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ABSTRACT

Introduction: Plaque psoriasis is a chronic skin
disease characterised by periods of remission
and relapse and associated with considerable
burden to patients and healthcare systems. For
most patients, standard-of-care is reactive
management (RM) with topical therapies, but,
more recently, the benefits of proactive man-
agement (PAM) have been recognised. This
study aimed to gain consensus on real-world use
and consumption in RM versus PAM regimens,
based on fixed-dose combination calcipotriol
and betamethasone dipropionate (Cal/BD)
foam which, following a recent update, is cur-
rently the only topical therapy for psoriasis with
a long-term maintenance regimen in its label.
Methods: The modified-Delphi approach was
used to gain insights and consensus on real-
world views, use and consumption in RM versus
PAM from a panel of dermatologists with
experience prescribing Cal/BD foam as PAM.

The panel included 16 dermatologists, 4 each
from France, Germany, Italy, and Spain, and
included two questionnaire rounds and a
meeting to obtain final consensus.
Results: The panel agreed that topicals are
burdensome to apply in clinical practice and
that poor patient adherence, particularly long-
term, is a barrier to effective psoriasis manage-
ment. The panel advised that, as they prescribe
a similar number of cans for RM and PAM over a
given period, consumption is not a key driver
influencing future decisions to prescribe PAM,
even in instances where prescribing differences
could be observed. Instead, the panel agreed
that patient- and disease-related factors better
determine patient suitability for PAM.
Conclusion: This modified-Delphi study con-
firms that prescription of RM or PAM, with Cal/
BD foam, is largely driven by patient-related
factors and patient involvement is key to opti-
mise outcomes. Real-world experiences cap-
tured in this study suggest that a PAM regimen
does not increase overall consumption, and
thus costs per patient for payers and prescribers,
in comparison to RM.
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Key Summary Points

Why carry out this study?

In October 2020, the European Medicines
Agency (EMA) label for topical calcipotriol
and betamethasone dipropionate (Cal/
BD) foam was updated to include a long-
term maintenance (LTM) treatment
regimen for patients with psoriasis who
respond favourably to the initial four-
week flare treatment (FT) regimen

A modified-Delphi panel was conducted to
explore dermatologists’ real-world
experiences with, and opinions on
consumption of, Cal/BD foam. Views on
FT [reactive management (RM)] and LTM
[proactive management (PAM)] were
explored to provide insights that can be
used to inform payer and prescriber
discussions regarding the potential impact
on consumption-related costs if a
dermatologist prescribes PAM rather than
RM

What was learned from the study?

In real-world clinical practice,
dermatologists considered that they
prescribe patients with mild-to-moderate
psoriasis a similar number of Cal/BD foam
cans for RM and PAM over a given period.
In instances where there could be a
difference (? or -) in consumption, it was
not considered to influence decisions to
prescribe RM or PAM

Treatment decisions in psoriasis, including
prescription of RM and PAM with Cal/BD
foam, are largely driven by patient-related
factors

These findings support the engagement of
patients in treatment decision-making
and highlight the importance of assessing
patient suitability for PAM in order to
improve adherence and optimise the
success of long-term treatment in psoriasis

INTRODUCTION

Plaque psoriasis is a chronic skin disease char-
acterised by fluctuating patterns of remission
and relapse [1]. Symptoms can include itching,
redness, flaking/scaling, pain, burning, bleeding
and fatigue, all of which are exacerbated during
relapse and with increasing disease severity [2].
Disease severity can be described using the Body
Surface Area (BSA) tool, measuring body surface
involvement, and the Physicians Global
Assessment (PGA) tool, measuring the severity
of psoriasis lesions on a 5- or 6-point scale [3–5].
Mild disease is defined as BSA\3% and a PGA
score of 2, while moderate disease is defined as
BSA 3–10% and a PGA score of 3 [3–5]. In Eur-
ope, plaque psoriasis affects approximately
1.7–7.9% of the population, whereby 19–65%
have mild-to-moderate disease [6, 7]. In addi-
tion to the high disease burden, psoriasis is
associated with substantial healthcare and
indirect costs [8–11]. In 2016, total costs ranged
from US$2077 to $13,132 per patient per year,
across France, Germany, Italy, Spain, and the
United Kingdom, with direct costs the largest
component of total expenditure [8]. Direct costs
are also the main driver of the higher costs
associated with increased disease severity [8].

