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Introduction
With a prevalence of 2 to 3 % (about 1.5
to 2 million patients), psoriasis is one of
the most frequent chronic inflammatory
diseases in Germany, ranking ahead of
rheumatoid arthritis (prevalence of
about 1 %) and Crohn disease (preva-
lence of about 0.5 %). It is assumed that
about 30 % of patients have at least
moderate disease, often requiring sys-
temic treatment in addition to topical
treatment. About two-thirds of psoriasis
patients have a chronic course with the
need for continual control of disease
activity. Up to now, methotrexate,
acitretin, fumaric acid esters and
cyclosporine have been available for sys-
temic treatment; this will be referred to
as conventional systemic treatment. Due

to side effects and contraindications,
they can not be administered to all
patients or may not be sufficiently effec-
tive. Because of its limited efficacy,
acitretin is not adequate as monotherapy
of moderate to severe plaque-type psori-
asis and can be recommended only 
in combination with phototherapy.
Therefore, for long-term treatment only
methotrexate or fumaric acid esters
should be considered. 
New insights into the pathophysiology
of psoriasis and other chronic inflam-
matory diseases have led to the identi-
fication of new therapeutic strategies.
Targeted blockade of surface molecules
involved in activation or migration of
inflammatory cells as well as proin-
flammatory mediators are the mecha-

nisms of action of antibodies and
fusion proteins produced by genetically
modified cells. These molecules known
as “biologics”, have become available
2004 (Table 1). The biologics are
approved for the treatment of moder-
ate to severe psoriasis when conven-
tional systemic therapy has not been
effective or cannot be administered due
to side effects or contraindications.
The question arises as to how “moder-
ate to severe psoriasis” or “therapeutic
response” is defined and documented.
As treatment with biologics usually
demands pretreatment with conven-
tional systemic therapies, their use is
also part of the current discussion on
disease and treatment concepts in pso-
riasis. 

Summary
The introduction of biologics has not only broadened the therapeutic arma-
mentarium for psoriasis but also stimulated discussion about the treatment of
this common skin condition. The recently presented German S3 psoriasis
guideline contains detailed information on the efficacy of the different prod-
ucts and describes important safety and practical aspects of psoriasis treat-
ments. Patient surveys and recent studies in Germany indicate a relatively high
mean severity of skin symptoms and low quality of life among affected
patients. One possible explanation is that the conventional traditional and new
treatment options are not being used consistently. In this paper, minimum
treatment goals for psoriasis that should be achieved by an individually selected
treatment regimen are presented. If, after a defined period of time, an at least
50 % reduction of the baseline Psoriasis Area and Severity Index (PASI) and a
Dermatology Life Quality Index of � 5 is not reached, patients should be
switched to another therapy, after a balanced discussion. Whenever necessary,
a continuous maintenance therapy should be instituted with special attention
to these goals. Patients should carefully be monitored for the presence of pso-
riatic arthritis and comorbidities because these may need to be integrated in
the planning of treatment goals on an interdisciplinary basis.
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Further important aspects in this discus-
sion are insights won by questionnaires
and studies in recent years:
1) The mental and physical burdens of

patients affected by psoriasis as well
as the impact on professional and
private life caused by the disease are
greater than often presumed and
are comparable to those caused by
other severe diseases such as car-
diac, inflammatory or malignant
disease. 

2) As in other chronic inflammatory
diseases, psoriasis is linked with a
particular pattern of associated dis-
eases, especially heart and circulatory
disease, hypertension, diabetes and
disorders of lipid metabolism. It is
expected that the mortality due to
these associated disease can be low-
ered by early and consistent treat-
ment of psoriasis. 

3) Patients are poorly satisfied with
therapeutic concepts employed to

date, mainly due to inadequate effec-
tiveness, and expect long-term con-
trol of the disease. First studies on
health care of psoriasis patients in
Germany show high average disease
activity and relatively little use of sys-
temic treatment.

