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Call to action
In 2014, the 194 Member States of the World Health Organization (WHO) voted
unanimously to approve the World Health Assembly Resolution on Psoriasis
(WHA67.9). In doing so, they recognized psoriatic disease as a serious noncommunicable disease (NCD) and committed to increasing their efforts to fight
the stigma and unnecessary exclusion suffered by people living with psoriatic
disease.
And yet, eight years later, improvement is still needed in numerous critical areas:
awareness about psoriatic disease, support, equality of access and effective
treatment.
This briefing book is part of a suite of actions from IFPA, the international
federation of psoriatic disease associations, to progress critical conversations
around the unmet needs of people living with and affected by psoriatic disease
in Europe. The briefing book presents an overview of the region’s individual and
societal burden of psoriatic disease. It offers evidence-based insights for thought
leaders to draw on when discussing future priorities and changing the agenda
for better care and support for Europeans living with psoriatic disease.
The Resolution on Psoriasis and the recent World Psoriasis Day 2021 United –
Now Act petition are key milestones on the journey towards improved health and
well-being for everyone living with psoriatic disease in Europe. We can make a
difference by taking each step together, united.

IFPA has faciliated the development of this briefing book.
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Foreword
It has been eight years since the Member States of the World Health
Organization recognized psoriatic disease as a serious non-communicable
disease and acknowledged that too many people needlessly suffer from it. At
the time, global health leaders called governments and stakeholders to action to
raise awareness, fight prejudice and exclusion and improve care. However, while
much has been achieved, too many people living with psoriatic disease continue
to face barriers that can be overcome.
In Europe, which has the highest prevalence of psoriatic disease globally, people
living with the disease should have affordable, equitable access to healthcare.
Psoriatic disease should not prevent someone from using public spaces or
facilities, having a successful career or experiencing rich and rewarding social
relations.
And yet, for many of the 6.4 million people living with psoriatic disease in Europe,
the condition is a burden that is often carried alone or by families buckling
under the financial pressure of additional healthcare costs and reduced earning
potential. Many people living with psoriatic disease face unnecessary physical
pain, disability or poor mental health because their condition was not diagnosed
correctly or in a timely manner. Many people with psoriatic disease experience
prejudice, stigma and exclusion because not enough has been done to create
awareness and education about the disease among the general population.
These are things we can change: we can raise awareness, we can give support
and we can ensure that everyone living with psoriatic disease in Europe has
access to effective, affordable treatment.
Now is the time for health leaders, governments, psoriatic associations, the
private sector and people living with psoriatic disease to join forces and address
the question of how this can be achieved.
Now is the time to properly consider how psoriatic disease affects mental health
and quality of life. Now is the time to improve access to care for everyone
with the disease. Now is the time to invest in a capable and adequate health
workforce. Now is the time to consider how digital technology can support these
goals. And now is the time to put people at the centre of the conversation about
psoriatic disease.
Now is the time to speak up for people with psoriatic disease.

Psoriatic disease
affects millions of
people in Europe.
Europe has the
highest prevalence
of psoriatic disease
globally, with an
estimated 6.4 million
people living with
psoriasis.
Psoriatic disease
significantly impacts
many aspects of
an individual’s life,
including their
physical, emotional,
social, and economic
well-being.
Psoriatic disease is
associated with a
substantial economic
burden for individuals,
healthcare systems
and society.
Many people living
with psoriatic disease
often experience
unmet medical
needs, including
being untreated or
undertreated.
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Introduction

Psoriatic disease
explained
What is psoriatic disease?
About one-third of people
with psoriasis will develop
psoriatic arthritis4

The term psoriatic disease covers
all types of psoriasis and psoriatic
arthritis. It is a systemic condition that
affects the entire body, but the effects
can be seen most notably on the skin
and/or joints.
Psoriatic disease is:
Chronic: Psoriatic disease cannot
be cured, and the disease can
periodically relapse.
Noncommunicable: Psoriatic disease
is not contagious.
Painful: Chronic inflammation leads to
pain, especially joint and back pain.
Disfiguring: Psoriatic disease can
cause permanent disfigurement,
especially in its severe forms.

What causes it?
The causes of psoriatic
disease are not known,
but researchers
believe that genetic
and environmental
factors play a role in
the development of
the disease.2 Common
triggers for the initial
onset of the disease
and subsequent flareups include stress, skin
trauma (cuts, scrapes or
tattoos), dry skin, certain
medications, climate,
alcohol consumption,
smoking or infections.
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Disabling: Chronic joint inflammation
can lead to permanent disability if left
untreated or treated inadequately.
Inflammatory: Psoriatic disease is an
immune-mediated disease. Abnormal
activity of the immune cells results in
an extreme inflammatory response
affecting healthy body tissue. Chronic
inflammation can cause damage to
multiple body sites.

Not all cases of psoriatic disease
look the same and there are many
manifestations, including:
Plaque psoriasis is the most common
form of the skin manifestation of
psoriatic disease. It is characterized
by inflamed and flaky plaques on the
skin.
Guttate psoriasis, which typically
presents as small round spots that are
raised and sometimes scaly. About 8%
of people living with psoriasis develop
guttate psoriasis.
Inverse psoriasis, which typically
presents where the skin folds. Up to
30% of people living with psoriasis
develop inverse psoriasis.
Pustular psoriasis, which typically
presents as an acute, subacute or
chronic pustular eruption and affects
about 3% of people living with
psoriasis. There are several different
types of pustular psoriasis.
Erythrodermic psoriasis, typically
cutaneous erythema and scale
involving most or all of the body
surface area, which is life-threatening
and affects approximately 2% of
people living with psoriasis.
Psoriatic arthritis affects about onethird of people with psoriasis1, but it
is possible to have psoriatic arthritis
without psoriasis.

How does it affect a person?
Psoriatic disease has many consequences, including:

Physical

Many people find it challenging to live with the symptoms
of psoriatic disease, which can include chronic pain,
itching, burning and fatigue. The comorbidities (additional
conditions an individual might have in addition to a primary
condition) of psoriatic disease also significantly impact
health and well-being. Finding the best treatment regime
for each individual can be a long and complicated process.

Emotional

The stigma and prejudice often
experienced by people living with
psoriatic disease inflict a heavy
emotional toll. Depression and anxiety
are prevalent among people living with
the disease.

