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Abbreviations used:

BSA: body surface area
GP: genital psoriasis
hfPGA: Hands and Feet Physician Global

Assessment
IGA-scalp: Investigator Global Assessment - Scalp
IPC: International Psoriasis Council
PASI: Psoriasis Area and Severity Index
ppIGA: Palmoplantar Investigator Global

Assessment
ppPASI: Palmoplantar Psoriasis Psoriasis Area

Severity Index
ScPGA: Scalp Physician Global Assessment
sPGA-G: Static Physician Global Assessment -

Genitalia
T
he International Psoriasis Council (IPC)
psoriasis severity reclassification divides
patients with psoriasis into 2 distinct groups:

candidates for either topical treatment or systemic
therapy. Systemic therapy candidates meet 1 of 3
criteria: (1) disease involving high-impact sites (eg,
face, scalp, genital, palmoplantar, nails, intertrigi-
nous); (2) over 10% body surface area affected; or (3)
failure to respond to topical therapy.1 A wealth of
real-world evidence supports the IPC definition for
guiding treatment decisions. Data from the National
Psoriasis Foundation’s US patient survey highlight a
connection between high-impact site involvement
and significant quality of life deterioration, increased
risk of depression, and diminished social engage-
mentdeven in cases with body surface area (BSA)
\10%.2 This challenges the conventional severity
thresholds (Psoriasis Area Severity Index [PASI]$12,
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Table I. Clinical trials on small molecules and biologics for patients with psoriasis on high-impact sites
(psoriasiscouncil.org/disease-severity-tables/)

Study Drug and study population Results

IXORA-Q Ixekizumab in patients with moderate-to-
severe genital psoriasis

73% of patients on ixekizumab reached
sPGA-G 0 or 1 vs 8% of patients on
placebo at wk 16

DISCREET Apremilast in patients with moderate-to-
severe genital psoriasis

39.6% of patients on apremilast reached a
modified sPGA-G 0 or 1 and a reduction
$2 points of modified sPGA-G vs 19.5% of
patients on placebo at wk 16

G-PLUS Guselkumab in nonpustular palmolantar
psoriasis

35.9% of patients on guselkumab reached
ppPASI75 vs 28.2% of patients on placebo
at wk 16

REACH Adalimumab in patients with moderate to
chronic plaque psoriasis of hands and feet

31% of patients on adalimumab reached
hfPGA75 vs 4% of patients on placebo at
wk 16

GESTURE Secukinumab in palmoplantar psoriasis 33.3% of patients on secukinumab 300 mg
reached ppIGA 0/1 and a reduction of $2
points in ppIGA vs 22.1% of patients on
secukinumab 150 mg vs 1.5% of patients
on placebo at wk 16

IMMprint Risankizumab in patients with moderate-to-
severe plaque psoriasis with nonpustular
palmoplantar involvement

33.3% of patients on risankizumab 150 mg
reached ppIGA 0/1 and a reduction of $2
points in ppIGA vs 16.1% of patients on
placebo at wk 16

STYLE Apremilast in patients with moderate to
severe plaque psoriasis of the scalp

43% of patients on apremilast reached
ScPGA score 0 or 1 with $2-point
reduction from baseline vs 13.7% of
patients on placebo at wk 16

Secukinumab in patients
with scalp psoriasis

Secukinumab in patients with moderate to
severe scalp psoriasis

57% of patients on secukinumab reached
IGA-scalp score of 0 or 1 vs 6% of patients
on placebo at wk 12

PSORIATYK SCALP Deucravacitinib in patients with scalp
psoriasis

57.6% of patients reached sPGA 0 or 1 in vs
57.6% vs 5,3% on placebo at wk 24.

SPECTREM Guselkumab in patients with low BSA and
involvement of high-impact sites

74% of patients on guselkumab reached IGA
score of 0 or 1 vs 12% in the placebo
group at wk 16

GULLIVER Guselkumab in patients with facial (FP) and
genital psoriasis (GP)

83.3% of FP patients achieving a facial sPGA
score of 0 or 1 at wk 12; 76.5% of GP
patients achieving a facial sPGA score of
0 (clear) or 1 (almost clear) at wk 12

BSA, Body surface area; hfPGA, Global Assessment of Hands and/or Feet; IGA, Investigator Global Assessment; modified sPGA-G, Modified

Static Physician Global Assessment of Genitalia; ppIGA, Palmoplantar Investigator’s Global Assessment; ppPASI, Palmoplantar Psoriasis Area

and Severity Index; ScPGA, Scalp Physician Global Assessment; sPGA, Static Physician Global Assessment.
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whose disease burden is not fully reflected by these
metrics. The Understanding Psoriatic Disease
Leveraging Insight for Treatment (UPLIFT) survey,
spanning North America, Europe, and Japan, further
confirms the substantial quality of life impact when
high-impact sites are affected, even with minimal
BSA (#3%).3 Furthermore, data from the North
America-based CorEvitas psoriasis registry, which
includes only psoriasis patients initiating systemic
therapies, underscore a real-world adoption of the
IPC’s reclassification: nearly half of the enrolled
patients starting systemic treatment had BSA #10%,
accompanied by either high-impact site involvement
or prior failure to topical therapy.4 These data also
demonstrate that involvement of high-impact sites is
associated with increased pruritus, skin pain, fatigue,
and more significant limitations on daily activities.5

Consequently, numerous recent clinical trials,
guided by real-world evidence, have adopted inclu-
sion criteria aligned with the IPC’s reclassifica-
tiondlow BSA paired with topical treatment failure
and high-impact site involvement (Table I). Ideally,
this shift toward more pragmatic and clinically
relevant trial designs will become the standard in

http://psoriasiscouncil.org/disease-severity-tables/


Table II. National and regional guidelines
reflecting components of the IPC definition
(psoriasiscouncil.org/disease-severity-tables/)

Guideline year Guideline country

2011 (updated 2024) Germany
2012 (updated 2017) Europe (NICE)
2016 Spain
2017 Italy
2018 (updated 2022) Colombia
2019 France
2019 United States
2020 Brazil
2020 Chile
2020 Saudi Arabia
2020 United Kingdom
2021 (updated 2025) Europe (EDF)
2021 Mexico
2022 Thailand
2023 Denmark
2023 Korea
2023 Australia
2024 Finland
2024 Japan

EDF, European Dermatology Forum; IPC, International Psoriasis

Council; NICE, National Institute for Health and Care Excellence.
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future phase 3 studies of emerging psoriasis thera-
pies. Significantly, the IPC definition is reflected in an
increasing number of national dermatology associa-
tions and countries (Table II), as well as by the
International Federation of Psoriasis Associations
and the National Psoriasis Foundation. Its incorpo-
ration into national guidelines and treatment recom-
mendations reflects increasing global acceptance
and endorsement of the IPC framework.

Collectively, this trend not only drives the design
of clinical trials that more accurately reflect real-
world patient experiencesdespecially by including
those with low BSA and high-impact sitesdbut also
influences drug labeling and reimbursement pro-
cesses for systemic therapies. By prioritizing disease
impact over BSA, the IPC criteria help reshape
treatment management to align with real-world
practices. Finally, although the concept may benefit
from further clarification, topical treatment failure
should be determined at a time point that prevents
‘‘topical churn’’dthe prolonged, ineffective use of
multiple topicals that undermines good disease
control and patient quality of life.
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