4) A special problem seems to be the
situation for a subgroup of patients
with high disease activity. This group
displays a particularly high impact
on the quality of life, long absence

Table 1: Licensing status of systemic treatments of psoriasis and psoriatic arthritis in Germany (status 
September 2006).

Psoriasis Psoriatic arthritis

Methotrexate
(e.g. Lantarel®,
Metex®)

Most severe psoriasis resistant to therapy, 
especially plaque-type

Severe psoriatic arthritis in cases of
inadequately effective treatment with basic
treatment or NSAIDs or intolerance of these
drugs or in cases of primarily aggressive
course 

Leflunomid (Arava®) Not licensed
Antirheumatic basic treatment to treat active
psoriatic arthritis in adults

Acitretin
(Neotigason®)

Most severe psoriasis resistant to treatment, 
especially psoriatic erythroderma and pustular
psoriasis

Not licensed

Fumaric acid esters
(Fumaderm®)

Severe psoriasis Not licensed

Cyclosporine
(e.g. Immunosporin®,
Cicloral Hexal®)

Most severe psoriasis resistant to treatment Not licensed

Efalizumab (Raptiva®)

Moderate to severe plaque-type psoriasis in
adults who did not respond to other systemic
treatments including cyclosporine, methotrexate
or PUVA, for whom such treatments are 
contraindicated or were not tolerated

Not licensed

Infliximab
(Remicade®)

Moderate to severe plaque-type psoriasis in
adults who did not respond to other systemic
treatments including cyclosporine, methotrexate
or PUVA, for whom such treatments are 
contraindicated or not tolerated

Indicated in combination with methotrexate.
Also recommended in  case of contraindica-
tions or intolerance towards methotrexate
monotherapy in adult patients with active 
and progressive psoriatic arthritis who had no
adequately responding to antirheumatic basic
therapy. 

Etanercept (Enbrel®)

Moderate to severe plaque-type psoriasis in
adults after failure of, intolerance to or
contraindication for other systemic treatments
such as cyclosporine, methotrexate or PUVA

Active and progressive psoriatic arthritis
(arthritis psoriatica) in adults following 
failure of basic therapy

Adalimumab
(Humira®)

Not licensed
Treatment of active and progressive psoriatic
arthritis in adults who inadequately
responded to previous basic therapy
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from work and relatively frequent
inpatient care. For these patients, in
particular, the question of adequate
utilization of systemic therapy
options including biologics is raised.

In addition to guidelines on efficacy,
safety and practical aspects of individual
products on an S1 level, a guideline on
the S3 level with a total overview of pso-
riasis treatment has been published [1].
All published clinical studies on efficacy
of the products or procedures published
before May 2005, as far as they meet cer-
tain quality criteria, included. The analy-
sis of published data was the basis for
determining evidence levels and grades
of recommendation for practical use.
In this paper, treatment goals in psoriasis
are  discussed. This might, together with
existing guidelines, contribute to using
available treatment options for psoriasis
in a more consistent way. The goal of
these measures is improving care of
affected patients.  

Satisfaction with treatment and dis-
ease burden 
Questionnaires sent to members of psoria-
sis patient organizations in Europe and the
United States show a negative picture with
regards to satisfaction with treatment. Only
27 % of about 18,000 responding
European patients were very satisfied [2].
The main reason for dissatisfaction was the
amount of time spent on treatment (49 %)
and the poor efficiency of them (32 %).
Almost 90 % of patients in a US survey
reported fear of worsening of psoriasis [3].
This poor rate of satisfaction also 
has effects on the patients’ choice of
physician. One-third of European patients
reported consulting three or more 
physicians in the last two years about
psoriasis; 21 % no longer consulted any
physician. 
In a survey of psoriasis patients in
Germany as to desired benefits of treat-
ment, three of the six most frequently
stated were related to improvement of
skin signs and symptoms [4].
Existing studies on various aspects of the
disease burden of psoriasis including
psychosocial impairments, reduction of
quality of life, willingness to bear costs
for improving the disease (“willingness
to pay”) as well as actual financial costs
together demonstrate the high disease
burden caused by psoriasis (Table 2).
Many patients have feelings of stigmati-
zation and bodily unattractiveness as

