
Recent studies involving psoriasis
patients suggest that a majority of
patients are dissatisfied with older

psoriasis therapies, such as methotrexate,
cyclosporine, acitretin, and PUVA.1 At
the same time, a general survey of Amer-
ican consumers shows that a majority (70
percent) of individuals, influenced by
recent voluntary and FDA-mandated
drug withdrawals, would rather use a
drug with 10 or more years history than a
newer agent—even if the out-of-pocket
costs of both therapies were equal.2

Together, these two recent findings high-
light key concerns for patients with psori-
asis and the dermatologists who treat
them: benefits, safety, and costs.

In the clinical setting, dermatologists
can use these three key considerations to
help guide therapeutic decisions for their
psoriasis patients, says Stephen E.
Wolverton, MD, Professor of Clinical
Dermatology at Indiana University
Department of Dermatology. Though
the research landscape continues to
change as studies progress and promising
therapies emerge, clinicians have at their
disposal the basic facts necessary to pur-
sue therapies likely to yield the greatest
effect with the least risk for each individ-
ual patient.  

Biologic Agents
When it comes to the issue of safety
alone, “for the most part, the new bio-
logic agents have an edge—a pretty sig-
nificant edge,” Dr. Wolverton says. Aside
from specific contraindications, there are
few incidences of side effects associated

with the anti-TNF agents and T-cell
mediators. However, there are some
recurring concerns.

The question of lymphoma risk has
been “pretty comfortably answered,” Dr.
Wolverton says, noting that the biologics
do not seem to pose an increased risk to
psoriasis patients. There seems to be a
slightly elevated risk of lymphoma in
individuals with psoriasis, Dr. Wolverton
explains, but use of biologic agents does
not seem to further increase that risk.

With the use of TNF inhibitors, there
is a risk of reactivation of tuberculosis or
other similar infections. However, Dr.
Wolverton points out, such reactivation
has occurred more often in patients treat-
ed for rheumatologic complaints than in
dermatology. Finally, there is the risk that
any patient will develop neutralizing
antibodies to biologic agents, diminish-
ing the efficacy of the agent over time.
This is a known risk for any biologic
therapy regardless of the indication; there
have been no significant issues with anti-
bodies reported in psoriasis therapy. 

Calculated based on FDA-approved
dosing regimens, the cost of biologic
therapies can be staggering, reaching up
to $15,000-$20,000 per year. For a
patient with a 25 percent co-pay, Dr.
Wolverton points out, that amounts to
up to $5,000 in annual out-of-pocket
payments. Creative dosing regimens may
lower therapy costs, but so far few com-
prehensive studies have sought to uncov-
er effective alternative dosing regimens. 

Given the high costs of therapy, der-
matologists must weigh the potential

risks and benefits of initiating biologic
therapy. Though these agents have a safe-
ty advantage, Dr. Wolverton says, the
issue of efficacy is less clear. Table 1 com-
pares the efficacy of the approved and
not-yet approved biologic agents used in
psoriasis, based on the gold standard
PASI 75 measure. Together, the data sug-
gest that roughly two-thirds of patients
will not respond sufficiently well to bio-
logic therapy. 

Of note, infliximab (Remicade,
Centocor), which just earned FDA
approval for psoriatic arthritis “seems to
have staying power,” Dr. Wolverton says.
Patient response to therapy can be rapid
and significant, but the treatment can be
costly and cumbersome, Dr. Wolverton
observes. Adalimumab (Humira,
Abbott), under investigation for psoriatic
conditions, demonstrates potential to
provide long-term control of skin in-
volvement and demonstrates effectiveness
at potentially more cost-effective dosages. 

Oral Agents
Data suggest that 70 to 80 percent of
patients receiving methotrexate or
cyclosporine will achieve PASI 75. And
the costs of therapy are a fraction of
those for the biologics. Cyclosporine
therapy will cost about $5,000 to $8,000
annually, while methotrexate will cost
just $1,000 to $2,000 annually, Dr.
Wolverton estimates.

The greatest downside of systemic
agents is their higher risk profile com-
pared to the biologics. The three greatest
concerns related to cyclosporine therapy
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are elevated lipids, elevated blood pres-
sure, and nephrotoxicity. These are easy
to identify and monitor through routine
follow-up and laboratory tests, though
these will add to the annual cost of ther-
apy and require patient cooperation.

