug.
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Severe chronic hand eczema resistant to topical corticoster-
oid treatment is an important cause of morbidity and occu-
pational disability. There is uncertainty regarding the best 
treatment approach and currently no treatment pathway is 
generally accepted by UK dermatologists. The primary aim 
of the ALPHA trial was to compare alitretinoin and immer-
sion psoralen plus ultraviolet A (PUVA) as a first-line therapy 
in terms of disease activity at 12 weeks after the planned 
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start of treatment. We conducted a prospective, multicen-
tre, open-label, two-arm parallel group, adaptive randomized 
controlled trial. The natural logarithm of the Hand Eczema 
Severity Index (HECSI) + 1 at 12 weeks after the planned 
start of treatment was chosen as the primary endpoint so 
the relative effect of treatment could be estimated. In total, 
514 participants were required to detect a fold change of 
1.3 (5% two-sided significance level, 80% power, 20% attri-
tion). Participants were randomized 1 : 1 by minimization to 
alitretinoin or immersion PUVA for 12–24 weeks. The inten-
tion-to-treat population consisted of 441 participants: 220 
(49.9%) allocated to alitretinoin and 221 (50.1%) to immer-
sion PUVA. In total, 212 (96.4%) alitretinoin participants and 
196 (88.7%) immersion PUVA participants received at least 
one dose. There was a statistically significant benefit of ali-
tretinoin compared with immersion PUVA at 12 weeks, with 
an estimated fold change of 0.66 [95% confidence interval 
(CI) 0.52–0.82; P < 0.001]. There was no evidence of a dif-
ference at 24 or 52 weeks. Of those allocated to alitretinoin 
and immersion PUVA, 59% and 61%, respectively, were 
observed to achieve a clear/almost clear assessment dur-
ing the trial period. Alitretinoin was more cost-effective than 
immersion PUVA. Limitations include differences in treat-
ment compliance and differential missing data levels. In total, 
145 (65.9%) alitretinoin participants and 53 (24.0%) immer-
sion PUVA participants were observed to comply (≥ 80% 
received and no treatment breaks of > 7 days during first 
12 weeks). Thus, twice-weekly attendance for PUVA was 
not received by most participants. However, this represents 
standard of care with ALPHA run as a pragmatic trial using 
standard-of-care settings for the interventions. A further 
limitation was that assessment of long-term effects of ran-
domized treatments was complicated by permitted use of 
second-line treatments after the treatment phase; therefore, 
trial conclusions are for randomized treatments as first-line 
therapies. We conclude that, as a first-line therapy, patients 
on alitretinoin showed more rapid improvement and superior-
ity than those treated with immersion PUVA at week 12, but 
this difference was not observed at later time points. Future 
studies will need to further address the long-term benefits of 
treatments given and complex treatment pathways.
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Vitiligo is a common, acquired depigmenting skin disease. 
There have been concerns that vitiligo and its treatment 
may increase the risks of skin cancer. In a large UK popula-
tion-based study, we aimed to establish whether vitiligo is 
associated with an increased risk of skin cancer. We used 
routinely collected electronic medical records of adults con-
tributing to the Optimum Patient Care Research Database 
(2010–2020). Cases of vitiligo were identified using specific 
diagnosis codes. Those with other depigmenting conditions 
were excluded. Vitiligo cases were age and sex matched 