well as a high rate of depressive disorders
including ideations of suicide. With the
help of generic instruments to measure
quality of life, such as the quality of life
questionnaire SF-36, it has been shown
that psoriasis is viewed by those affected
as being mentally and physically a similar
burden as angina pectoris or cancer [10].
Various surveys done on German psoriasis
patients using “Dermatology Life Quality
Index” (DLQI) revealed average values
about 10 [7–9, 14], with values over 10
denoting a severe impairment of quality of
life due to the disease [15].
The economic costs of psoriasis are sub-
stantial. A cost-of-illness study done
before the introduction of biologics in
Germany suggested a total economic
cost due to moderate to severe psoriasis
of over 1 billion € annually [13]. In this
study, total cost for patients unsuccess-
fully treated with conventional systemic
therapy was higher with 8,831 €/year.
These patients have the highest disease
activity of all patients examined with mod-
erate to severe psoriasis (mean Psoriasis
Area and Severity Index (PASI) of 22.2).

Associated diseases
The concept of the disease psoriasis is
changing. Beyond the wishes of the
patient for effective and safe treatment,
other medical grounds underscore the
need for adequately effective long-term
control of psoriasis. 
Psoriasis is no longer viewed as just being
a skin disease; it is considered an inflam-
matory systemic disease, just as rheuma-
toid arthritis, with an increased rate of
associated diseases [16]. Associated dis-
eases directly dependent on severity and
duration of psoriasis include alcohol
abuse, depression/suicidal tendencies
and metabolic syndrome (obesity, dys-
lipidemia, arterial hypertension, insulin
resistance/type II diabetes mellitus)
[17–20]. These associated diseases result
in a higher mortality rate in comparison
with healthy individuals, especially due
to cardiovascular complications. In the
case of rheumatoid arthritis, evidence
exists that antiinflammatory therapy
with TNF-antagonists reduces the risk of
cardiovascular events [21].
In addition to the above-mentioned
associated diseases, about 20 % of psori-
asis patients develop psoriatic arthritis
(PsA), usually years after first onset of
skin signs and symptoms. Morbidity of
PsA is greater than previously assumed.

In about every fifth patient, progressive
joint destruction similar to rheumatoid
arthritis occurs, with a severe course in
every tenth patient [22]. In 40 % of
patients with PsA more than 5 joints are
affected in the course of the disease. In
patients with skin and joint involve-
ment, interdisciplinary treatment strate-
gies may be needed. As far as joint symp-
toms are concerned, separate treatment
goals must be defined.  

Status of care
According to the reimbursement statis-
tics of the statutory health care system
about 1 million psoriasis patients consult
physicians per quarter year in Germany
(data from 1st quarter 2000); of these
about half visit primary care physicians
and half, dermatologists. The few exist-
ing studies suggest a lack of care, especial-
ly for patients with high-grade disease
activity. In a study, up to now only pub-
lished as an abstract, of 1,511 patients
cared for in dermatology offices and
outpatient clinical departments with an
average PASI of 12.0; only one-third
had received prior systemic treatment
[23]. Even in the almost 20 % of
patients with severe skin involvement
(PASI �20), only one-half had received
systemic treatment. Another survey on
1,203 patients treated as inpatients in
dermatology departments or rehabilita-
tion clinics found an average PASI of
26.0 [24].
These results suggest that psoriasis,
when considering severity of signs and
symptoms and the burden perceived by
patients, is underestimated and inade-
quately treated. It is doubtful that con-
ventional and new treatment options are
being utilized consistently in Germany.
It also appears that treatment strategies
are not altered for patients who contin-
ue to have high disease activity while
being treated. This situation may
explain why biologics are administered
less frequently in Germany than in
other countries. In studies on the treat-
ment of patients with rheumatoid
arthritis after biologics started to be
reimbursed in various European coun-
tries and in the USA, it was shown that
in the USA, Sweden and Norway after
one year about 20 patients per 100,000
population were being treated with
these new drugs.
In Germany, almost in last place among
20 countries examined, this rate was
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reached only after six years [Personal
Note of G. Kobelt, 2006]. Even though
several studies on biologics in the treat-
ment of psoriasis show a similar efficacy
in this group as in patients with no prior
treatment [25, 26]. 

