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In this issue of the Journal of Dermatological Treatment, Thomsen et al update us on 

biologics in the treatment of inflammatory skin diseases. The advances in safety and efficacy 

of psoriasis treatments are like a dream which has become reality. Are we fully exploiting the 

available treatment options?  Are our treatment goals sufficiently ambitious?  

The opportunities and barriers we and our patients face are revealed in the history of 

recent changes in psoriasis management. At the turn of the millennium, biologics became 

available. At first we had alefacept and efalizumab (1,2), interfering with the interaction of 

antigen presenting cells and T-cells; these were welcome additions to psoriasis treatment, but 

their benefit seemed incremental.  Soon after that, the TNF inhibitors and, subsequently, anti 

IL-12/23 blockade became available (3).  The impact on treatment (and on patients’ lives) 

was revolutionary. Long-term more effective and safer control was achieved in clinical trials.  

Was this too good to be true?  Fear for side effects was limiting as it was hard to imagine that 

treatments that were so much more effective could be safe.  This fear contrasted with the 

reality: few side effects were encountered.   

The head of the inpatient department at Nijmegen said it was an enormous risk 

switching from dithranol and tar treatments to long-term biologics for so many patients.  

Another colleague stating presentations were not giving enough attention  to the serious 

infection risks of the new treatments. Inpatient treatment of psoriasis dropped substantially 

(4). Institutional and national patient registries confirmed that long-term control of psoriasis 

with TNF inhibitors and IL-12/23 blockade was very safe (5-13). More recently, anti-IL-17 

and anti-IL-23 treatments have become routine long-term treatments for psoriasis. These 

treatments yield nearly clear or clear skin for the majority of patients with very few side 

effects (14,15). Registries confirm the enhanced long-term efficacy and safety of these 

treatments in clinical practice (16-19). The standard for treatment sucess has evolved during 

the last decade from 75% improvement in Psoriasis Area and Severity Index (PASI 75) to  
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PASI 90 or PASI 100, or to a low residual absolute PASI (20). And again, there is some 

reluctance: is this too good to be true? Real clinical practice evidence for long-term effective 

and safe control is building. 

As editors of this journal, we review too many manuscripts that contrast biologics 

with “traditional” or “conventional” systemic treatments.  This is an inappropriate distinction.  

Biologics are so effective, are so safe, and have been used so long in psoriasis treatment that 

they, too, are now traditional, conventional psoriasis treatments.  Our journal will do its best 

to avoid suggesting otherwise.  If anything, agents such as methotrexate or cyclosporine can 

no longer be considered conventional given their greater toxicity and side effect profile. 

During the last two decades an important shift in the appreciation of psoriasis severity 

has evolved. In earlier days, psoriasis was just a skin disease, and in some patients psoriatic 

arthritis developed. Topical treatment was the reality in the vast majority of patients, even for 

those with extensive disease. We now know that systemic comorbidities are more frequent 

than previously believed (21,22): psoriatic arthritis is seen in up to 30% of patients with 

psoriasis, and psoriasis is a significant risk factor for metabolic syndrome and cardiovascular 

comorbidities (23,24).  Mental illness as part of neuro inflammation is another comorbidity 

which occurs in about 20% of patients with psoriasis (25,26). Assessment of psoriasis 

involves more than the just skin, and co-morbidities impact treatment decisions. Do 

dermatologists have the ambition to take leadership in the diagnosis and treatment of our 

patients’ co-morbidities in collaboration with other disciplines? 

Appreciation of the psychosocial and emotional impact of psoriasis has evolved. 

Based on measurement of quality of life with general scores such as SF36 (27) and EQ5D, 

(28) psoriasis has an impact on quality of life similar to other major diseases such as cancers, 

diabetes, and cardiovascular diseases. Do we have the ambition to address patients’ needs, 

and do we use patient reported outcomes to evaluate this? 

Acc
ep

te
d 

M
an

us
cr

ipt



As biologics are expensive, access to these treatments is often restricted.  In many countries, 

a PASI of at least 10 and failure of a non-biologic systemic treatment is required. In a survey 

by the National Psoriasis Foundation,overall  52.3% of patients with psoriasis and 45.5% of 

patients with psoriatic arthritis were dissatisfied with their treatment. Among those receiving 

treatment, 29.5% of patients with moderate psoriasis and 21.5% of patients with severe 

psoriasis were treated with topical agents alone. The inability to obtain adequate insurance 

coverage was among the top reasons for discontinuation.  