For most patients with psoriasis, standard-of-
care is reactive management (RM) with topical
therapies, which is effective for the short-term
control of flares [1, 3]. However, patient adher-
ence to topical treatments is low (40–70%), due
to the need for regular application, corticos-
teroid-phobia, psychological burden of chronic
treatment, and topical fatigue [12, 13]. As such,
patients often experience relapses and a poor
quality of life [10, 14]. Patients who cannot
achieve symptomatic control with topicals, or
demonstrate continued poor adherence, can be
progressed to systemic treatments, including
ultraviolet phototherapy, biologics or tradi-
tional systemics [3]. However, these more
potent therapies are often not indicated for
mild disease, due to their associated tolerability
issues and increased indirect and direct costs,
driven in part by frequent monitoring and
testing [8, 15–17].
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As psoriasis is a burdensome, chronic disease,
the rationale and need for long-term control
over symptoms is well recognised [13]. Expert
consensus’ in Asia and Europe support long-
term topical maintenance regimens for the
control of disease and prevention of relapse;
however, there is limited guidance for their
long-term use and adherence remains a key
challenge [5, 13, 18, 19]. Moreover, although
recent literature has emphasised the need for
proactive management (PAM) of psoriasis (also
known as long-term maintenance [LTM] treat-
ment), few studies have investigated long-term
topical use and there is limited evidence
regarding real-world use and costs of PAM regi-
mens [20]. The PSO-LONG trial investigated the
efficacy and safety of the fixed-dose combina-
tion calcipotriol and betamethasone dipropi-
onate (Cal/BD) foam (Enstilar�, LEO Pharma) as
a PAM regimen [4]. Patients who responded well
to the initial 4-week flare treatment with once-
daily application (RM) were randomised to
receive PAM or placebo twice-weekly (including
4 weeks of once-daily rescue treatment with
Cal/BD foam) for up to 52 weeks [4]. Patients on
PAM had longer time to first relapse, more days
in remission, and fewer relapses [4]. In post hoc
analyses, these favourable efficacy outcomes
were most pertinent in patients with moderate
psoriasis [21]. These data support the use of
PAM regimens, which in the broader context of
psoriasis treatment, may be beneficial in
reducing or delaying the need for systemic
treatments. In October 2020, the European
Medicines Agency (EMA) label for Cal/BD foam
was updated to include an LTM regimen of
twice-weekly application on 2 non-consecutive
days to areas previously affected by psoriasis in
patients who respond favourably to flare treat-
ment, assuming no signs of relapse [22]. Fol-
lowing this update, Cal/BD foam is the first
topical therapy for psoriasis with LTM (PAM) in
its label [20].

Given its approval for both RM and PAM
regimens, Cal/BD foam was used as the basis for
our discussions, which aimed to gain consensus
from dermatologists regarding their experiences
prescribing RM versus PAM regimens.

METHODS

This study used the Delphi methodology,
whereby appropriate panellists complete a series
of questionnaires with controlled feedback in
order to reach consensus in an area where little
evidence is available [23, 24]. A modified-Delphi
technique was used with a consensus meeting
that allowed group discussion on topics where
agreement was not reached during the ques-
tionnaire rounds. The approach included two
questionnaire rounds and an online consensus
meeting and was conducted between October
2021 and March 2022 (Fig. 1).

The outputs of the first questionnaire
informed development of the second; in
instances where consensus was reached, the
relevant questions were omitted from the sec-
ond round. Where consensus was not reached,
questions were reiterated in the second round
alongside the median group responses. The
consensus meeting provided an opportunity to
discuss topics where consensus had not been
reached and additional relevant topics raised
during the meeting.

Fig. 1 Modified-Delphi study design overview
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Panellists

Dermatologists were recruited via a third-party
fieldwork agency using a screening question-
naire (see Table S1 in the supplementary mate-
rial) to ensure the panel were able to
appropriately contribute to discussions regard-
ing their use of PAM. Inclusion required der-
matologists to have the following experience:
practiced dermatology for[5 years; currently
be treating patients with mild-moderate plaque
psoriasis with Cal/BD foam as monotherapy
(and be a medium–high prescriber of Cal/BD
foam, defined as 31 to[50 patients every
3 months); treat[200 patients with mild-
moderate plaque psoriasis using topicals every
3 months; currently treating[5 patients with
PAM.