with up to four controls registered at the same general 
practice and with at least one primary care interaction in 
the preceding year. The primary outcome was risk of skin 
cancer; comprisied of melanoma, squamous cell carcinoma 
(SCC) and basal cell carcinoma (BCC). Individual skin cancers 
and actinic keratoses (AK) were included as secondary out-
comes. Associations between vitiligo and skin cancer were 
estimated using Cox regression, with adjustment for age, 
sex, socioeconomic deprivation, ethnicity, body mass index, 
smoking and alcohol status, immunotherapy, phototherapy 
and 13 common comorbidities. Prespecified subgroup anal-
ysis comprised stratification by sex, age group (18–45 years, 
45–65 years and > 65 years), ethnicity (White and non-White) 
and socioeconomic deprivation. In total, 14 976 patients with 
vitiligo were matched to 54 392 controls. Over the 10-year 
study period, 133 patients with vitiligo and 783 controls devel-
oped new-onset skin cancer. Vitiligo was associated with a 
38% reduced risk of any new-onset skin cancer [adjusted haz-
ard ratio (aHR) 0.62, 95% confidence interval (CI) 0.51–0.74; 
P < 0.001]. This risk reduction was observed for all individual 
skin cancer types: melanoma (aHR 0.38, 95% CI 0.23–0.64; 
P < 0.001), SCC (aHR 0.65, 95% CI 0.48–0.87; P = 0.004), 
BCC (aHR 0.65, 95% CI 0.51–0.83; P < 0.001) and AK (aHR 
0.86, 95% CI 0.75–0.98; P = 0.028). In a subgroup analysis, 
vitiligo was associated with a reduction in skin cancer risk in 
people identifying as White (aHR 0.68, 95% CI 0.55–0.84; 
P < 0.001), but there was no association in those identifying as 
non-White (aHR 0.93, 95% CI 0.44–1.98). Vitiligo-associated 
reductions in skin cancer risk were consistently observed in 
the other prespecified subgroups. Vitiligo is associated with 
a strong protective effect against common types of skin can-
cer. Vitiligo-associated risk reduction is most marked for mel-
anoma (62% lower risk). Protective effects associated with 
vitiligo may be restricted to people with light skin, although 
skin cancers in the those with darker skin were uncommon, 
which requires further study.

Funding: This research was sponsored by Pfizer. 
Medical writing and statistical support was provided by 
Momentum Data and was funded by Pfizer.
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Cosentyx is recommended by NICE as an option for the treatment 
of moderate to severe HS in adults who have not responded to 
conventional systemic treatment (subject to eligibility criteria)6

Cosentyx® (secukinumab) 
is available for eligible 

patients with moderate 
to severe hidradenitis 

suppurativa (HS)*1,2

The primary endpoint was met for Cosentyx 300 mg Q2W in both SUNRISE and SUNSHINE (p=0.015 and p=0.007, respectively) and was met for Cosentyx 
300 mg Q4W in SUNRISE (p=0.002), but not in SUNSHINE.4 

The most frequently reported adverse reactions are upper respiratory tract infections (17.1%) (most frequently nasopharyngitis, rhinitis).1,2

No new safety signals observed in HS trials3 
The most frequently reported adverse events in SUNSHINE and SUNRISE were headache, 
nasopharyngitis and worsening of hidradenitis up to Week 16.3

Please consult the SmPC before prescribing. 

Cosentyx can help to provide fast relief and lasting control for your eligible patients with HS3

FAST:  Improved 
outcomes in HiSCR50 vs 

placebo by Week 161,2

HiSCR50 
(primary endpoint)

Pain  
(observational, 

pooled data)

Flares  
(observational, 

pooled data)

Draining tunnels 
(observational, 

pooled data)

LASTING:  Improved outcomes lasted through Week 52  
(observed data with no statistical testing)3–5

Cosentyx licensed indications in dermatology: Cosentyx is indicated for the treatment of moderate to severe plaque psoriasis in adults, children and adolescents from the age of 6 years who are candidates for 
systemic therapy; active moderate to severe HS (acne inversa) in adults with an inadequate response to conventional systemic HS therapy. For full indications, please see the SmPC.1,2

SUNSHINE AND SUNRISE: Two randomised, double-blind, multicentre, Phase III trials: SUNSHINE and SUNRISE (Cosentyx 300 mg Q4W, n=360 or Cosentyx 300 mg Q2W, n=361). The primary endpoint for both 
SUNSHINE and SUNRISE studies in adult patients with moderate to severe HS was the clinical response (as measured by HiSCR), defined as a decrease in abscess and inflammatory nodule count by 50% or more with 
no increase in the number of abscesses or draining fistulae compared with baseline, of Cosentyx versus placebo at Week 16, assessed in the overall population. Clinical response was sustained to Week 52 in both trials.4