 

Historical objective severity cutoffs can be a barrier to our ambition to realize 

optimal, the International Psoriasis Council has proposed a recategorization of disease 

severity, defining mild psoriasis as a disease severity which can be managed with topical 

treatments and severe psoriasis as a severity which requires systemic treatment (30). In case 

the patient has psoriasis at difficult sites or in case the extent of lesions is at least 10%, the 

patient can be treated with a systemic treatment immediately, without failure of prior topical 

treatment. I see this IPC definition as an important starting point to mitigate the barrier to 

care caused by the current severity definition and to realize the ambition of optimal care in 

patients who are in desperate need of better disease control. 

With the introduction of anti-IL-17 and anti-IL-23 treatments, the majority of patients 

reach at least PASI 90, which result can be maintained long-term. Therefore, striving to clear, 

or at least almost clear skin, has become a realistic treatment goal for the majority of patients. 

Can society afford this in view of the high costs of biologic treatment. If we have the 

ambition, do we have the ability to expand the number of patients eligible for the innovative 

but more expensive drugs?  

As dermatologists, we hope to assure that suffering patients in urgent need have 

access to the most effective and safe drugs.  For patients who have failed other biologics, 
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access to other biologics is an important need. Large numbers of patients with objectively 

less severe psoriasis are subjectively severely affected.  We still don’t know whether first line 

treatment with biologics early on may prevent future development of severe psoriasis and its 

comorbities.  Possibly early active intervention with anti-IL-17 and anti-IL-23 may modify 

the long-term course of the disease. A controlled early intervention study is ongoing to find 

out whether early active intervention with secukinumab achieves disease modification (31). 

Furthermore, we have to find out which clinical characteristics and biomarkers can identify 

early on those patients in need for early intervention. Innovation by research will provide 

insight in these opportunities. The future is bright…  

As current biologics lose patent protection, companies are producing biosimilars. A 

biosimilar is a biologic which is similar to an originator biologic to the extent that the 

originator product can be replaced by the biosimilar (32). Biosimilars are already available 

for the anti-TNF treatments infliximab, etanercept and adalimumab.  Biosimilars provide 

long-term, safe control with no significant loss of efficacy (33).  The introduction of 

biosimilars reduces the price of biologics, though there is considerable worldwide variation in 

the price reduction. The highest price reductions, up to 80%, are seen in some European 

countries, whilst the price reductions in underserved regions are surprisingly limited.   

The vast price reductions for anti-TNFs impact the positioning of the systemic 

treatments of psoriasis. Information from long-term registry data indicate long-term efficacy 

and safety of anti-TNF drugs and challenges the first line position of  non-biologics systemic 

drugs. We can only realize the ambition of early biologic to the extent that health authority 

regulations permit us to do so.  

The opportunities to realize adequate control of psoriasis have improved 

tremendously. Dermatologists can be ambitious and provide the optimal drug for each 

patient. When a topical treatment realizes adequate improvement, there is no need for a 
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systemic, except perhaps in situations of comorbidity risk. When a topical treatment does not 

realize adequate improvement, a systemic treatment is needed, and a host of factors influence 

the treatment choice. The first choice treatment can be a biologic, particularly when 

biosimilars have made the drug more affordable. An anti-IL-17 or anti-IL-23 drug may be the 

ideal choice for many patients. 

 Selecting a treatment from the wide spectrum of options requires personalized care, 

reconciling a host of factors (the skin disease, the comorbidities, quality of life impairment, 

and the individual situation of the patient) and with the ambition of dermatology in 2020. 

 

 

References 

1.  Talamonti M, Spallone G, Di Stefani A, Costanzo A, Chimenti S. Efalizumab. 

     Expert Opin Drug Saf. 2011;10:239-51.  

 

2. Heffernan MP, Leonardi CL. Alefacept for psoriasis. 

    Semin Cutan Med Surg. 2010;29:53-5. 

 

3. Rustin MH. Long-term safety of biologics in the treatment of moderate-to-severe plaque  

     psoriasis: review of current data. Br J Dermatol. 2012;167 Suppl 3:3-11. 