Sixteen dermatologists were recruited to
participate in the panel, including 4 dermatol-
ogists from each of France, Germany, Italy, and
Spain. All 16 completed the questionnaires, and
14/16 attended the consensus meeting (1 pan-
ellist from each of France and Spain was
unavailable).

Once recruited, panellists were issued a study
brief and definitions list (see Tables S2 and S3 in
the supplementary material) which outlined the
study rationale, aims and methods, their role
and responsibilities, and key concepts for con-
sideration throughout the study. Panellist
recruitment was conducted by a third-party
agency and each panel member was assigned a
unique identification number to maintain
anonymity throughout the study. All panellists
provided informed consent to participate in the
study and identifying information was not dis-
closed to the investigators or sponsor.

Panellist Experience and Patient Caseload

Panellist characteristics and patient caseloads
are detailed in Table 1 (market-specific details
are in Table S4). Panellists had approximately
380 patients with plaque psoriasis in 3 markets,
although in Spain panellists reported a caseload
of approximately 600. Approximately 40% of
panellists’ patients with plaque psoriasis had
moderate psoriasis, while 30% each had mild

and severe, across all markets. Panellists’ pre-
scribing patterns by psoriasis disease severity are
detailed in Table 2 (market-specific details are in
Table S5). For mild psoriasis, topical therapies
were usually prescribed, while for moderate
psoriasis, several classes were prescribed. Panel-
lists prescribing topical steroid monotherapy
suggested approximately half their patients
were receiving Cal/BD foam. Panellists reported
similar proportions of patients receiving Cal/BD
foam as RM and PAM treatment. This confirmed
that panellists had suitable experience to dis-
cuss real-world use and prescribing habits of RM
versus PAM regimens.

Table 1 Panellist characteristics and patient caseloads
across all markets

Panellist demographic Outcome

Treatment setting (%)

Hospital (public) 64

Hospital (private) 6

Office/consulting room (public) 14

Office/consulting room (private) 16

Other 1

Proportion of time spent in academic/teaching

duties (%)

Mean 12

Total patient caseload (n)

Mean 2261

Plaque psoriasis patient caseload (n)

Mean 382

Disease severity of plaque psoriasis patient

caseload (%)

Mild 33

Moderate 39

Severe 28

n number
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Data Collection

Both questionnaires were developed in Micro-
soft Word, programmed online using SoGoSur-
vey, and distributed via an email link.
Questions were related to panellist characteris-
tics, their patients’ disease characteristics, fac-
tors impacting prescribing decisions,
advantages/disadvantages of Cal/BD foam,
experiences with RM and PAM regimens, and
opinions on consumption patterns based on
experience in clinical practice (see Tables S6 and
S7 in the supplementary material for the
questionnaires).

Open questions were used to gain qualitative
insights regarding their views, experiences and
use of the foam formulation. Closed questions
were used to confirm areas of agreement and to
identify topics close to agreement or considered

unlikely to reach agreement. If two or more
panellists reported a new topic in the first round
which had not previously been considered, it
was incorporated into the second round to
understand whether all panellists deemed it
important. Panellists were able to change their
answers in the second round.

The first and second questionnaires included
38 and 23 questions, respectively, and took
approximately 45 min to complete. Reminders
were sent to panellists 48 and 24 h ahead of the
completion deadline.

The consensus meeting was held on March
23, 2022, and lasted approximately 2 h. This
meeting allowed discussion of responses from
the surveys and further opportunity to reach
group consensus, with the discussion focussing
on positive and negative experiences with
topicals, and prescribing decisions and con-
sumption of RM versus PAM. The sponsor was
not present in the consensus meeting and did
not influence discussions or outcomes of the
final consensus. The investigator remained
blinded to the identities of the panellists.

Data Analysis

The definition of consensus used in the study
was: C 80% of panellists rated their ‘‘disagree-
ment’’ between 1 and 3 or their ‘‘agreement’’
between 7 and 9 (on a 9-point scale). A thresh-
old of C 80% was considered suitable for con-
sensus where small sample sizes are used [25].
Whenever no panellist voiced an objection in
the consensus meeting, consensus in agreement
was established.