Social

Living with psoriatic disease can have a significant
impact on relationships with family, friends,
partners, co-workers or fellow students. Many
people with psoriatic disease report feeling
unsupported. Persistent myths about psoriatic
disease include the untrue notions that people
with the disease are ‘unclean’, that they ‘caused
their psoriasis’ or that the disease is contagious.

Economic

There are substantial costs associated with psoriatic
disease. The medication can be costly or not
covered by insurance providers. Absenteeism and
presenteeism are higher in people with psoriatic
disease compared with the general population. The
presence of comorbidities increases the costs. All of
this may contribute to economic challenges.

How is it
diagnosed?
There are no specific
diagnostic tests for
psoriatic disease. A
diagnosis is usually made
based on a physical
exam, imaging (x-rays and
MRIs) and blood tests to
rule out the possibility of
conditions that present in
similar ways.

How is it treated?
Psoriatic disease is
treated with topical
medication, non-steroidal
anti-inflammatory drugs,
light therapy, diseasemodifying anti-rheumatic
drugs and biologics.
If psoriatic disease –
particularly psoriatic
arthritis – is not treated
effectively early on, it
can result in structural
damage.3
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“When you become
a father for the first
time, you’ve planned
a life where you’d be
this sporty, active
dad.
Suddenly, I was back
on crutches, crying
doing nappy changes
because my knees
were so sore.”

Joel Nelson, UK

Living with psoriatic disease
I’m Joel Nelson, an IFPA psoriatic disease
ambassador based in Norwich, UK. My
story with psoriatic disease started at quite
a young age. I was diagnosed around 12,
and although I had symptoms around 10,
the signs of some psoriatic element were
always there. Fast forward until I was in
my mid-20s, and then I had my first real
psoriasis outbreak, and it came out of
nowhere. The trigger was probably stress,
as it is for many people.
At such a young age, it became the norm
that there were periods where I was in
wheelchairs, periods where I was on
crutches and periods where I was okay.
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The big change came in 2019 after a period
of remission – we decided to start a family
with the consultation of my doctors. My
treatment was changed when my little boy
arrived, and that caused an almighty flare.
The flare lasted for about a year and a
half non-stop. I was left in permanent pain,
which was quite hard to process. When
you become a father for the first time,
you’ve planned a life where you’d be this
sporty, active dad. Suddenly, I was back
on crutches, crying doing nappy changes
because my knees were so sore on the
floor or having to learn to carry him up and
down the stairs on my backside.

Burden

Psoriatic disease
affects millions of
people in Europe
Psoriatic disease affects millions of
people worldwide. Until recently,
it was believed that more than
125 million people were living
with psoriasis, but that was an
extrapolation of 2% of the global
population. Subsequent studies have
shown that the prevalence is lower.
The Global Psoriasis Atlas, the leading
epidemiological resource on psoriasis
globally, estimates that approximately
60 million people live with psoriasis
worldwide.4 Large systematic reviews
have shown that the prevalence of
psoriasis varies from less than 0.1%

in some countries to maybe 4 or 5%
in Northern Europe.4 Europe has
the highest prevalence of psoriatic
disease globally, with an estimated 6.4
million people living with psoriasis in
the region.4-6

~ 6.4m
people

are estimated to be
living with psoriatic
disease in Europe.4

However, considerable geographical
gaps exist regarding prevalence
data for psoriasis.4 These gaps grow
larger when those living with psoriatic
arthritis are considered – only one
in five countries has epidemiological
data on psoriatic disease.4

Percentage of adults estimated to be living with psoriasis in countries
across Europe4

1.83%
1.92%
0.86%
1.92%
0.86%
0.59%
1.92%
1.83%
1.83%
1.72%
1.92%
1.83%
2.26%
0.59%
1.92%
1.94%
0.86%
2.20%

Albania
Andorra
Armenia
Austria
Azerbaijan
Belarus
Belgium
Bosnia and
Herzegovina
Bulgaria
Croatia
Cyprus
Czech Republic
Denmark
Estonia
Finland
France
Georgia
Germany

0–≤ 1.0%

1– ≤ 1.5%

1.92%
1.83%
1.92%
1.92%
2.28%
2.00%
0.86%
0.86%
0.59%
0.59%
1.92%
1.92%
–
1.83%
1.81%
1.83%
2.36%
2.06%
1.56%

Greece
Hungary
Iceland
Ireland
Israel
Italy
Kazakhstan
Kyrgyzstan
Latvia
Lithuania
Luxembourg
Malta
Monaco
Montenegro
Netherlands
North Macedonia
Norway
Poland
Portugal

1.5–≤ 2.0%

0.59%
2.24%
0.51%
–
1.83%
1.83%
1.86%
1.40%
2.10%
0.11%
0.86%
0.62%
0.86%
1.92%
0.59%
0.86%

Republic of Moldova
Romania
Russian Federation
San Marino
Serbia
Slovakia
Slovenia
Spain
Sweden
Switzerland
Tajikistan
Turkey
Turkmenistan
United Kingdom
Ukraine
Uzbekistan

≥ 2.0%
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Higher
prevalence
rates have
been reported
in countries
at higher
latitudes, such
as Northern
Europe

Psoriatic disease is associated with multiple other
conditions
In medicine, the term ‘comorbidity’ describes any additional conditions an
individual might have in addition to a primary condition. Psoriatic disease is
associated with numerous comorbid conditions, including several NCDs. These
conditions – on their own and with psoriatic disease – harm an individual’s health
and well-being and drive up healthcare costs.

Cancers
People living with psoriasis have
an elevated risk of developing a
number of site-specific cancers. This
risk increases with the severity of
the psoriasis.7
Cardiovascular disease
Studies have shown that
people with psoriatic disease
have an increased risk of
cardiovascular disease,
including stroke and heart
attack.8–12 This risk increases
with the severity of the disease,
meaning the extent of the body
surface area covered in skin
lesions and the years that the
individual has lived with the
disease.

