
Psoriasis is a common chronic, inflammatory, multisystem disease with predominately skin 

and joint manifestations. Psoriasis is associated with several comorbidities, including car-

diovascular disease, type 2 diabetes, lymphoma, and depression.1 A study on the global 

epidemiology of psoriasis found that the skin disorder affects about 2% to 4% of the population 

in western countries. The prevalence in children ranges from 0% to 2.1% and in adults from 

0.91% to 8.5%.2 Psoriatic arthritis (PsA), an inflammatory arthropathy, may be associated with 

psoriasis in up to 42% of patients. Most common estimates, however, suggest that approximately 

25% to 30% of patients with psoriasis will develop PsA usually 5 to 12 years after the onset 

of their skin disease.1 Both conditions can impact activities of daily life as well as all aspects of 

quality of life, including psychological, social, and occupational elements.

Diagnosis and 
Treatment 

Approximately 80% of patients 
with psoriasis have mild to moderate 
disease, whereas 20% have moder-
ate to severe disease. The extent of 
body surface area involvement (>5% 
being considered mild, ≥5% but <10 
moderate, and ≥10% severe) is 1 way 
to determine disease severity.1 There 
are 5 types of psoriasis: (1) plaque; 
(2) guttate; (3) inverse; (4) pustular; 
and (5) erythrodemic. Almost 90% 
of individuals have plaque psoriasis, 
which is the most common form of 
the disease. Plaque psoriasis appears 
as raised red patches covered with a 
silvery white buildup of dead skin 
cells or scale.3 Table 1 lists the most 
common locations of psoriasis lesions.4

Symptoms of PsA can range from 
mild to very severe. The severity of the 
skin disease and the arthritis usually do 
not correlate. Nail disease is commonly 
found in patients with PsA, especially 
those with distal interphalangeal joint 

involvement. While PsA may start 
slowly with mild symptoms, the course 
of PsA is variable and unpredictable, 
ranging from mild and nondestruc-
tive to a severe, debilitating, erosive 
arthropathy. If left untreated, patients 
with PsA can have persistent inflamma-
tion, progressive joint damage, severe 
physical limitations, disability, and 
increased mortality.1,5 Therefore, early 
diagnosis is critical to help improve 
quality of life and function and slow 
disease progression.5

Currently, there is no known cure 
for psoriasis or PsA. The American 
Academy of Dermatology published a 
6-part series in Journal of the Ameri-
can Academy of Dermatology outlin-
ing therapeutic recommendations for 
the treatment of mild, moderate, and 
severe psoriasis, with and without 
PsA. The workgroup of psoriasis ex-
perts used an evidence-based model 
and research was obtained via a search 
of the PubMed/MEDLINE database 
from 1960 to 2010. In the first 5 parts 
of the 6-section guidelines, researchers 
presented evidence supporting the use 

of topical treatments, phototherapy, 
traditional systemic agents, and bio-
logical therapies for patients with 
psoriasis and PsA. In the sixth and 
final section published in 2011, the 
authors presented cases to illustrate 

how to apply the guidelines in clinical 
practice.1,5-9 The National Psoriasis 
Foundation has outlined a variety 
of prescription and nonprescription 
treatment options for psoriasis and 
PsA (Table 2).3 Currently, several 

“The best I can do is 
do what is best for the patient 
sitting in front of me within 
the constraints of the health 
insurance coverage that they 

bring with them.” 
~Steven R. Feldman, MD, PhD
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Table 1. Most Common Locations of Psoriasis Lesions4

Location Percentage of Psoriasis Patients

Scalp 80%

Elbows 78%

Legs 74%

Knees 57%

Arms 54%

Trunk 53%

Lower part of the body 47%

Base of the back 38%

Other 38%

Palms and soles 12%

Table 2. Treatment Options for Psoriasis and PsA3

Psoriasis PsA

• Biologics 

• Systemic medications

• New oral therapies

• Phototherapy

• Topicals (both OTC and prescription)

• Biologics 

• Disease-modifying antirheumatic drugs

• New oral therapies

•  Nonsteroidal anti-inflammatory drugs (both 
OTC and prescription)

PsA=psoriatic arthritis; OTC=over-the-counter.
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When considering treatment 
options for psoriasis patients, 

clinicians should tailor treatment 
to the individual patient, taking 

into account efficacy, side effects, 
availability, ease of administration, 
comorbidities, family history, and 

coexisting conditions.
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Q:  What are the benefits to an oral 
treatment for moderate-to-severe 
psoriasis compared with other 
routes of administration?