 

4.  Fonia A, Jackson K, Lereun C, Grant DM, Barker JN, Smith CH. A retrospective cohort  

     study of the impact of biologic therapy initiation on medical resource use and 

     costs in patients with moderate to severe psoriasis. Br J Dermatol. 2010 ;163: 807-16. 

 

Acc
ep

te
d 

M
an

us
cr

ipt



5.    Mason KJ, Barker JNWN, Smith CH, et al; BADBIR Study Group. 

       Comparison of Drug Discontinuation, Effectiveness, and Safety Between Clinical  

       Trial Eligible and Ineligible Patients in BADBIR. JAMA Dermatol. 2018;154:581-8. 

 

6.    Iskandar IYK, Ashcroft DM, Warren RB, et al. Patterns of biologic therapy use in the  

      management of psoriasis: cohort study from the British Association of Dermatologists  

      Biologic Interventions Register (BADBIR). Br J Dermatol. 2017;176:1297-1307. 

 

 

7.    Friedman AJ. JAAD Game Changers: Comparative effectiveness of biologic agents for  

      the treatment of psoriasis in a real-world setting: Results from a large, prospective,  

      observational study (PsoriasisLongitudinal Assessment and Registry [PSOLAR]). 

       J Am Acad Dermatol. 2020 ;82:262. doi: 10.1016/j.jaad.2019.07.092. Epub 2019 

      Aug  

 

8.   Busard CI, Cohen AD, Wolf P, et al. Biologics combined with conventional systemic   

      agents or phototherapy for the treatment of psoriasis: real-life data from   

      PSONET registries.  J Eur Acad Dermatol. 2018 ;32:245-253. 

 

9.   Eissing L, Rustenbach SJ, Krensel M, et al. Psoriasis registries worldwide: systematic 

      overview on registry publications  J Eur Acad Dermatol Venereol. 2016 ;30:1100-6.  

Acc
ep

te
d 

M
an

us
cr

ipt



10.  Belinchón I, Ramos JM, Carretero G, et al. ; Biobadaderm Study Group. Adverse events 

         associated with  discontinuation of the biologics/classic systemic treatments for  

        moderate-to- severe plaque psoriasis: data from the Spanish Biologics Registry, 

       Biobadaderm.   J Eur Acad Dermatol Venereol. 2017;31:1700-8. 

 

11. Amin M, No DJ, Wu JJ.  Review of US registries for psoriasis. J Dermatolog Treat. 2017  

       ;28:697-701. 

 

12.  Geale K, Henriksson M, Schmitt-Egenolf M. How is disease severity associated with 

       quality of life in psoriasis patients? Evidence from a longitudinal population-based  

       study in Sweden. Health Qual Life Outcomes. 2017;15:151. doi:  

       10.1186/s12955-017-0721-x. 

 

13.   van den Reek JMPA, Seyger MMB, van Lümig PPM, et al. The journey of  

         adult psoriasis patients towards biologics: past and present - Results from the  

        BioCAPTURE registry. J Eur Acad Dermatol  Venereol. 2018 ;32:615-23. 

 

  

14.    Bai F, Li GG, Liu Q, Niu X, Li R, Ma H. Short-Term Efficacy and Safety of IL-17, IL-  

         12/23, and IL-23 Inhibitors Brodalumab, Secukinumab, Ixekizumab,  

         Ustekinumab, Guselkumab, Tildrakizumab, and Risankizumab for the Treatment of  

         Moderate to Severe Plaque Psoriasis: A Systematic Review and Network Meta-   

Acc
ep

te
d 

M
an

us
cr

ipt



        Analysis of Randomized Controlled Trials. 

        J Immunol Res. 2019 Sep 10;2019:2546161. doi: 10.1155/2019/2546161. eCollection 

        2019. Review. 

 

15.     Sawyer LM, Malottki K, Sabry Grant C, et al. Assessing the relative efficacy of  

          interleukin-17 and interleukin-23 targeted treatments for moderate-to-severe plaque   

           psoriasis: A systematic review and network meta-analysis of PASI response  

           PLoS One 2019; 14(8): e0220868. Published online 2019 

           Aug  doi:10.1371/journal.phone.0220868     

 

17        Egeberg A, Bryld LE, Skov L. Drug survival of secukinumab and ixekizumab for  

            moderate-to-severe plaque psoriasis. J Am Acad Dermatol. 2019 ;81:173-8.  