*Cosentyx is indicated in adult patients with moderate to severe HS (acne inversa) with an inadequate response to conventional HS therapy.1,2 Please see above for the licensed dermatology indications.
†HiSCR50: ≥50% decrease in abscesses and inflammatory nodules count with no increase in the number of abscesses and/or in the number of draining fistulae relative to baseline at Week 16. In HS study 1 HiSCR50 
was 41.8% and 45.0% in the Q4W arm (n=180) and Q2W arm (n=181), respectively. In HS study 2 HiSCR50 was 46.1% and 42.3% in the Q4W arm (n=180) and Q2W arm (n=180), respectively.1,2 
‡The percentage of patients who started with moderate or severe pain and had mild or no pain was 65.3% in the Cosentyx group and 80.9% in the placebo group for the Q2W dosing regimen. The percentage of patients 
who started with moderate or severe pain and had mild or no pain at Week 52 was 70.1% in the Cosentyx group and 64.8% in the placebo group for the Q4W dosing regimen.3

§Flare, a prespecified exploratory endpoint, is defined as at least a 25% increase in AN count with a minimum increase of 2 in absolute AN count relative to baseline. In the Q4W arm, 360 patients were evaluable at Week 
16 and 278 patients were evaluable at Week 52, 27.3% of patients experienced flares at Week 52. In the Q2W arm, 361 and 289 were evaluable at Week 16 and Week 52, respectively with 20.4% of patients experiencing 
flares at Week 52.4

¶Observed data from full analysis set. Number of patients with no increase from baseline from Week 16 to Week 52 in patients with at least one draining fistulae at baseline. 82.6% in Q4W arm (n=218), 80.7% in Q2W 
arm (n=239).5 

Abbreviations: AN, abscess and inflammatory nodule; HiSCR, hidradenitis suppurativa clinical response; HS, hidradenitis suppurativa; Q2W, every 2 weeks; Q4W, every 4 weeks; SmPC, summary of product characteristics.

References: 1. Cosentyx® (secukinumab) GB Summary of Product Characteristics; 2. Cosentyx® (secukinumab) NI Summary of Product Characteristics; 3. Kimball AB, et al. Lancet 2023;401(10378):747–761 and 
supplementary appendix; 4. Novartis Data on File. SUNNY clinical programme post-hoc analysis of skin pain severity. March 2023; 5. Novartis Data on File. Draining fistulas; 6. National Institute for Health and Care 
Excellence. Secukinumab for treating moderate to severe hidradenitis suppurativa. Available at: https://www.nice.org.uk/guidance/ta935 [Accessed April 2024].

Prescribing information and adverse event reporting can be found on the next page.
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This promotional material has been created and funded 
by Novartis Pharmaceuticals UK Ltd. for UK healthcare 
professionals only.

>40% >65% >70% >80%

of patients achieved  
HiSCR50 at Week 16 

in both trials†1,2

of patients  
were flare free at Week 52§3

of patients who started with 
moderate or severe pain had only 

mild or no pain at Week 52‡4

of patients  
had no increase in draining 

tunnels at Week 52¶5

Cosentyx is approved 
for use in eligible 
patients with HS1,2

Click here to  
find out more

https://www.health.novartis.co.uk/medicines/dermatology/cosentyx?utm_medium=print&utm_source=bad&utm_campaign=cosentyx_dermatology_media_campaign_t1_03_24&utm_term=ebook