Responses to the questionnaires were anal-
ysed using the consensus definition and state-
ments that reached consensus were excluded
from the subsequent stage(s). For questions
with multiple answer options, only options
where consensus was not reached were explored
in the subsequent stage(s). For open-ended
questions, thematic analysis of qualitative
responses collected in questionnaires was con-
ducted and key themes were carried forward to
subsequent rounds and presented as closed
questions. At this stage, C 80% of panellists
were required to report the same answer for

Table 2 Prescribing patterns by plaque psoriasis disease
severity across all markets

Therapy Percentage
of panellists
prescribing
therapy for
any disease
severitya (%)

Percentage of panellists
prescribing therapy
according to disease
severitya (%)

Mild Moderate Severe

Topical non-

steroids

94 94 81 56

Topical

steroids

100 94 100 69

Phototherapy 94 38 81 56

Conventional

systemics

100 0 100 94

Targeted

systemics

87 6 75 63

Biologics 100 0 94 100

Biosimilars 94 0 88 94

Otherb 31 19 13 6

aPercentages rounded to the nearest whole number
bOther therapies specified by panellists included: tacroli-
mus, topical calcineurin inhibitors, calcipotriol salicylic
acid, dimethyl fumarate
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consensus to be achieved. If panellists could not
reach consensus, the statement was either
adjusted until consensus was reached, or the
panel could agree that no consensus could be
achieved.

Compliance with Ethics Guidelines

This article is based solely on the opinions of a
group of experts on a specific topic as part of a
market research activity. Therefore, for the
purpose of this study, no patient data or infor-
mation were collected and there was no
requirement to obtain informed consent. As
market research falls outside the remit of the
governance arrangements for research ethics
committees, in accordance with existing
guidelines from the British Healthcare Business
Intelligence Association and European Phar-
maceutical Market Research Association, ethical
committee approval was not required for this
study.

RESULTS

Real-World Use and Experience
with Topical Treatments

Panel’s Views of Topicals and the Foam
Formulation
The panel considered the foam formulation to
be a safe and effective psoriasis treatment. The
foam was considered to contribute to efficacy
due to improved penetration of the ingredients
into the skin compared to gel or ointment
formulations.

The panel agreed that topical treatments are
typically burdensome due to their greasy and
messy nature, impractical application, and
impact on daily living (e.g. stained clothing and
increased frequency of laundry compared with
alternative treatments). In line with other
topicals, the foam was considered oily/greasy
and messy/sticky, and, as with other topical
steroids, was associated with a potential risk of
irritation.

Drivers of RM and PAM Treatment Decisions
Key drivers for prescribing Cal/BD foam as RM
and PAM are listed in Table 3. Particular
emphasis was placed on the importance of flare
location when determining suitability of RM;
patients with flares located in sensitive areas
(i.e. face) were deemed less suitable candidates
for topical steroids, while those with flares that
commonly reappear in the same place were
better candidates.

All factors influencing RM prescription,
except for ‘flare severity’, ‘flare frequency’ and
‘disease severity’, were considered key determi-
nants of whether to prescribe Cal/BD foam as

Table 3 Drivers of Cal/BD foam prescription as RM and
PAM

Driver RM PAM

Flare severity 4 -

Flare frequency 4 -

Disease severity 4 -

Efficacy (expectation of treatment success) 4 4

Safety and tolerability 4 4

Flare location 4 4

Expected improvement in quality of life 4 4

Convenience and ease of use 4 4

Possibility of prolonging time on topical

treatment for those not ideal candidates

for systemic treatment

4 4

Potential cost savings for patients - -

Potential cost savings for physicians - -

Frequency of application/patient

adherencea
X 4

4 consensus reached in agreement; X consensus reached in
disagreement; - panel did not reach agreement or dis-
agreement on whether the driver was key to decision-
making regarding RM and PAM prescription
Cal/BD calcipotriol and betamethasone dipropionate,
PAM proactive management, RM reactive management
aFrequency of application was discussed in the context of
RM, while patient adherence was discussed in the context
of PAM
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PAM. The possibility of prolonging patient time
on topical treatment was noted as particularly
important in driving PAM prescription, espe-
cially in patients with milder psoriasis. How-
ever, with an evolving treatment landscape, it is
harder to define a group of patients unsuit-
able for systemic treatments, which have his-
torically been viewed as having inferior safety
profiles. Given the heterogeneity in clinical
presentations across patients with mild-to-
moderate plaque psoriasis, characteristics such
as flare and disease severity were not classed as
key drivers for PAM prescription, but rather
factors to be considered as part of a more
holistic review of individual patients by which
the patient’s overall suitability and motivation
for PAM should be assessed. Flare location and
frequency should be similarly considered. For
example, a patient with regular flare-ups, but of
smaller plaques in a less visible location, may
not be as motivated to engage with PAM as a
patient who has flare-ups less regularly but
involving large and visible plaques. Similarly,
those with flares in sensitive areas may be less
suited to long-term treatment with a topical
steroid such as Cal/BD foam due to potential
irritation. There was consensus on the impor-
tance to take a patient-centred approach to
consider each factor during initial prescription,
and future re-prescription, for either a RM or
PAM regimen.