 

18.       van den Reek JMPA, van Vugt LJ, van Doorn MBA, et al. Initial Results of  

            Secukinumab Drug Survival in Patients with Psoriasis:A Multicentre Daily Practice  

           Cohort Study. Acta Derm Venereol. 2018; 98: 648-54. 

              

 

19.          Lee EB, Reynolds KA, Deeti J, Pithadia DJ, Egeberg A, Wu, JJ.  

              Drug survival of guselkumab for psoriasis in a real-world setting: a single-center  

              retrospective chart review J Dermatolog  treat.2019;   

Acc
ep

te
d 

M
an

us
cr

ipt



              doi.org/10.1080/09546634.2019.1605133. 

 

20.           Rønholt K, Iversen Old and New Biological Therapies for Psoriasis. Int J Mol Sci.  

               2017 Nov 1;18(11). pii: E2297. doi: 10.3390/ijms18112297.  

 

21.           Churton S. Comorbidities of psoriasis. Expert Rev Dermatol 2013; 8: 277-90 

 

22.           Takeshita J, Grewal S, Langan SM, et al. Psoriasis and comorbid diseases: 

               implications for management. J Am Acad Dermatol. 2017 ;76:393–403. 

 

 

23.           Gelfand JM, Neimann AL, Shin DB et al. Risk of myocardial infarction in patients   

               with  psoriasis. JAMA 2006; 296: 1735-41 

 

24.           Seremet S, Genc B, Tastan A et al. Are all patients with psoriasis at increased risk 

for  

               coronary artery disease? Int J Dermatol 2014; 54: 355-61. 

 

25.   Strober B, Gooderham M, de Jong E,  et al.  

              Depressive symptoms, depression, and the effect of biologic therapy among patients   

              in psoriasis Longitudinal Assessment and Registry (PSOLAR). J Am Acad  

              Dermatol. 2018;78:70-80. 

 

Acc
ep

te
d 

M
an

us
cr

ipt



26. Parisi R, Webb RT, Kleyn CE, et al. Psychiatric  

          morbidity and suicidal behaviour in psoriasis: a primary care cohort study. Br J 

          Dermatol. 2019;180:108-15.  

 

27.      Rapp SR, Feldman SR, Exum ML, et al. Psoriasis causes as much disability as other  

          major medical diseases. J Am Acad Dermatol. 1999 ;41:401–7. 

 

28.      Yang Y, Beazier J, Longworth L. EQ-5D in skin conditions: an assessment of validity  

          and responsiveness. Eur J Health Econ.2015; 16: 927–39.  

 

29.      Armstrong AW, Robertson AD, Wu J, Schupp C, Lebwohl MG. Undertreatment, 

          treatment trends, and treatment dissatisfaction among patients with psoriasis and  

           psoriatic arthritis in the United States: findings from the National Psoriasis Foundation  

           surveys, 2003-2011. JAMA Dermatol. 2013;149:1180-5.  

 

30.      Strober B, Ryan C, van de Kerkhof PCM, van der Walt J, et al. 

           A recategorization of psoriasis severity: Delphi consensus from the  

           International Psoriasis Council..  J Am Acad Dermatol 2020;82: 117-22. 

 

Acc
ep

te
d 

M
an

us
cr

ipt



31.        Iversen L, Eidsmo L, Austad J, et al.  

            Secukinumab treatment in new-onset psoriasis: aiming to understand the potential for  

            disease modification - rationale and design of the randomized, multicenter STEPIn 

            study. J Eur Acad Dermatol Venereol. 2018 ;32:1930-19 

 

32.       Cohen AD, Wu JJ, Puig L, et al. Biosimilars for psoriasis: worldwide overview of  

            Regulatory guidelines, uptake and implications for dermatology clinical practice. Br J 

             Dermatol. 2017 ;177:1495-502. 

 

33      Atalay S, van den Reek JMPA, van Vugt LJ, et al . Tight controlled dose reduction   

          of biologics in psoriasis patients with low disease activity: a randomized pragmatic  

          non- inferiority trial. BMC Dermatol. 2017 May 8;17(1):6. 

          doi: 10.1186/s12895-017-0057-6. 