Type 2 diabetes
Psoriatic disease is an independent
risk factor for type 2 diabetes, and
the risk increases with the severity
of the disease.13,14 People with
psoriatic disease have a significantly
higher risk of type 2 diabetes than
the general population.13

Mental health, anxiety
and depression
While not everyone with
psoriatic disease gets
depressed, there is a
higher-than-average
frequency of depression
among people with
psoriatic disease.16-19
Kidney disease
Studies have shown
that moderate-to-severe
psoriasis is associated
with an increased risk of
chronic kidney disease.15
Obesity
The odds of psoriatic
disease increase
with increase in body
weight.20,21 Obesity
was determined
in some studies to
be a key factor in
the transition from
psoriasis to psoriatic
arthritis.22,23

Why understanding prevalence matters
Geographical differences in the prevalence of psoriatic disease could be due to climate,
genetic background or immune system exposure to a toxin or foreign substance (antigen)
caused by a pathogen or an environmental factor.24 Higher prevalence rates have been
reported in regions at higher latitudes, such as Northern Europe. In contrast, lower rates have
been observed in African and Asian countries closer to the equator.24
Understanding the epidemiology of psoriatic disease, including its causes, distribution pattern
and impact, can help shape policy approaches, thereby ensuring appropriate prioritization
and allocation of healthcare resources.
Did you know? Climate treatment is among the treatment options for people with moderate
to severe psoriasis. For someone living with psoriasis in a cold, dark Nordic country, a stay in
a place with natural sunlight and access to salty ocean water might be just what the doctor
ordered.25
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Ingvar, Iceland

Living with psoriatic disease
I was 24 years old when I found out that I had
psoriasis. It didn’t affect me much because it
was in such a small area and was just annoying.
However, it escalated soon after that. It affected
my personal and professional life as one must
adapt according to the severity of psoriasis.
People at my workplace kept looking at me, and
I withdrew. However, I asked myself why I should
feel bad because I have psoriasis. I then started
approaching people and asking them if they had
any questions. I stopped swimming because I was
fed up with the way people looked at me and I
didn’t feel comfortable.
In Iceland, you generally are diagnosed quickly,
and access to care is good. Your network is always
your best guide. My advice to others is to try and
surround yourself with people that can give you
support and always be positive.

“With psoriasis, you’ll have
moments in your life where
you feel depressed and low
on energy and stamina.
Surround yourself with
friends… and always be
positive.”

Patricia, France

Physical and emotional impact
My name is Patricia, I come from France and I’m
60 years old. I was diagnosed with psoriasis when
I was 16. My psoriasis covered all of my body.
I’d never heard of that word before until I was
diagnosed with the disease. I was a teenager, so
it’s always tough to talk about, even today, but the
condition ruined my life. I wasn’t able to wear what
I wanted, I wasn’t able to go to the beach and I
spent most of my time hidden.

“Psoriasis ruined my life,
I couldn’t wear want I
wanted and I spent most
of my time hidden… I was
so devastated….”

At the airport, I was waiting for my flight and I
was stigmatized in front of everyone. I was so
devastated and wanted to run away. I was saved
when I went to the spa resort, and they organized
a meeting with the French Psoriasis Association.
I realized I wasn’t alone. They helped me so
much. Since then, I don’t feel alone and I try to
help explain to everyone that psoriasis is not
contagious and that treatments exist. I’ve devoted
my life to my organization. Despite the awareness
campaigns, millions of French people still don’t
know what psoriasis is.
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Impact

Every aspect of a
person’s life
A flare-up of psoriatic disease can
mean that it is too painful to wear
shoes. Or carry a child. Or leave home.
Or even sleep. Psoriatic disease does
not just affect skin or joints. It can
leave a mark on every aspect of a
person’s life and significantly impact
their physical, emotional, social and
economic well-being.26,27
Pain and discomfort: Inflammation
can cause pain. Psoriasis plaques can
become dry, cracked and itchy28. Skin
pain and discomfort – and the related
sleep disturbance – are associated
with poorer health-related quality
of life.29 Stiff, swollen and painful
joints coupled with fatigue can be
among the most apparent signs and
symptoms of psoriatic arthritis.30
Depression and anxiety: Living
with psoriatic disease increases the
risk of depression31,32. The risk of
depressive symptoms grows with low
levels of perceived social support
and high levels of stigmatization.33
Recent evidence shows that systemic
inflammation increases the risk of
developing anxiety and depression.
Research in Poland revealed that 13%
of people with psoriasis had moderate
depressive symptoms.33 In France, a
study of people with psoriatic arthritis
found that 44% had anxiety and 29%
had depression.34
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Stigma and social isolation: A notable
proportion of people living with
psoriasis in Europe have experienced
discrimination due to stigma around
the disease.35 Stigma is fuelled by
persistent myths that the disease is
contagious, ‘unclean’ or the fault of
the person living with the disease.36
A survey of public perceptions in
Germany found that 69% of people
find psoriasis disgusting and 59% do
not want to touch those who have
the disease.37 Not surprisingly, many
people with psoriatic disease report
feeling unsupported.36,38
Economic hardship: Living with
psoriatic disease can affect a person’s
ability to work and their employment
prospects. Absenteeism, which can
affect earning potential, is higher in
people with psoriatic disease than in
the general population.4 In addition
to the possibility of reduced income,
people with psoriatic disease often
have significant costs related to
medication (expensive or not covered
by insurance), doctors’ appointments
and hospitalization. The presence of
comorbidities increases these costs.36

69%

of people find
psoriasis disgusting37

59%

of people do not want
to touch people who
have psoriasis37

The risk of
depressive
symptoms
grows with
low levels of
perceived social
support and
high levels of
stigmatization.33

Stigma and discrimination are rife across Europe
The 2018 Clear about Psoriasis survey shows that a high
percentage of people living with psoriatic disease in
Europe have experienced discrimination or humiliation:32

94% Finland
91% Czech Republic
89% Norway
87% Austria
86% Hungary
84% Belgium
84% Bulgaria
84% Israel
84% Italy
84% Switzerland

84% Turkey
82% Germany
81% France
79% Portugal
79% Sweden
78% Ireland
78% UK
76% Netherlands
71% Romania

Uncovering people’s perceptions
In 2014, as part of the Resolution on Psoriasis, the
WHO requested that Member States introduce public
measures to reduce stigmatization. Acting on the call,
the National Conference on Health Care in Psoriasis, in
collaboration with the regional German Psoriasis Networks
(PsoNet), launched an initiative to better understand the
stigmatization of people with psoriasis and other chronic
visible skin diseases.33

76%

of respondents agree that most people
feel sorry for people who have psoriasis.

70%

think that most people avoid people with skin diseases.