Cosentyx® (secukinumab) Northern Ireland Prescribing 
Information. 
Please refer to the Summary of Product Characteristics 
(SmPC) before prescribing.
Indications: Treatment of: moderate to severe plaque psoriasis in adults, 
children and adolescents from the age of 6 years who are candidates for 
systemic therapy; active psoriatic arthritis in adults (alone or in combination 
with methotrexate) who have responded inadequately to disease-modifying 
anti-rheumatic drug therapy; active ankylosing spondylitis in adults who 
have responded inadequately to conventional therapy; active non-
radiographic axial spondyloarthritis (nr-axSpA) with objective signs of 
inflammation as indicated by elevated C-reactive protein (CRP) and/or 
magnetic resonance imaging (MRI) evidence in adults who have responded 
inadequately to non-steroidal anti-inflammatory drugs; active enthesitis-
related arthritis and juvenile psoriatic arthritis in patients 6 years and older 
(alone or in combination with methotrexate) whose disease has responded 
inadequately to, or who cannot tolerate, conventional therapy; active 
moderate to severe hidradenitis suppurativa (acne inversa) in adults with an 
inadequate response to conventional systemic HS therapy. Presentations: 
Cosentyx 150 mg solution for injection in pre-filled pen; Cosentyx 300 mg 
solution for injection in pre-filled pen. Dosage & Administration: 
Administered by subcutaneous injection at weeks 0, 1, 2, 3 and 4, followed 
by monthly maintenance dosing. Consider discontinuation if no response 
after 16 weeks of treatment. Each 150 mg dose is given as one injection of 
150 mg. Each 300 mg dose is given as two injections of 150 mg or one 
injection of 300 mg. If possible avoid areas of the skin showing psoriasis. 
Plaque Psoriasis: Adult recommended dose is 300 mg monthly. Based on 
clinical response, a maintenance dose of 300 mg every 2 weeks may 
provide additional benefit for patients with a body weight of 90 kg or higher. 
Adolescents and children from the age of 6 years: if weight ≥ 50 kg, 
recommended dose is 150 mg (may be increased to 300 mg as some 
patients may derive additional benefit from the higher dose). If weight 
< 50 kg, recommended dose is 75 mg. However, 150mg solution for 
injection in pre-filled pen is not indicated for administration of this dose and 
no suitable alternative formulation is available. Psoriatic Arthritis: For 
patients with concomitant moderate to severe plaque psoriasis see adult 
plaque psoriasis recommendation. For patients who are anti-TNFα 
inadequate responders, the recommended dose is 300 mg, 150 mg in other 
patients. Can be increased to 300 mg based on clinical response. 
Ankylosing Spondylitis: Recommended dose 150 mg. Can be increased to 
300 mg based on clinical response. nr-axSpA: Recommended dose 
150 mg. Enthesitis-related arthritis and juvenile psoriatic arthritis: From the 
age of 6 years, if weight ≥ 50 kg, recommended dose is 150 mg. If weight 

< 50 kg, recommended dose is 75 mg. However, 150mg solution for  
injection in pre-filled pen is not indicated for administration of this dose and 
no suitable alternative formulation is available. Hidradenitis suppurativa: 
Recommended dose is 300 mg monthly. Based on clinical response, the 
maintenance dose can be increased to 300 mg every 2 weeks. 
Contraindications: Hypersensitivity to the active substance or excipients. 
Clinically important, active infection. Warnings & Precautions: Infections: 
Potential to increase risk of infections; serious infections have been 
observed. Caution in patients with chronic infection or history of recurrent 
infection. Advise patients to seek medical advice if signs/symptoms of 
infection occur. Monitor patients with serious infection closely and do not 
administer Cosentyx until the infection resolves. Non-serious 
mucocutaneous candida infections were more frequently reported for 
secukinumab than placebo in the psoriasis clinical studies. Should not be 
given to patients with active tuberculosis (TB). Consider anti-tuberculosis 
therapy before starting Cosentyx in patients with latent TB. Inflammatory 
bowel disease (including Crohn’s disease and ulcerative colitis): New cases 
or exacerbations of inflammatory bowel disease have been reported with 
secukinumab. Secukinumab, is not recommended in patients with 
inflammatory bowel disease. If a patient develops signs and symptoms of 
inflammatory bowel disease or experiences an exacerbation of pre-existing 
inflammatory bowel disease, secukinumab should be discontinued and 
appropriate medical management should be initiated. Hypersensitivity 
reactions: Rare cases of anaphylactic reactions have been observed. If an 
anaphylactic or serious allergic reactions occur, discontinue immediately 
and initiate appropriate therapy. Vaccinations: Do not give live vaccines 
concurrently with Cosentyx; inactivated or non-live vaccinations may be 
given. Paediatric patients should receive all age appropriate immunisations 
before treatment with Cosentyx. Latex-Sensitive Individuals: The removable 
needle cap of the 150mg pre-filled pen contains a derivative of natural 
rubber latex. Concomitant immunosuppressive therapy: Combination with 
immunosuppressants, including biologics, or phototherapy has not been 
evaluated in psoriasis studies. Cosentyx was given concomitantly with 
methotrexate, sulfasalazine and/or corticosteroids in arthritis studies. 
Caution when considering concomitant use of other immunosuppressants. 
Interactions: Live vaccines should not be given concurrently with 
secukinumab. No interaction between Cosentyx and midazolam (CYP3A4 
substrate) seen in adult psoriasis study. No interaction between Cosentyx 
and methotrexate and/or corticosteroids seen in arthritis studies. Fertility, 
pregnancy and lactation: Women of childbearing potential: Use an 
effective method of contraception during and for at least 20 weeks after 
treatment. Pregnancy: Preferably avoid use of Cosentyx in pregnancy. 
Breast feeding: It is not known if secukinumab is excreted in human breast 
milk. A clinical decision should be made on continuation of breast feeding 