Acc
ep

te
d 

M
an

us
cr

ipt


	3. Rustin MH. Long-term safety of biologics in the treatment of moderate-to-severe plaque
	psoriasis: review of current data. Br J Dermatol. 2012;167 Suppl 3:3-11.
	4.  Fonia A, Jackson K, Lereun C, Grant DM, Barker JN, Smith CH. A retrospective cohort
	study of the impact of biologic therapy initiation on medical resource use and
	costs in patients with moderate to severe psoriasis. Br J Dermatol. 2010 ;163: 807-16.
	Comparison of Drug Discontinuation, Effectiveness, and Safety Between Clinical
	Trial Eligible and Ineligible Patients in BADBIR. JAMA Dermatol. 2018;154:581-8.
	6.    Iskandar IYK, Ashcroft DM, Warren RB, et al. Patterns of biologic therapy use in the
	management of psoriasis: cohort study from the British Association of Dermatologists
	Biologic Interventions Register (BADBIR). Br J Dermatol. 2017;176:1297-1307.
	10.  Belinchón I, Ramos JM, Carretero G, et al. ; Biobadaderm Study Group. Adverse events
	associated with  discontinuation of the biologics/classic systemic treatments for
	moderate-to- severe plaque psoriasis: data from the Spanish Biologics Registry,
	Biobadaderm.   J Eur Acad Dermatol Venereol. 2017;31:1700-8.
	12.  Geale K, Henriksson M, Schmitt-Egenolf M. How is disease severity associated with
	quality of life in psoriasis patients? Evidence from a longitudinal population-based
	study in Sweden. Health Qual Life Outcomes. 2017;15:151. doi:
	13.   van den Reek JMPA, Seyger MMB, van Lümig PPM, et al. The journey of
	adult psoriasis patients towards biologics: past and present - Results from the
	BioCAPTURE registry. J Eur Acad Dermatol  Venereol. 2018 ;32:615-23.
	14.    Bai F, Li GG, Liu Q, Niu X, Li R, Ma H. Short-Term Efficacy and Safety of IL-17, IL-
	12/23, and IL-23 Inhibitors Brodalumab, Secukinumab, Ixekizumab,
	Ustekinumab, Guselkumab, Tildrakizumab, and Risankizumab for the Treatment of
	Moderate to Severe Plaque Psoriasis: A Systematic Review and Network Meta-
	Analysis of Randomized Controlled Trials.
	15.     Sawyer LM, Malottki K, Sabry Grant C, et al. Assessing the relative efficacy of
	interleukin-17 and interleukin-23 targeted treatments for moderate-to-severe plaque
	psoriasis: A systematic review and network meta-analysis of PASI response
	17        Egeberg A, Bryld LE, Skov L. Drug survival of secukinumab and ixekizumab for
	moderate-to-severe plaque psoriasis. J Am Acad Dermatol. 2019 ;81:173-8.
	18.       van den Reek JMPA, van Vugt LJ, van Doorn MBA, et al. Initial Results of
	Secukinumab Drug Survival in Patients with Psoriasis:A Multicentre Daily Practice
	Cohort Study. Acta Derm Venereol. 2018; 98: 648-54.
	Drug survival of guselkumab for psoriasis in a real-world setting: a single-center
	retrospective chart review J Dermatolog  treat.2019;
	doi.org/10.1080/09546634.2019.1605133.
	28.      Yang Y, Beazier J, Longworth L. EQ-5D in skin conditions: an assessment of validity
	and responsiveness. Eur J Health Econ.2015; 16: 927–39.
	30.      Strober B, Ryan C, van de Kerkhof PCM, van der Walt J, et al.
	A recategorization of psoriasis severity: Delphi consensus from the
	International Psoriasis Council..  J Am Acad Dermatol 2020;82: 117-22.

	31.        Iversen L, Eidsmo L, Austad J, et al.
	Secukinumab treatment in new-onset psoriasis: aiming to understand the potential for
	disease modification - rationale and design of the randomized, multicenter STEPIn
	study. J Eur Acad Dermatol Venereol. 2018 ;32:1930-19
	33      Atalay S, van den Reek JMPA, van Vugt LJ, et al . Tight controlled dose reduction
	of biologics in psoriasis patients with low disease activity: a randomized pragmatic
	non- inferiority trial. BMC Dermatol. 2017 May 8;17(1):6.
	doi: 10.1186/s12895-017-0057-6.