65%

believe that most people think psoriasis is contagious.
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34%

of women decided
to have a smaller
family (or no children)
because of their
condition

23%

of women felt worried
that their job was at
risk

57%

reported a moderate
or low level of support
from healthcare
professionals

Psoriatic disease in women
While everyone living with psoriatic disease is affected by the condition, the
impact and associated risk factors are not uniformly distributed. Women of
childbearing age are often disproportionately affected.39
A multinational survey across 11 European countries that evaluated women
between the ages of 18 and 45 revealed the following:40
Family planning. 34% of women decided to have a smaller family (or no children)
because of their condition; this was significantly higher among women with both
skin and joint symptoms of psoriatic disease than among those with only one of
the symptoms.
Psychological impact. Approximately one-third of women reported feeling
pessimistic about the future. When asked about a typical day living with their
condition, 78% said they experienced negative emotions. The majority of women
(97%) reported negative emotions during disease flares.
Career. Due to their diagnosis, approximately 23% of women felt worried that
their job was at risk, 21% felt discriminated against at work and 18% perceived
that they earned less than colleagues doing the same job. 21% of women
reported not having their desired career and stated that their condition was a
major limiting factor.
Patient support. More than half of all women (57%) reported a moderate or low
level of support from healthcare professionals (HCPs). The majority (55%) of
those who were pregnant or had given birth in the previous five years reported
a medium or low level of support from the HCPs managing their condition during
pregnancy.
Treatment. Women of childbearing age need effective treatment at all stages
of their lives, including pregnancy and breastfeeding. Many therapies are not
approved for use during pregnancy and breastfeeding.41
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Psoriatic disease impacts families
Living with psoriatic disease not only negatively impacts the individual, it also
affects the person’s family and their quality of life – even in the presence of mild
disease.42 In cases where the individual experiences more severe symptoms
and the knock-on effect causes their general well-being to deteriorate, family
members are likewise affected more acutely.43
Health and self-care. The impact on family health and self-care is widely
reported. Participants with children with psoriatic disease interviewed for a study
reported sleep disruption that resulted in fatigue, difficulty concentrating and
impaired ability to manage personal care.44
Emotional well-being. The family’s emotional well-being was the most affected
domain. Many families experience considerable stress directly related to their
loved one’s psoriasis, treatment, medical concerns and overall well-being,
and sadness and frustration over the disease. Most participants had feelings
of depression and anxiety that they considered directly related to their family
member’s condition.44
Family and social function. Finances were a concern, as was the time it took
to treat psoriasis and travel for appointments. Parents of children with psoriasis
said that the child’s condition had a substantial impact on relationships with
family and friends, including their significant other. Many parents felt the need to
raise awareness about their child’s disease. The burden on the family included
applying medications, using specific products, taking time away from their other
children and being unable to leave the child in the care of others.44

Many families
experience
considerable
stress directly
related to
their loved
one’s psoriatic
disease and its
treatment
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A heavy emotional toll
Underlying burdens of
psoriatic disease
In the UK:

69%

Living with a condition that is visible on the skin takes a heavy toll on a person’s
mental health as they struggle to cope with persistent feelings of poor selfimage, low self-esteem and reduced well-being.45 More than half of the people
(56%) diagnosed with psoriatic disease living in Portugal responding to a
survey said they deal with their disease daily.46 The psychological impact of
psoriatic disease, including feelings of stigmatization and depression, can also
substantially affect a person’s daily life.16

of people with
psoriasis are not able
to carry out work or
hobbies, with 37%
feeling humiliation.49

People living with psoriatic disease are frequently stigmatized and excluded from
everyday social environments, including schools, workplaces and swimming
pools. Stigmatization and other social difficulties may exacerbate negative
emotions, false and irrational thoughts, unfavourable self-perceptions (such
as reduced self-esteem and negative body image) and negative behavioural
patterns (excessive social avoidance, for example).47

97%

The perception of stigma leads to a higher risk for psychiatric comorbidities
such as anxiety and depression. Stigma should routinely be screened for in
dermatological care.48

of people with
psoriasis and psoriatic
arthritis are affected
emotionally, with 83%
stating it impacts their
family life.50

Emotional triggers and physical impact
There is growing recognition that psoriatic disease has significant psychological
ramifications. However, the relationship between psoriatic disease and emotional
well-being is complex and multifaceted.51 Treatment of psoriatic disease after its
initial onset may help relieve or resolve the symptoms of the disease. However,
the disease can return periodically and unpredictably.51 The very prospect of a
recurrence – called a flare – can cause stress and anxiety. For example, planning

Measuring the impact of psoriatic arthritis on people’s lives
When it comes to understanding a disease and the effectiveness of treatments for
managing it, the perspectives of the people living with it are indispensable. How do they
experience symptoms, health-related quality of life, treatments and their own health status?
The answers to these questions inform not only other patients and clinicians but also
policymakers.
Research partners from 12 European countries have developed a tool based on the
patient’s perspective that can be used to assess the impact of psoriatic arthritis on people’s
lives.26 The tool will help capture more complete data across several domains that may be
valuable in clinical practice and trial settings.
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vacations, weddings or even projects at work is difficult when faced with the
lingering and ever-present possibility of a flare.
The physical symptoms of the disease – such as joint pain and skin itch – are
both physically and emotionally stressful and can lead to sleep deprivation,
fatigue and adverse effects on mental health.51
Psoriatic disease negatively impacts a person’s quality of life – even more so
than other types of chronic disease. On average, higher psychological and
physical strain levels were identified in people with psoriatic disease than in
those with chronic diseases such as diabetes, rheumatism, heart disease or even
cancer.52

Psoriasis impacts people’s
wellbeing
10 key insights from the
World Psoriasis Happiness
Report 201853
Approximately 80,000
people with psoriasis took
part in a global survey
conducted by the Health
and Happiness Foundation
that explored different
aspects of living with the
disease. A total of 10 key
insights related to wellbeing emerged through an
analysis of the responses:
Psoriasis puts a cost on
society
Investing in happiness
for people living with
psoriasis can improve
millions of lives and save
societies billions of dollars
Unemployment
(especially when
permanent) is detrimental
to happiness
People living with
psoriasis often report
struggling with poor
mental health
People with unhealthy
lifestyles are unhappier
Good sleep is a strong
predictor of happiness
Loneliness is a risk factor
for people living with
psoriasis
Patient satisfaction is not
an indicator of happiness
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Substantial costs for individuals, healthcare systems
and society
The economic burden of psoriatic disease is hefty for individuals, healthcare
service providers and society.54,55 A person living with psoriatic disease incurs
higher healthcare costs than someone without the disease, and the costs
increase with the disease severity.56,57 Due to hospitalization and systemic
therapies, psoriatic disease is often regarded as a costly disease58.
Evidence from several European countries shows that the healthcare costs
associated with psoriasis are comparable with those of other costly conditions
such as pancreatic cancer, prostate cancer and asthma.59 However, there is a
significant shortage of studies about the cost of psoriasis in Europe, and much of
the available data are dated.
In Europe, estimates of the total annual cost per person vary from 1,079 euros
in Spain to 11,434 euros in Italy.60,61 This range can be attributed to differences in
healthcare systems, variability in the pricing of medication and inconsistency in
the methods used to ascertain costs.62
A study that examined the costs of psoriatic disease in five European countries
reported that the direct medical costs (medication, visits to healthcare
professionals and hospitalization costs) were the most significant component
of total expenditure (medical and non-medical) for both psoriasis and psoriatic
arthritis.56 In addition to the direct costs, psoriatic disease also drives indirect
costs in the form of lost productivity, lost working days and restricted activity
days.56