during Cosentyx treatment (and up to 20 weeks after discontinuation) based 
on benefit of breast feeding to the child and benefit of Cosentyx therapy to 
the woman. Fertility: Effect on human fertility not evaluated. Adverse 
Reactions: Very Common (≥1/10): Upper respiratory tract infection. 
Common (≥1/100 to <1/10): Oral herpes, headache, rhinorrhoea, 
diarrhoea, nausea, fatigue. Uncommon (>1/1,000 to <1/100):  Oral 
candidiasis, lower respiratory tract infections, neutropenia, inflammatory 
bowel disease. Rare (≥1/10,000 to <1/1,000): anaphylactic reactions, 
exfoliative dermatitis (psoriasis patients), hypersensitivity vasculitis. Not 
known: Mucosal and cutaneous candidiasis (including oesophageal 
candidiasis). Infections: Most infections were non-serious and mild to 
moderate upper respiratory tract infections, e.g. nasopharyngitis, and did 
not necessitate treatment discontinuation. There was an increase in 
mucosal and cutaneous (including oesophageal) candidiasis, but cases 
were mild or moderate in severity, non-serious, responsive to standard 
treatment and did not necessitate treatment discontinuation. Serious 
infections occurred in a small proportion of patients (0.015 serious 
infections reported per patient year of follow up). Neutropenia: Neutropenia 
was more frequent with secukinumab than placebo, but most cases were 
mild, transient and reversible. Rare cases of neutropenia CTCAE Grade 4 
were reported. Hypersensitivity reactions: Urticaria and rare cases of 
anaphylactic reactions were seen. Immunogenicity: Less than 1% of 
patients treated with Cosentyx developed antibodies to secukinumab up to 
52 weeks of treatment. Other Adverse Effects: The list of adverse events is 
not exhaustive, please consult the SmPC for a detailed listing of all adverse 
events before prescribing. Legal Category: POM. MA Number & List 
Price: EU/1/14/980/005 - 150 mg pre-filled pen x2 £1,218.78; 
EU/1/14/980/010 – 300 mg pre-filled pen x 1 £1218.78. PI Last Revised: 
May 2023. Full prescribing information, (SmPC) is available from: Novartis 
Pharmaceuticals UK Limited, 2nd Floor, The WestWorks Building, White City 
Place, 195 Wood Lane, London, W12 7FQ. Telephone: (01276) 692255. 
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Adverse Event Reporting:

Adverse events should be reported. Reporting forms and 
information can be found at www.mhra.gov.uk/yellowcard. 
Adverse events should also be reported to Novartis via 
uk.patientsafety@novartis.com or online through the 
pharmacovigilance intake (PVI) tool at www.novartis.com/report

If you have a question about the product, please contact 
Medical Information on 01276 698370 or by email at 
medinfo.uk@novartis.com 