Treatment goals
Treatment decisions in patients with
psoriasis are made on an individual basis,
with various aspects on the side of the
patient (e.g. severity of skin signs and
symptoms, disease burden, age, gender,

associated diseases and their treatment,
response to and/or intolerability of past
treatment) and the profile of available
products must be considered [27]. 
The S3 guideline serves as a good aid in
decision-making, as relevant aspects of

Table 2: Psoriasis – selected aspects* of impact and satisfaction with treatment.

I. Psychosocial aspects

Impact on job [5]
• Increased absence from work 39 %
• Loss of employment 21 %
• Difficulties in finding a new employment 20 %
• Preventing promotion 16 %
Stigmatization [3]
• Feeling of shame 81 %
• Feeling of being unattractive 75 %
Depression [3]
• Depressive mood 54 %
Wish for death [6]
• Wish for death 10 %
• Ideations of suicide 6 %

II. Reduction of quality of life

DLQI
• On average about 10 [7–9]
(0: none, 30: maximal reduction; over 10: very strong reduction)
SF-36 in comparison [10]
(the lower the score, the higher the reduction) mental / physical impact
• Healthy adults 53 / 55
• Type II diabetes mellitus 52 / 42
• Decompensated cardiac insufficiency 50 / 35
• Cancer 49 / 45
• Psoriasis 46 / 41
• Chronic pulmonary disease 45 / 42
• Depression 35 / 45

III. Satisfaction with treatment [2, 3]

• Frustrated, ineffective treatment 90 %
• Fear of worsening 88 %
• Poorly to moderately satisfied 73 %
• Too time-consuming 49 %
• Not effective enough 32 %
• 3 or more physicians in last 2 years 32 %
• No physician care 21 %

IV. Willingness to pay [11, 12]

• In percent of gross income about 10 %

V. Financial impact of moderate to severe psoriasis [13]

(before availability of biologics) 
• Average total cost/year 6,709 €
• Average cost to patient/year/patient 794 €

* The stated figures should serve as an indication of the degree of possible impact. They vary according to the subpopulation under investigation.
For details see references.
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the products (licensing information, effi-
cacy, safety, practicability, costs) are pre-
sented in detail and further, assessments
are made as to the quality (evidence level,
evidence grade) of statements on efficacy
and the resulting strength of treatment
recommendations. On the backdrop of
individual treatment decisions, the guide-
line can only provide a general treatment
algorithm. A sensible and, in view of the
current status of care, necessary supple-
ment would be individual treatment goals
that – together with the guidelines –
would promote a consistent utilization of
available treatment repertoires.

Treatment benefit for the patient
In assessing the benefit of treatment, the
benefit for the patient takes on an
increasing role. In a survey of patients
with psoriasis as to the desired treatment
benefit, the following criteria were
named most often [4]: 
• healing of all skin lesions, 
• reduction of pruritus and burning

on the skin,
• less loss of time devoted to treat-

ment,
• healing of all exposed lesions,
• avoidance of strong side effects of

treatment,
• fewer visits to physician or clinic.
The choice of treatment and the for-
mulation of treatment goals should
take individual demands of patients as
to efficacy, practicability and safety of
treatment into account. 