The total annual costs per patient associated
with managing and treating psoriasis and
psoriatic arthritis in five European countries*56
Germany, Span, France, Italy and the UK

Psoriatic
arthritis

Psoriasis

1,900 12,200 €

10,900 16,000 €

per person†

*The total annual cost per person includes both direct
costs (medical and non-medical) and indirect costs.56
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†

Originally reported in US dollars (2,077–13,132 dollars per person).
10,924–17,050 dollars per person.

‡

per person‡

Out-of-pocket treatment costs can be problematic for individuals
High healthcare costs can be unavoidable for many people living with psoriatic
disease.64 While there is no cure for psoriatic disease, ointments, creams,
moisturisers and other medications (sometimes in combination) can relieve the
symptoms. But this relief can come with a high price tag, especially for someone
with severe disease who pays 2.5 times as much.65
Although most countries in Europe offer universal health coverage, many people
still have to pay for various services out of their own pockets. In some countries,
specialists are accessed via private healthcare providers, where services tend
to be more expensive.46 As such, many people find the cost of treating psoriatic
disease unaffordable. Out-of-pocket payments can present a financial barrier to
access – which means that those who cannot afford it do not get the services they
need – or can result in financial hardship.
People with chronic conditions that require ongoing treatment and regular
interaction with the healthcare system can rapidly accumulate debt due to outof-pocket expenses. Studies have shown that the annual out-of-pocket expenses
for people with psoriasis in the European Union vary from 480,67 euros to 797,00
euros.65 This is mainly attributed to the use of dermatological products, including
over-the-counter and alternative therapies.65 For instance, more than 70% of
people with plaque psoriasis registered with a national healthcare provider in
Greece use a topical treatment. About 12.5% use the topical treatment together
with a drug. In both cases, the individual must bear 25% of the cost.66

Disease severity and
comorbidities are associated
with higher healthcare costs
Routine analysis of the German
health insurance database
showed that comorbidities
and disease severity drive
healthcare and other indirect
costs.63
Annual economic burden per
person, including indirect
costs:

Less severe disease:
1,000 – 6,000 euros

New treatment options may result in more efficient and cost-effective care
A systematic review of the costs associated with treating psoriatic disease found
that the costs increase with the treatment and management of more severe disease
cases and with the use of biologics.56 Biologics have been proven to provide reliable
disease control with relatively few side effects and have greatly improved the quality
of life of many people living with psoriatic disease.67 However, biologics can be
costly. The cost of these drugs is known to result in a high burden on healthcare
budgets, which limits access to these novel therapies.68
That said, biologic agents may promote more efficient management of severe
psoriasis and more consistent control of symptoms.65 A report from Germany noted
that despite the high cost, the use of biologics had reduced the need for inpatient
care, resulting in an overall reduction in costs per patient.63 While it is clear that
psoriatic disease carries a significant economic burden, further studies are required
to establish a more accurate understanding of the weight of this burden.69

Severe disease:
9,000 euros

Average cost:
per person:

5,543 euros
+ 2,400 euros

for comorbidities.

Financial barriers may impact care
Portugal:47
Most patients (62.9%) are scheduled for a follow-

consultations, of which half mentioned that this

up appointment with a specialist dermatology

difficulty was due to the limited resources of the

physician.

national health service, lack of specialists and

51.9% of the 564 people surveyed claimed to

difficulty in scheduling appointments.

attend a private hospital or private clinic for

31% indicated that economic challenges such as

follow-up appointments.

consultation costs and travel to appointments

25% said they had difficulties accessing

prevented them from accessing consultations.
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Management and care

Addressing unmet
medical needs
Poland: Only half
of all people with
psoriatic arthritis
are detected
Despite recent
improvements in
detection in Poland,
which is on a par with
other European countries,
it is estimated that
one in two psoriatic
arthritis cases remain
undiagnosed.76 In Europe,
estimates of undiagnosed
psoriatic arthritis among
people with psoriasis vary
between 10.9% and 29%.6

Denmark:
Improved
awareness equals
improved
diagnosis72
In Denmark, healthcare
professionals’ improved
awareness about
psoriatic arthritis has
markedly enhanced
diagnosis. A recent study
found that 21% of people
with psoriatic arthritis
received a diagnosis
within three months of
showing symptoms.
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Psoriatic disease is a complex,
multifactorial condition. A person’s
immune system becomes overactive
and affects normal tissues in the
body.70 Psoriatic disease can worsen
progressively, but its progression can
be slowed with early diagnosis and
treatment.
Because of the complexity of psoriatic
disease, appropriate management can
be demanding.59 People living with
psoriatic disease often experience
considerable unmet medical
needs. Many remain untreated or
undertreated.59 As such, there is a
need for an improved understanding of
the physical, psychological, social and
economic impact of the disease and
the barriers that people encounter in
seeking treatment and management.59
For people living with psoriatic
disease, accessing appropriate care
that is adequate and affordable can
be challenging. Barriers to optimal
care include insufficient knowledge
about psoriatic disease among nonspecialist healthcare professionals,
high treatment costs combined with
low reimbursement, and limited access
to healthcare.34,36,51
In the case of several other chronic
diseases, disease management
strategies – including educational
programmes and digital technologies
– have helped improve treatment
outcomes. However, these strategies
seem to be missing in the routine
management of people living with
psoriatic disease.35

Access to early diagnosis
and treatment
Early diagnosis of inflammatory
rheumatic diseases, such as psoriatic
arthritis, is essential to reduce the risk of
irreversible structural damage and the
deterioration of physical function and
to improve long-term health outcomes.7
However, not only bodily function is
at stake; undiagnosed or unmanaged
psoriatic disease can also have negative
psychosocial consequences.71 Delays in
treating psoriatic arthritis may negatively
impact mental health due to increased
functional limitations restricting mobility
coupled with discomfort and pain.72
Therefore, early diagnosis, routine
depression screening and suicidality
monitoring are crucial to reducing future
psychiatric morbidity and mortality in
people with psoriatic disease. A lack of
adequate screening tools can cause
diagnostic delays and underdiagnosis,
and this is exacerbated by weak referral
systems or long waiting times for
rheumatology specialists.73–75,36
For example, in the UK, estimates
indicate that 1.1 million people (or 1.7%
of the population) are diagnosed
with psoriasis.73 The percentage
grows to 2.78% when considering the
estimated number of self-reported and
undiagnosed cases.36

Key takeaway
To improve early diagnosis
and treatment, awareness
of the importance of early
detection and of the early
signs of the disease is vital.