A:  With just regard to the mode of 
administration, the main benefit 
of an oral agent compared to an 
injectable is that a lot of patients 
do not want to [receive] a shot. 
Another advantage is that orals 
are small molecules, while injec-
tions are large proteins; patients 
do not tend to make antibodies 
against small molecule drugs, 

while they do against large pro-
teins, and that can result in loss of 
efficacy as well as adverse events.

Another distinction between 
orals and injectables is that orals 
tend to be much shorter acting, 
typically excreted by the kidney 
or liver. So if there is a problem 
associated with immune sup-
pression, [such as] an infection, 
the oral agent can be stopped 
and will be out of the system 
quickly, while it might take weeks 
or months for the effects of an in-
jectable drug to leave the system.

Another distinction is cost, 
though not necessarily cost to the 
patient. With our crazy healthcare 
system and the copayment cards 
people get, there may not be any 
financial incentive for patients to 
make cost-effective decisions. But 
that aside, oral agents generally 
cost less than injectable medica-
tions. It is not clear why. While 
making an injection medication 
may be more costly than making 
an oral [drug], the drug price is 
not closely (or at all) tied to the 
cost of manufacturing the drug.

Q:  What patient characteristics 
would lead you to prescribe an 
oral regimen for psoriasis? 

A:  The number 1 factor that would 
lead me to prescribe an oral regi-
men for psoriasis is if that is what 
a well-informed patient wants. 
Generally, there is no 1 right 
answer for treating psoriasis, 

other than what the patient feels 
is right. All of the agents, oral 
and injectable, have their advan-
tages and disadvantages, and no 
1 agent dominates all others on 
every characteristic. My approach 
is to give patients information 
on the reasonable options and 
encourage them to choose what 
they would like to do.  

Q:  Are there any cost considerations 
when deciding on a treatment 
for psoriasis?

A:  Are you kidding me? Of course 
there are! Some of the drugs cost 
tens of thousands of dollars every 
year. If patients are uninsured and 
have no wealth, cost, paradoxical-
ly, does not matter at all, because 
I can get these patients almost 
any drug using pharmaceutical 
company assistance programs. 
If patients have great insurance 
or if they have enormous wealth, 
I might also be able to get them 
most any drug. Most patients 
fall between these extremes, and 
for them, the out-of-pocket cost 
they face may determine what 
treatment they choose.

I used to spend a lot of time 
wondering which treatment 
is the most cost-effective. But 
now I realize that since I do not 
know what a particular insur-
ance company’s contract prices 
are for various drugs, I cannot 
take that cost into account. The 
best I can do is do what is best 

for the patient sitting in front of 
me within the constraints of the 
health insurance coverage that 
they bring with them.

Q:  What potential side effects are 
important to consider before pre-
scribing a psoriasis regimen for 
patients with moderate-to-severe 
disease activity?

A:  We may not typically think of it 
as a side effect, but perhaps the 
most common, most important 
side effect to consider before pre-
scribing a regimen for patients 
with moderate-to-severe psoriasis 
is the potential suffering patients 
will endure if they do not [have] 
a good response to the drug.

With methotrexate, we had to 
worry about death, pancytopenia, 
cirrhosis, and pulmonary fibrosis, 
among others. With acitretin, 
we had to consider teratogenic-
ity, along with annoying xerotic 
side effects and hair loss. With 
cyclosporine, we had to consider 
permanent renal toxicities.  

Newer agents for psoriasis have 
none of those risks. We still need 
to consider potential effects to the 
immune system—particularly if 
patients have a history of chronic 
viral infection, such as hepatitis 
or HIV, or cancer, but the risks 
of infection are quite uncommon 
and probably much smaller than 
the almost guaranteed suffer-
ing if we do not give adequate 
treatment.
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pharmacological therapies are under 
development, ranging from develop-
mental stages to clinical trials. Some 
patients with psoriasis and PsA also 
have an interest in complementary and 
alternative therapies. These therapies 
focus more on preventative care and 
pain management and include diet, 
herbs and supplements, and mind/
body therapies.

When considering treatment op-
tions for psoriasis patients, clinicians 
should tailor treatment to the indi-
vidual patient, taking into account 
efficacy, side effects, availability, ease 

of administration, comorbidities, 
family history, and coexisting con-
ditions. Patient education is crucial 
to optimizing psoriasis treatment 
for all categories of disease sever-
ity. In addition to having a good 
physician–patient relationship to 
help improve treatment adherence, 
patients should be informed of the 
benefits and risks of their treatments 
and have significant input into their 
treatment plan.1

For a complete list of references, 
visit the First Report Managed Care 
Web site at http://bit.ly/1AMPHyc.
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