Practical approach
There is no uniform definition of mild,
moderate or severe psoriasis at present. It
is common to classify into “mild”, “mod-
erate” or “severe” psoriasis. Table 3 gives
an overview of parameters often used to
grade the severity of skin signs and
symptoms and the effects of therapy in
studies. In addition to PASI and Body
Surface Area” (BSA) a variety of other
aspects must be considered in grading
the severity of disease. These include
special symptoms such as involvement of
exposed areas, the anogenital region, and
nails, pruritus, response to past treat-
ment measures and possible associated
diseases. To assess the individual reduc-
tion of quality of life, the DLQI has been
established (Table 4). It is used in evalu-
ating the severity of disease as well as
efficacy of treatment. For all biologics
licensed to treat psoriasis in Germany,

data not only exist for their effects on
skin symptoms, but also on DLQI. To
grade the severity of psoriasis a so-called
“rule of tens” has been put forth [28],
where a PASI > 10 or BSA > 10  and a
DLQI > 10 indicate severe psoriasis.
Considering the importance of treat-
ment benefit to the patient, it has been
suggested that DLQI should be given
more weight than PASI. Grading the
severity of psoriasis is, in the end, a glob-
al evaluation made by the treating der-
matologist and taking into account

objective skin signs and symptoms, the
individual disease history and the subjec-
tive well-being of the patient. Important
parameters for evaluating disease severity
should be documented before treatment
and the effects of treatment should be
monitored by regularly checking these
parameters (Table 5).

Treatment goals in psoriasis therapy
In judging the efficacy of treatment
especially in the course of clinical trials,
the emphasis has mainly been on

Table 3: Examples of parameters used to evaluate the severity of skin
signs and symptoms in psoriasis.

Localised (mild) psoriasis
• Target lesion (Sum of Scores, SOS)

Evaluation of signs and symptoms erythema, induration and scaling of
one marker plaque (respectively: 0 = none, 1 = mild, 2 = moderate, 3 =
severe, 4 = very severe)
Range 0 to 12

Moderate to severe psoriasis
• Body Surface Area (BSA) (static)

Body surface affected by symptoms of psoriasis in percent
Usual classification: > 10 % at least moderate skin involvement

• Psoriasis Area and Severity Index (PASI) (static)
Range 0 to 72
Usual classification: > 10 at least moderate skin involvement

• PASI 75 (dynamic)
Reduction of baseline PASI by at least 75 %

• Physician’s Global Assessment (PGA) (static)
Evaluation of signs and symptoms considering erythema, infiltration and
scaling on average over all lesions; 0 = no symptoms (with exception of
residual discoloration), 1 = minimal, 2 = mild, 3 = moderate, 4 = strong,
5 = severe

Table 4: The “Dermatology Life Quality Index“ (DLQI) to evaluate the 
impact on quality of life by a skin disease (e.g. psoriasis).

DLQI

10 Questions in the fields

• Symptoms and feelings
• Daily activities
• Recreation time
• Work and school
• Personal relationships
• Impact due to treatment
Each question is rated from 0 (no impact) to 3 (maximum impact)

Evaluation (range: 0 to 30) [15]