Mental health, stigma and quality of life
Psoriatic disease significantly impacts quality of life, negatively affecting mental
health and relationships.77 The psychosocial burden of the disease is well
documented. In Europe, 12% of people living with psoriatic disease have been
diagnosed with or have shown signs of depression.78 Another study on the
prevalence of comorbid depression among people with psoriasis found rates
between 20% and 60%.24 High levels of stigmatization, low levels of perceived
social support, female gender and the length of time that a person has lived with
psoriatic disease have all been associated with the severity of the depression.47
Stigmatization, related to the fear of social rejection and deprivation of the
basic need for belonging, emerged in one research article as the most potent
predictor of depressive symptoms for people with psoriatic disease.47

Only
27%

of patients reported
that their healthcare
professional spoke
to them about their
mental health.53

The World Psoriasis Happiness Report found that 30% of people with psoriasis
are lonely, which is significantly higher than in the general population.53
Psychological, mental or emotional pain – expressed as negative feelings of
hurt, intense distress, emotional suffering, loneliness and shame, among others
– affect how a person feels, thinks and interacts with the world around them.53,79
Thus, recurrent poor mental well-being can lead to a vicious cycle. Halting
the cycle requires urgent recognition of the psychosocial and emotional load
individuals with psoriatic disease carry so that steps may be taken to address
issues as they arise.
In Europe, as in other regions, the psychosocial burden of psoriatic disease does
not get the level of care and attention it requires. Psoriatic disease treatment
guidelines do not address mental health concerns.53

Key takeaway
There are no validated instruments available to determine the
psychosocial burden of psoriatic disease.36 To improve psoriatic disease
care and the well-being of people living with it, ways to assess and
address mental health problems must be developed and implemented
in clinical practice.

Invest in mental health52
COVID-19 brought into sharp focus mental health and well-being for everybody. People
with chronic conditions, including psoriatic disease, were significantly affected by
disruptions in healthcare services.
Goals and targets set by the World Health Organization’s Comprehensive Mental Health
Action Plan 2013–2030 for the inclusion of mental health services in health programs for
NCDs and mental health training for primary care workers will improve psoriatic disease
care. Preventing and diagnosing mental conditions in people with psoriatic disease must
be a focus.
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Health workforce shortages
The availability of specialist care differs vastly
by country in Europe52
Ireland:

15

dermatologists*
Germany, France, Italy:

60-70

dermatologists*
Greece:

100

dermatologists*
* per 1 million inhabitants

Recognizing and managing comorbidities is essential for the holistic care of
psoriatic disease.80 People with psoriatic disease are generally treated by their
general practitioner (GP). If their symptoms are particularly severe or they do
not respond well to treatment, their GP may refer them to a dermatologist.
Although most dermatologists are familiar with the skin lesions, they may be less
accustomed to musculoskeletal manifestations of psoriatic disease. Furthermore,
they may lack the training necessary to provide psychological support for
patients.81 GPs and dermatologists should be aware of the signs and symptoms
of psoriatic disease and its comorbidities.
However, a lack of adequate training of GPs and other HCPs has resulted in low
awareness of psoriatic disease.36 This lack of awareness is compounded by the
short duration of medical consultations, making it difficult for HCPs to conduct
thorough clinical examinations.80-82 Even if symptoms are apparent, HCPs
who lack specific knowledge about psoriatic disease may not recognize the
seriousness of the condition.80
In any event, referral to a rheumatologist or specialist is necessary for an
accurate diagnosis of psoriatic disease or related comorbidity. Improving health
service coverage and realizing a high standard of care for people with psoriatic
disease depends on the availability, accessibility, acceptability and quality of
health workers.36 Without enough well-trained professionals, it is impossible
to provide high-quality and universally accessible health services to meet the
healthcare needs of people with psoriatic disease.
Even after a diagnosis of psoriatic disease, there are challenges associated
with treating the condition. Psoriatic disease is often undertreated, despite the
availability of effective therapies.83 Primary care providers lack knowledge or
experience in treating conditions visible on the skin.83 For instance, there is
inadequate education in medical schools in the UK and a lack of standardized
mandatory training for GPs84. On average, UK medical students receive no more
than six days of training in dermatology in undergraduate training, even though
one-quarter of GP appointments concern the skin.84 A more able primary care
workforce would reduce the pressure on secondary care.

Key takeaway
To improve the skills and capabilities of HCPs, education on psoriatic
disease and its comorbidities should be included in undergraduate
medical and nursing curricula and primary healthcare training.
Trained professionals will be empowered to increase early diagnoses
and coordinate specialist care.
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Digital transformation and telemedicine
Telemedicine and eHealth are increasingly being used by doctors and patients
in managing people with psoriatic disease.85 Modern technology is increasingly
supporting healthcare at a distance and improving the accessibility of specialist
consultations. Being a visually dependent specialism, dermatology is well suited
for remote consultation, and the demand for teledermatology as a tool for
monitoring and managing skin lesions is surging.86
The COVID-19 pandemic compounded existing difficulties regarding diagnosing
and managing psoriatic arthritis.87 The use of eHealth helped close this gap
in care by enabling faster, more targeted and more streamlined access to
rheumatological care for people with psoriatic disease.88 During the pandemic,
telemedicine and remote consultations were leveraged to protect patients and
healthcare workers from the risk of infection from COVID-19 by reducing the flow
of patients through healthcare facilities.89 However, there is no reason such an
approach should end with the pandemic. Integrating digital health technologies
into dermatological and rheumatological care could help empower people living
with psoriatic disease.90 Digital platforms already exist where people living with
psoriatic disease can check their own symptoms.91

Bridging the digital gap in telemedicine
While eHealth can improve access to care, this is not always the case. Some people might
not have the necessary digital skills or be comfortable using telemedicine. Furthermore,
potential barriers exist regarding the quality of the digital connection and the patient’s
ability to show their healthcare professional certain body parts via the camera.89
A study in Italy of people living with psoriasis found that almost half had a positive attitude

Across Europe, the
digital transformation
has been embraced.
A survey in the United
Kingdom found that:91

18%

thought that their
virtual consultation
was highly effective.