The panel did not agree or disagree that cost
was an independent driver for prescription of
RM or PAM, as cost impact is dependent on
costs of alternative treatments and whether
patients pay for their treatment.

Patient Suitability for PAM
The panel did not consider that there was a
particular type of patient usually prescribed
PAM vs RM in terms of disease characteristics.
When prescribing PAM, disease characteristics
are considered alongside a patient’s motivation,
understanding of the disease and treatment
regimen, and socioeconomic background. The
panel agreed that suitability for PAM might be
indicated by ‘BSA of B 25%’, ‘Psoriasis Area
Severity Index (PASI) score\5’ and ‘some
lesions on elbows/knees’ 1. However, none are a
pre-requisite for PAM prescription and should

be considered in relation to other characteris-
tics; for example, if a patient’s BSA of B 25%
relates to small and widely distributed plaques,
then PAM with the foam formulation may be
appropriate. Conversely, those with large, loca-
lised lesions may be less suitable.

Patient adherence was agreed as a key
determinant of patient suitability for PAM, with
patients’ understanding of their disease and the
treatment regimen being two key factors. As
PAM is intended to manage flares that are
already under control following an initial RM
regimen, panellists highlighted that patients
often feel they no longer need to apply the foam
once flares are not visible. Similarly, if flares are
less frequent, patients may be less adherent.
Patients with mild disease, infrequent flares or
complete clearance of skin lesions are therefore
typically less suitable for PAM. Patients with
plaques on their scalp or hair-bearing areas
often struggle with topicals, which were descri-
bed by panellists as ‘oily’ and ‘messy’; therefore,
these patients may also be less suitable for PAM
with the foam formulation. The ‘messy’ nature
of topicals was reported to further exacerbate
poor adherence in patients. Patients who expe-
rience improvement in their flares often stop
applying topicals due to the burdensome
application. Patients’ concerns about long-term
steroid use and potential irritation were also
reported to challenge adherence to a PAM
regimen.

Patients’ experiences with their disease and
their treatment were recognised as key consid-
erations when selecting prescription of a PAM
regimen. Those with clear skin were considered
more likely to adhere to PAM if they had pre-
viously experienced flare-ups during non-com-
pliant periods. Importantly, the panel reported
that patients’ motivations are prone to fluctu-
ate, thereby highlighting the need for ongoing
discussions between dermatologists and

1 PASI measures lesion severity and area affected on a
0–72 scale: the average redness, thickness and scaliness
of the lesions are weighted by the area of involvement
(head, upper extremities, trunk and lower extremities).
BSA is measured in terms of the percentage of the body
that is covered with lesions: 1% coverage equates to
approximately the size of one hand with outstretched
fingers.
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patients regarding the most suitable treatment
regimen. Moreover, environmental, and socio-
logical factors and stress can contribute to
relapse, even in compliant patients, and should
be considered when determining treatment
regimens.

It was agreed that adherence to PAM is dif-
ficult to assess outside a controlled setting and
likely varies significantly both within and
between markets based on patient-related fac-
tors. Nonetheless, the panel agreed that patient
adherence and the factors contributing to this
are key determinants of patient suitability for
PAM.

Real-World Experience with PAM
The panel agreed that, to optimise the thera-
peutic benefit of PAM, patients should spend
6–12 months on the regimen. However, a more
realistic time frame of up to 2–3 months for
PAM was agreed, given the poor adherence to
topicals in clinical practice. While non-adher-
ence to PAM may be suspected, in clinical
practice, panellists would continue to re-pre-
scribe in the hope that patients are appropri-
ately adhering to PAM.

The panel agreed that, when properly
adhered to, PAM increases the time between
flare-ups, reduces the number of flares observed
in each flare period, and increases the total time
a patient spends in remission, all of which
subsequently improve a patient’s quality of life.
The panel therefore reported that these out-
comes, and the success of similar regimens in
other therapy areas, suggest there is great value
in PAM for psoriasis.