• 0 to 1 No impact
• 2 to 5 Mild impact
• 6 to 10 Moderate impact
• 11 to 20 Very strong impact
• 21 to 30 Extremely strong impact
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changes of parameters of skin severity
(PASI, BSA, PGA). In recent clinical
studies on systemic treatment of moder-
ate to severe psoriasis it has become com-
mon to state the values for PASI 50,
PASI 75 or PASI 90, i.e. the percentage
of patients who under treatment achieve
a reduction of the PASI score of 50 %,
75 % or 90 % in comparison to baseline.
In older studies, statements were made
which allow for a comparable evalua-
tion. Due to its broad use and its central
role in comparing the efficacy of differ-
ent therapeutic approaches (see S3
guideline), PASI is a suitable parameter
for formulating treatment goals. With
the help of appropriate forms, “PASI 
calculators” or suitable computer pro-
grams, it can be employed in day-to-day
practice. 
To evaluate clinical response in topical
treatment of mild psoriasis, PASI is less
suitable, as changes to this index would
be inadequately reflected when only
mild skin signs or symptoms are present.
Here, judgment of the improvement of
skin signs and symptoms using the
Physician’s Global Assessment (PGA) or
evaluation of a selected “target lesion”
using an evaluation based on PASI
(SOS, see Table 3) are appropriate. 
Clinical studies show that judgment of
response to each product should be done
at different intervals after initiation of
treatment. For the standard dosages given
in the S3 guideline, these intervals, usual-
ly those for determining the primary goal
in clinical studies, are listed in Table 6. In
combination therapy with a systemic
drug and topical treatment of moderate
to severe psoriasis, the time interval for
the systemic drug applies. Through com-
bination therapy, a defined treatment goal
may be achieved, even if this is not possi-
ble by systemic treatment alone. 
The individual disease burden should
play on the patient should play a central
role in formulating treatment goals.
This takes into account that continual
treatment of psoriasis, treatment of a
satisfied patient can hardly be changed.
A suitable and validated instrument to
measure satisfaction with treatment
does not yet exist. Due to its simplicity
and widespread distribution, DLQI
seems an appropriate indicator of dis-
ease burden/quality of life. Especially as
a great advantage it allows for simulta-
neous determination of the burden on
the patient and thus indirectly reflects

the aspect of practicability. New treat-
ment studies, that monitor effects on
PASI as well as on DLQI show a corre-
lation between both parameters. There
is at least a gross correspondence
between the portion of patients achiev-
ing PASI 75 and that of patients
exhibiting a DLQI < 5 (mild burden) or
who show an improvement of DLQI of
at least 5 points [29–31]. A DLQI of 0
or 1 (no burden) corresponds more
with a PASI 90 response or an absolute
PASI value of under 5 [31].

Short-term and long-term treatment
A goal of PASI 75 or even PASI 90 and
a DLQI of 0 or 1 should be strived for,

but is not at present practicable as mini-
mum treatment goal, i.e. that not
achieving it forces a change in treatment.
The in part highly variable rate of
patients achieving a PASI 75- or PASI
90- response with the licensed products
should be one consideration among oth-
ers, such as safety and costs, in deciding
on treatment. The evaluation of efficacy
in the S3 guideline is based on a PASI 75
response.
We propose as a minimum treatment
goal for moderate to sever psoriasis a
DLQI < 5 (at most “mild burden”),
which, according to existing data,
requires a PASI 75 response in most
cases. Even in cases with less reduction of

Table 5: Recommendation of relevant parameters for the assessment of
disease severity.

Severity of skin signs and symptoms
• SOS, BSA, PASI, PGA (see Table 3)
Impact on Quality of life
• DLQI (see Table 4)
Other parameters
• Special manifestations: psoriatic nail disease, pustular psoriasis, PsA
• Special symptoms: Involvement of exposed areas, genitals, pruritus, 

bleeding
• Response to previous treatment measures
• Prior hospitalization, rehabilitation due to psoriasis
• Absence from work due to psoriasis
• Associated diseases

Table 6: Recommendation for time intervals after which the efficacy of 
treatment should be judged (standard dosages according to S3 guideline).

Product Time interval
Topical
• Steroids of class II to IV

(German classification 2–4 weeks
according to Niedner)