49%

felt that telemedicine
was as effective as an
in-clinic consultation.

48%

thought that virtual
consultation would
be beneficial postpandemic.

towards telemedicine. The study suggests that providing individuals with training related
to telecommunication technologies might increase their preference for this type of
consultation.55
In Germany, a disease management smartphone app was found to help achieve a longterm improvement in the mental health of people with psoriasis. However, this improvement
was only noted in cases where the app was not frequently used. Further studies regarding
the use of apps in dermatology are required.93
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The European Alliance of Associations for Rheumatology (EULAR) recently
published points to consider for developing, evaluating and implementing
mobile health applications. In doing so, it hoped to provide guidance on some
essential aspects of self-management for people living with rheumatic and
musculoskeletal diseases.87 Another project embracing digital technologies in
rheumatology is the Joint Pain Assessment Scoring Tool (JPAST). Funded by
the European Union, this tool combines eHealth with the analysis of validated
biomarkers.88,92

Key takeaway
Telemedicine and digital technologies for health (eHealth) provide
opportunities for greater healthcare access by dermatologists and
rheumatologists.
There are screening tools, assessments, guidelines and resources that
can be applied to incorporate digital technologies into clinical care
and optimised for people with psoriatic disease. Telemedicine can also
contribute to training and education for patients and their providers.

Prof Dr. Peter van de Kerkhof
Dermatologist, The Netherlands

Awareness is critical to improving care and outcomes for
people with psoriatic disease
Awareness of the
importance of early
diagnosis. Psoriatic disease is a

chronic disease that can impact the
whole body. It is also associated
with many comorbidities, like
cardiovascular disease. It can lead
to a shorter life expectancy of up to five years in people
with moderate to severe forms of the disease. This is
why early diagnosis is so important. Early diagnosis is
essential for the biology and physiology of the disease
and can make it easier to treat comorbidities.

What can be done? General practitioners need
to be better at recognizing psoriasis and referring to
specialists. Dermatologists need to be more aware of
psoriatic arthritis and identify it earlier.
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Awareness that psoriatic disease is beyond
skin. Many people with psoriatic disease are treated

with topical ointments and creams, and the start of
systemic therapies is often postponed too long. The
challenge is that dermatologists are, by origin, skin
doctors and are inclined to adhere as long as possible
to topical treatments and phototherapy compared with
internal medicine specialists.

What can be done? We need to improve
awareness among healthcare professionals and
patients about different therapies, their profiles, and
their advantages. For example, doctors and patients
are often concerned about the side-effect profiles of
some systemic therapies, but these can be managed.
Cost is also a concern, but this should be considered in
relation to the cost of managing comorbidities.

It’s time to act

Better health and well-being
for people with psoriatic
disease in Europe
It is possible. Improved health outcomes and a better quality of life for everyone living with
psoriatic disease are attainable. But first, we need to recognize that many people living with
the disease have unmet needs. Then, we must ensure that the right policies are in place
to bring about change and that the healthcare systems (and the professionals within those
systems) have the knowledge, skills and resources to deliver on those policies.

Now is the time to recognize, prioritize
and invest in psoriatic disease as a serious chronic NCD

Now is the time to ensure the right
treatment at the right time with the
right resources

Eight years have passed since the commitments made
under the 2014 WHA Resolution on Psoriasis. Yet people
with psoriatic disease continue to face stigma and
discrimination and have many unmet needs – including
inadequate access to medicines, early diagnosis and
proper care.

People living with psoriatic disease and its associated
comorbidities need lifelong access to comprehensive,
multidisciplinary care. To make this possible, it is vital
that we invest in a secure and sufficient, equitably
distributed, adequately supported and well-performing
health workforce. Such a workforce would be capable
of supporting health goals and targets set by national
governments and the international community.

Now is the time to realise the recommendations made
under the 2014 WHA Resolution on Psoriasis.

Now is the time to develop policies that
support people with psoriatic disease
People living with psoriatic disease in Europe continue
to encounter many barriers to management and care,
including a lack of diagnostic tools, low levels of knowledge
about psoriatic disease among healthcare professionals,
high treatment costs and limited access to healthcare.
Now is the time to develop supportive policies that can
help address many of these barriers and ensure that people
living with psoriatic disease have the care necessary to
manage their disease, prevent disability or joint damage,
clear skin symptoms, improve quality of life, and ensure
mental and physical well-being.

Now is the time to invest in affordable treatment options,
digital health solutions and an adequately skilled health
workforce to improve the quality of care for people living
with psoriatic disease.

Now is the time to put people living
with the disease at the centre of decision-making
A people-centred approach to healthcare – as outlined
by the WHO’s global strategy on people-centred and
integrated health services – will ensure that people living
with psoriatic disease receive the treatment they need for
improved health and better quality of life.
Now is the time to engage meaningfully with the
organizations representing people living with psoriatic
disease. Now is the time for people living with psoriatic
disease to play a role in shaping the health policies that
affect them.
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Our vision
Founded in 1971, IFPA is the international federation of
psoriatic disease associations. IFPA’s members represent
more than 60 million people living with psoriatic disease.
IFPA is the only global organization representing and
uniting all people living with psoriatic disease – regardless
of where they live, the type of psoriatic disease they have
or how it impacts their lives.

Vision
A future where all people living with psoriatic
disease enjoy good health and wellbeing, free
from stigma and preventable disability and
comorbidities.
Mission
Unite, strengthen and lead the global psoriatic
disease community to improve the lives of all
people affected by psoriatic disease.