Cosentyx® (secukinumab) Great Britain Prescribing 
Information. 
Please refer to the Summary of Product Characteristics 
(SmPC) before prescribing.
Indications: Treatment of: moderate to severe plaque psoriasis in adults, 
children and adolescents from the age of 6 years who are candidates for 
systemic therapy; active psoriatic arthritis in adults (alone or in combination 
with methotrexate) who have responded inadequately to disease-modifying 
anti-rheumatic drug therapy; active ankylosing spondylitis in adults who 
have responded inadequately to conventional therapy; active non-
radiographic axial spondyloarthritis (nr-axSpA) with objective signs of 
inflammation as indicated by elevated C-reactive protein (CRP) and/or 
magnetic resonance imaging (MRI) evidence in adults who have responded 
inadequately to non-steroidal anti-inflammatory drugs; active enthesitis-
related arthritis and juvenile psoriatic arthritis in patients 6 years and older 
(alone or in combination with methotrexate) whose disease has responded 
inadequately to, or who cannot tolerate, conventional therapy; active 
moderate to severe hidradenitis suppurativa (acne inversa) in adults with an 
inadequate response to conventional systemic HS therapy. Presentations: 
Cosentyx 75 mg solution for injection in pre-filled syringe; Cosentyx 150 mg 
solution for injection in pre-filled syringe; Cosentyx 150 mg solution for 
injection in pre-filled pen; Cosentyx 300 mg solution for injection in pre-
filled pen. Dosage & Administration: Administered by subcutaneous 
injection at weeks 0, 1, 2, 3 and 4, followed by monthly maintenance 
dosing. Consider discontinuation if no response after 16 weeks of treatment. 
Each 75 mg dose is given as one injection of 75 mg. Each 150 mg dose is 
given as one injection of 150 mg. Each 300 mg dose is given as two 
injections of 150 mg or one injection of 300 mg. If possible avoid areas of 
the skin showing psoriasis. Plaque Psoriasis: Adult recommended dose is 
300 mg. Based on clinical response, a maintenance dose of 300 mg every 
2 weeks may provide additional benefit for patients with a body weight of 
90 kg or higher.  Adolescents and children from the age of 6 years: if weight 
≥ 50 kg, recommended dose is 150 mg (may be increased to 300 mg as 
some patients may derive additional benefit from the higher dose). If weight 
< 50 kg, recommended dose is 75 mg. Psoriatic Arthritis: For patients with 
concomitant moderate to severe plaque psoriasis see adult plaque psoriasis 
recommendation. For patients who are anti-TNFα inadequate responders, 
the recommended dose is 300 mg, 150 mg in other patients. Can be 
increased to 300 mg based on clinical response. Ankylosing Spondylitis: 
Recommended dose 150 mg. Can be increased to 300 mg based on clinical 
response. nr-axSpA: Recommended dose 150 mg. Enthesitis-related 
arthritis and juvenile psoriatic arthritis: From the age of 6 years, if weight 
≥ 50 kg, recommended dose is 150 mg. If weight < 50 kg, recommended 

dose is 75 mg. Hidradenitis suppurativa: Recommended dose is 300 mg 
monthly. Based on clinical response, the maintenance dose can be 
increased to 300 mg every 2 weeks. Contraindications: Hypersensitivity to 
the active substance or excipients. Clinically important, active infection. 
Warnings & Precautions: Infections: Potential to increase risk of infections; 
serious infections have been observed. Caution in patients with chronic 
infection or history of recurrent infection. Advise patients to seek medical 
advice if signs/symptoms of infection occur. Monitor patients with serious 
infection closely and do not administer Cosentyx until the infection resolves. 
Non-serious mucocutaneous candida infections were more frequently 
reported for secukinumab in the psoriasis clinical studies. Should not be 
given to patients with active tuberculosis (TB). Consider anti-tuberculosis 
therapy before starting Cosentyx in patients with latent TB. Inflammatory 
bowel disease (including Crohn’s disease and ulcerative colitis): New cases 
or exacerbations of inflammatory bowel disease have been reported with 
secukinumab. Secukinumab, is not recommended in patients with 
inflammatory bowel disease. If a patient develops signs and symptoms of 
inflammatory bowel disease or experiences an exacerbation of pre-existing 
inflammatory bowel disease, secukinumab should be discontinued and 
appropriate medical management should be initiated. Hypersensitivity 
reactions: Rare cases of anaphylactic reactions have been observed. If an 
anaphylactic or serious allergic reactions occur, discontinue immediately 
and initiate appropriate therapy. Vaccinations: Do not give live vaccines 
concurrently with Cosentyx; inactivated or non-live vaccinations may be 
given. Paediatric patients should receive all age appropriate immunisations 
before treatment with Cosentyx. Latex-Sensitive Individuals: The removable 
needle cap of the 75mg and 150 mg pre-filled syringe and 150mg pre-filled 
pen contains a derivative of natural rubber latex. Concomitant 
immunosuppressive therapy: Combination with immunosuppressants, 
including biologics, or phototherapy has not been evaluated in psoriasis 
studies. Cosentyx was given concomitantly with methotrexate, sulfasalazine 
and/or corticosteroids in arthritis studies. Caution when considering 
concomitant use of other immunosuppressants. Interactions: Live vaccines 
should not be given concurrently with secukinumab. No interaction between 
Cosentyx and midazolam (CYP3A4 substrate) seen in adult psoriasis study. 
No interaction between Cosentyx and methotrexate and/or corticosteroids 
seen in arthritis studies. Fertility, pregnancy and lactation: Women of 
childbearing potential: Use an effective method of contraception during and 
for at least 20 weeks after treatment. Pregnancy: Preferably avoid use of 
Cosentyx in pregnancy. Breast feeding: It is not known if secukinumab is 
excreted in human breast milk. A clinical decision should be made on 
continuation of breast feeding during Cosentyx treatment (and up to 
20 weeks after discontinuation) based on benefit of breast feeding to the 
child and benefit of Cosentyx therapy to the woman. Fertility: Effect on 