The risk of hepatotoxicity associated
with methotrexate may be “a little more
unsettling” for patients, Dr. Wolverton
notes. Blood tests may not reveal devel-
oping liver disease. All patients undergo-
ing therapy must agree to and comply
with periodic liver biopsies. Patients who
will not discontinue alcohol consump-
tion cannot take the drug. Finally, there
is the risk of drug-induced pancytopenia.
Folic acid supplementation has been
shown to protect against toxicity in
patients using methotrexate.

A final option among the oral agents
is acitretin. With an annual cost of thera-
py of up to or more than $10,000 at the
higher allowable doses, acitretin is nearer
to the biologics in terms of cost and effi-
cacy; however, the safety profile for
acitretin is more favorable than for
cyclosporine and methotrexate.

Other Considerations
Narrow-band UVB phototherapy con-
tinues to largely replace PUVA due to a
more favorable safety profile of the for-
mer over the latter. Phototherapy can
prove quite effective for appropriate

patients, though it can be costly and
requires a significant commitment on
the part of the patient. Dermatologists
should keep the option of light therapy
in mind for appropriate patients. 

Additionally, Dr. Wolverton acknowl-
edges the need to consider quality of life
and patient-specific concerns that will
influence therapy selection. Studies doc-
ument the significant impact of psoriasis
on quality of life, and some argue that

attempting a new therapy despite a lower
chance of success may be worthwhile for
certain patients depending on the impact
of their disease. While PASI 75 may be
the gold standard for clinical trials, indi-
viduals may be satisfied with less signifi-
cant improvement of previously recalci-
trant disease. 

In an ideal world physicians would
not have to weigh costs of therapy, but
with insurers consistently re-evaluating
the cost of therapy and the range of cov-
erage they provide, dermatologists must.
Further study may reveal effective alter-
native dosing or combination regimens
that capitalize on the strengths and
weaknesses of various agents. “We must
be good custodians of sorts,” Dr.
Wolverton says, making wise therapeutic
decisions on a patient-by-patient basis
with attention to the benefits, risks, and
overall costs of therapy. 
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New in Your Practice
All-around Improved. Remicade (infliximab) appears to provide long-term improvement of arthritis

and psoriasis symptoms, dactylitis, and enthesopathy for up to two years, Centocor announced at the
annual congress of the European League Against Rheumatism (EULAR). After 98 weeks of treatment 64
percent of patients (baseline PASI at least 2.5) achieved PASI 75; 62 percent sustained at least ACR 20.
New data also show significant improvement in physical and mental QoL measures in Remicade-treated pso-
riatic arthritis patients.

Six Point Victory. Humira (adalimumab, Abbott) also appears to improve QoL in moderate to severe
psoriatic arthritis, according to ADEPT data presented at EULAR’s annual congress. Treated patients expe-

rienced a 6.1 point improvement in the Dermatology Life Quality Index versus 0.7 points for placebo. 

Off to Work We Go. As few as 12 weeks of treatment with Enbrel (etanercept, Amgen/Wyeth)
appears to minimize caregiver burden and absenteeism for psoriatic arthritis patients, according to a

study recently presented at the Academy of Managed Care Pharmacy’s annual meeting. The mean number
of sick days per month decreased from 0.80 at baseline to 0.58 at week 12.

Comparison Shopping. Soriatane (acitretin, Connetics) 25mg once a day plus UVB therapy appears
to be one of the more cost-effective psoriasis treatments, according to a study in last month’s Drug

Benefit Trends. The study’s systematic literature review revealed that Soriatane/UVB resulted in more than
80 percent improvement for psoriasis patients at 12 weeks, carrying an annual price tag of $4,149.
Comparable efficacy with the biologics cost an annual average of $24,000 to $45,000. 

Table 1. Biologics and PASI 75
The percentage of patients achieving 75 percent or greater improvement in PASI scores in
clinical trials*:

Alefacept (Amevive) 21%

Efalizumab (Raptiva) 34%

Etanercept (Enbrel) 

25mg twice weekly 34% 

50mg twice weekly 49%

Adalimumab (Humira)

40mg every other week 53%

40mg per week 80%

Infliximab (Remicade) 88%
* Boschert S. Psoriasis Biologics Show Different Efficacy Rates. Skin & Allergy News. 2005 March;36(3) 
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