Our members in Europe
REGIONAL: The European Psoriasis Organisation
BELGIUM WALLONIA: GIPSO asbl / Groupe d’Aide à
l’Information et à la Recherche sur le Psoriasis, asbl (Support
Group for Research and Information on Psoriasis)
BELGIUM FLANDERS: Psoriasis Liga Vlaanderen vzw
(Flemish Psoriasis Association)
BULGARIA: Асоциация на хората с псориазис и
псориатични усложнения (Association of people suffering
from psoriasis and psoriatic disorders)
CROATIA: Društvo psorijatičara Hrvatske (Croatian Psoriasis
Association)
CZECH REPUBLIC: SPAE / Spolek psoriatiků a atopických
ekzematiků (Psoriatic and Atopic Eczema Association Czech
Republic)
DENMARK: Psoriasisforeningen (Danish Psoriasis
Association)
ESTONIA: EPsoL- Eesti Psoriaasiliit (Estonian Psoriasis
Union)
FINLAND: Psoriasisliitto – Psoriasisförbundet ry (The Finnish
Psoriasis Association)
FRANCE: Association France Psoriasis
GEORGIA: PSO Georgia
GEORGIA - GAPP: GAPP (Georgian Association of Psoriasis
Patients
GERMANY: Deutscher Psoriasis Bund e.V.
GREECE: Epidermia
ICELAND: Samtök Psoriasis og Exemsjúklinga / SPOEX
(Psoriasis and Eczema Association)
IRELAND: Irish Skin Foundation
ISRAEL: Israel Psoriasis Association
ITALY: APIAFCO Associazione Psoriasici Italiani Amici della
Fondazione Corazza
MONTENEGRO: Association for helping people with
rheumatic diseases Montenegro
NORWAY: PEF, Psoriasis- og eksemforbundet (The Psoriasis
and Eczema Association of Norway)
THE NETHERLANDS: Psoriasispatiënten Nederland
PORTUGAL: PSOPortugal - Associação Portuguesa da
Psoríase
RUSSIA: Interregional Charitable Public Organization "Skin
and Allergic Diseases"
SERBIA: Udruzenje Pacijenti Protiv Psorijaze (Association of
Patients Against Psoriasis)
SLOVAKIA: Spolocnost Psoriatikov a Atopikov SR (Slovak
Psoriatics and Atopics Eczema Association)
SLOVENIA: Drustvo Psoriatikov Slovenije (Psoriasis
Association of Slovenia)
SPAIN: Acción Psoriasis (Psoriasis Action)
SWEDEN: Psoriasisförbundet (The Swedish Psoriasis
Association)
SWITZERLAND: Schweizerische Psoriasis und Vitiligo
Gesellschaft / SPVG (Swiss Psoriasis and Vitiligo
Organisation)

National member organizations in Europe
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TURKEY: Türkiye Sedef Hastalan Dayanisma Dernegi
(Psoriasis patients solidarity association)

Contributors and
editorial board
Anette Meyer, Patient representative,
German Psoriasis Association,
Germany
Anette Meyer is a patient
representative from the German
Psoriasis Association (DPB). At the
office in Hamburg, she is responsible
for public relations, editing the DPB
member magazine PSO Magazin and
the information brochures on psoriatic
disease. She has psoriasis herself.
She finds it very exciting to prepare
complicated medical issues in terms of
language and content so that they can
be easily understood by patients, their
relatives, and other interested people.
Anette's mission is to raise public
awareness of psoriatic disease.
Hannele Kirveskoski, Advocacy
Specialist, Finland
Hannele Kirveskoski is an advocacy
expert responsible for monitoring
the interests of people with psoriatic
disease, for example, by giving
statements and meeting with decisionmakers. She is also involved in
organizational planning by supporting
psoriasis associations and their
volunteers in the region of Southwest
Finland.
Hannele has a Master's Degree in
political sciences and has previously
been involved in student organizations
in advocacy and educational roles.
Jaime Melancia, President of
PSOPortugal, Portugal
Jaime Melancia is president of
PSOPortugal, the Portuguese
Association of Psoriasis. Jaime has
held this volunteer position since
2016 and advocates tirelessly for the
rights and causes of people living
with psoriatic disease. On behalf of

PSOPortugal, he is a member of the
governing bodies of the Portuguese
National Federation of Chronic
Diseases (FENDOC), Eupati-Portugal,
and Health in Dialogue Platform. He is
also a member of the Superior Council
of the National Health Convention.
Internationally, Jamie is a member of
the Board of Europso and Chair of its
Community Advisory Board. He is also
a member of the GlobalSkin-Europe
Advisory Committee.
Jamie has more than 30 years
of experience in the information
technology sector and a background
in telecommunications and electronics
engineering. Currently, he works
as a marketing manager in a
Portuguese company, implementing
videoconferencing solutions.
Previously he was a field engineer in
wireline services for the oil industry.
Tina Koukopoulou, Treasurer of
Epidermia, Greece
Tina Koukopoulou, is the treasurer of
the Panhellenic Association of Patients
with Psoriasis and Psoriatic Arthritis,
Epidermia. She is also a substitute
member of Europso and represents
Epidermia in IFPA. Tina has psoriasis
and psoriatic arthritis and knows
first-hand what it is like to live with
the condition. She has been actively
advocating for people living with
psoriatic disease since 2015. Tina is
also a Clinical Trial Ambassador.
Professionally, Tina works as a
Surveyor Engineer with a Ph.D. in
Cadastral Systems. She is currently
living and working in Thessaloniki,
Greece.
Paul Sutton, Director, Therapeutic
Area Strategies Lead, International

Government Affairs, AbbVie, Canada
Paul Sutton is the Therapeutic Area
Strategies Lead in the International
Government Affairs organization at
AbbVie. Paul has been with AbbVie
since 2014, ultimately leading
Government Affairs in the Canadian
affiliate prior to joining the Global
organization in 2020.
Before joining AbbVie, Paul worked
for many years in the Canadian policy
and advocacy response to HIV and
hepatitis C. Paul holds a Master's
Degree in English Literature from York
University in Toronto and a Master's
Degree in Communication Studies
from McGill University in Montreal.
Prof Dr. Peter CM van de Kerkhof,
Dermatologist, The Netherlands
Prof Dr. Peter CM van de Kerkhof
became a registered dermatologist in
1983. Between 1991 and 2018, he was
the chairman of the Department of
Dermatology of Radboud University.
Prof van de Kerkhof has worked on
understanding the pathogenesis of
psoriasis by studying the transition
between symptomless and clinically
involved skin. He has also been a
principal investigator in many clinical
trials and participated in international
collaborative groups to understand
treatment selection in daily practice.
He has published more than 800
papers in peer reviewed journals
and gives presentations abroad on
invitation.
Currently, he is a senior Professor of
Radboud University and Chief medical
officer of the International Psoriasis
Council (IPC). Prof van de Kerkhof
also provides consultancies for
pharmaceutical companies and gives
lectures and masterclasses abroad.
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