human fertility not evaluated. Adverse Reactions: Very Common (≥1/10): 
Upper respiratory tract infection. Common (≥1/100 to <1/10): Oral herpes, 
headache, rhinorrhoea, diarrhoea, nausea, fatigue. Uncommon 
(≥1/1,000 to <1/100):  Oral candidiasis, lower respiratory tract infections, 
neutropenia, inflammatory bowel disease. Rare (≥1/10,000 to <1/1,000): 
anaphylactic reactions, exfoliative dermatitis (psoriasis patients), 
hypersensitivity vasculitis. Not known: Mucosal and cutaneous candidiasis 
(including oesophageal candidiasis). Infections: Most infections were non-
serious and mild to moderate upper respiratory tract infections, e.g. 
nasopharyngitis, and did not necessitate treatment discontinuation. There 
was an increase in mucosal and cutaneous (including oesophageal) 
candidiasis, but cases were mild or moderate in severity, non-serious, 
responsive to standard treatment and did not necessitate treatment 
discontinuation. Serious infections occurred in a small proportion of patients 
(0.015 serious infections reported per patient year of follow up). 
Neutropenia: Neutropenia was more frequent with secukinumab than 
placebo, but most cases were mild, transient and reversible. Rare cases of 
neutropenia CTCAE Grade 4 were reported. Hypersensitivity reactions: 
Urticaria and rare cases of anaphylactic reactions were seen. 
Immunogenicity: Less than 1% of patients treated with Cosentyx developed 
antibodies to secukinumab up to 52 weeks of treatment. Other Adverse 
Effects: The list of adverse events is not exhaustive, please consult the 
SmPC for a detailed listing of all adverse events before prescribing. Legal 
Category: POM. MA Number & List Price: PLGB 00101/1205 – 75 mg 
pre-filled syringe x 1 - £304.70; PLGB 00101/1029 - 150 mg pre-filled pen 
x2 £1,218.78; PLGB 00101/1030 - 150 mg pre-filled syringe x2 
£1,218.78; PLGB 00101/1198 – 300 mg pre-filled pen x 1 £1218.78. PI 
Last Revised: June 2023. Full prescribing information, (SmPC) is available 
from: Novartis Pharmaceuticals UK Limited, 2nd Floor, The WestWorks 
Building, White City Place, 195 Wood Lane, London, W12 7FQ. Telephone: 
(01276) 692255. 
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Adverse Event Reporting:

Adverse events should be reported. Reporting forms and 
information can be found at www.mhra.gov.uk/yellowcard. 

Adverse events should also be reported to Novartis via 
uk.patientsafety@novartis.com or online through the 

pharmacovigilance intake (PVI) tool at www.novartis.com/report.

If you have a question about the product, please contact 
Medical Information on 01276 698370 or by email at 

medinfo.uk@novartis.com
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