• Combination 2–4 weeks
betamethasone/calcipotriol

• Vitamin D3 analogues 4–6 weeks
Phototherapy
• UVB 311 nm (5 x/week) 6–8 weeks
• PUVA (4 x/week) 6–8 weeks
Systemic
• Infliximab 10 weeks
• Cyclosporine 10–12 weeks
• Efalizumab 12 weeks
• Etanercept 12 weeks
• Methotrexate 12–16 weeks
• Acitretin monotherapy 12–16 weeks
• Fumaric acid esters 12–16 weeks
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skin signs and symptoms and the pres-
ence of (only) a mild burden due to pso-
riasis, we only recommend changing
treatment when less than a 50 %
improvement of skin signs or symptoms
occur. From this follows that the treat-
ment goal would be a DLQI < 5 and (at
least) a PASI 50 response (Table 7). This
treatment goal should be reached with the
chosen treatment at the end of an induc-
tion phase, usually after 12 weeks (Table
6). If this goal is not achieved, a change of
treatment is recommended at that time.
The majority of patients for whom sys-
temic treatment is indicated will require
long-term treatment. With high disease
activity, continual treatment is favored,
and treatment with one product is
favored over rotation therapy. Change of
treatment should only occur if an ade-
quate response with one product or a pru-
dent combination treatment is no longer
achieved or treatment must be discontin-
ued due to safety or tolerability. For long-
term treatment we recommend the same
treatment goals as for induction treat-
ment, with the intervals of control visits
having to be adjusted (usually every 4 to
8 weeks, see relevant S1 and S3 guide-
lines). In patients with psoriatic nail dis-
ease, an effect on this manifestation is
desirable, and systemic treatment should
be supplemented by topical measures
(e.g. corticosteroids or vitamin D ana-
logues in the form of solutions). In
patients with skin and joint involvement,
special treatment goals must be estab-
lished 20, 50, 70 criterias which take
treatment goals for skin and for joints
into consideration (e.g. American College
of Rheumatology [ACR]) and include
specials parameters to assess disease bur-
den in patients with arthritis (e.g.

PsAQoL) [32]. Products should be pre-
ferred with effects on skin and/or joint
symptoms corresponding to the individ-
ual manifestations of the patients. Setting
treatment goals and choice of suitable
treatment may have to be made on an inter-
disciplinary basis together with the
rheumatologist.
Every treatment should be done under
consideration of maximum safety and
tolerability for the patient. In the indi-
vidual case, a risk-benefit analysis on the
basis of the severity of psoriasis and the
individual risk profile for induction and
maintenance treatment should be under-
taken. Especially long-term treatment
has high demands on safety. Here,
absolute and relative contraindications,
the monitoring test recommended for
the product during treatment and criteria
for a discontinuation of treatment should
be observed. The S3 guideline provides a
good overview [1]. In individual cases,
safety aspects may outweigh efficacy in
the choice of starting or continuing a
particular product. In the event that
treatment alternatives are not available, it
may be necessary to deviate from treat-
ment goals. In principle, treatment goals
must be discussed with the patient and
adapted to his individual conceptions.

Special aspects of topical treatment of 
psoriasis
No studies have been done to evaluate
quality of life during topical treatment.
It remains to be seen if DLQI is suitable
to assess quality of life during topical
treatment of psoriasis. In contrast to
long-term treatment recommended for
chronic moderate to severe psoriasis,
topical treatment of mild psoriasis can
be performed on an intermittent basis.

The efficacy of long-term topical 
treatment, only applied when the patient
sees the necessity (“as needed”), has 
been shown for the fixed combination 
of calcipotriol/betamethasone [33].
Interestingly, even some patients with
moderate to severe psoriasis (PASI > 12)
responded well to the combination, so
that sole topical treatment cannot prin-
cipally be excluded in severe psoriasis

Conclusions
The recommendations made here for
minimum treatment goals in the treat-
ment of moderate to severe psoriasis is
intended to stimulate a discussion on
how care of patients with psoriasis in
Germany can further be improved.
Defining therapy goals and applying the
current S3 Guideline can contribute a
consistent use of available treatment
options. This includes
1) the greater use of systemic treat-

ments when topical treatment
and/or phototherapy do not provide
adequate results,

2) timely change in treatment while
observing the optimal risk-benefit
ratio and 

3) use of biologics when conventional
therapeutics are inappropriate or
incapable of reaching treatment goals.

New data suggest that particularly
severely affected patients or patients
inadequately controlled by conventional
treatment are not satisfactorily being
cared for in Germany. In order to further
clarify the benefit of old and new prod-
ucts in the long-term treatment of psori-
asis, a treatment registry similar to that
for rheumatoid arthritis is desirable <<<
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