Considering stopping rules, a PASI score
of\1 was agreed as a clinical indicator that
PAM should be ceased. While a complete
clearance of flares and/or a reduction of flares to
fewer than four a year might prompt the deci-
sion to stop PAM, the panel reiterated that the
decision to stop treatment is ultimately a
patient’s choice, regardless of clinical outcomes
observed. Lack of adherence, patient request,
disease remission/control, poor efficacy/lack of
flare control, and loss of efficacy over time were
all agreed as potential reasons for ceasing use of
PAM. The panel agreed that systemic treatment,
restarting RM and waiting to assess flares should

all be considered for patients following cessa-
tion of PAM.

Real-World Consumption Differences
Between RM and PAM

Based on their experience in clinical practice,
the panel agreed that the number of cans of
foam they prescribe for RM and PAM in a given
period is within a similar range, and that PAM
does not increase consumption. The panel also
agreed that, even if the number of cans they
prescribe for each regimen could differ (? or -),
it does not influence their decision as to whe-
ther to prescribe RM or PAM.

Notably, the panel highlighted that, while
dermatologists can check the number of cans
that they prescribe each patient as a proxy for
consumption, this is not to say patients use all
the product they are prescribed or use it cor-
rectly for their specified regimen (i.e. using too
much or too little foam with the wrong fre-
quency of application), and therefore neither
their adherence nor product usage can be con-
fidently determined. The patient and disease
characteristics discussed were agreed to impact
upon consumption, given their influence over
patient adherence and real-world use. The
number of cans prescribed is therefore heavily
dependent on the patient, and decisions
regarding whether to opt for RM or PAM are
largely driven by patient-related factors and
preference.

DISCUSSION

This modified-Delphi panel explored use,
experience and consumption of Cal/BD foam
based on insights from dermatologists across
France, Germany, Italy, and Spain with experi-
ence using the foam formulation. Evidence
relating to the effectiveness of PAM is primarily
available from controlled/clinical trial settings.
Given the recent approval of the PAM regimen
with Cal/BD foam, there is limited real-world
evidence regarding the suitable patient profile
or regarding the use and consumption as a PAM
versus RM regimen. This study provided

Adv Ther (2023) 40:1062–1073 1069



valuable insights into the real-world use of PAM
and RM regimens for psoriasis in clinical
practice.

The panel considered the foam formulation
to be a safe and effective psoriasis treatment.
The panel agreed that topical therapies,
including the foam formulation, are generally
more burdensome than non-topical therapies
(systemics and biologics), describing their
application as ‘greasy’ and ‘messy’. Topical
steroids were also recognised to be associated
with a risk of irritation. Topicals, including the
foam formulation, were generally considered
less suitable for patients with lesions on hair-
bearing areas and sensitive skin.

When considering key drivers for prescribing
RM or PAM, the panel were unable to reach
consensus on whether cost influences their
decision-making, as country-specific reim-
bursement determines patient out-of-pocket
costs. It was agreed that patients’ disease his-
tory, treatment experience, socioeconomic
background, disease and treatment under-
standing, and motivations for long-term treat-
ment all have a substantial impact on
dermatologists’ decisions to start and continue
prescribing the PAM regimen. These decisions
are largely driven by patient suitability for PAM
and their preference of treatment regimen,
which mirrors recent literature recognising the
need for a patient-centred approach to psoriasis
treatment, particularly long-term [12].

Engagement of patients in treatment deci-
sion-making with active discussions around
available regimens, and their concerns and
preferences, is key to optimising the success of
both RM and PAM. Such discussions should
continue throughout the course of the disease
to consider changes in disease characteristics
and patient attitudes and experiences. More-
over, greater involvement of patients helps
drive improved adherence to topicals, which is
generally considered to be poor [12, 13, 26].
Likewise, this study highlighted that adherence
to topicals, including the foam formulation, is
poor and can impact patient suitability for
PAM. Specifically, the burdensome nature of
topicals, irritation risk, fear of long-term steroid
use and patient understanding of the need for

long-term adherence during remission were all
reported as barriers to PAM adherence.

Given challenges with long-term adherence
to topical steroids, 2–3 months was considered a
realistic timeframe for patients to remain on
PAM. However, it is generally unclear how well
patients apply the foam as directed at home in
an uncontrolled environment. Nevertheless,
panellists confirmed they would continue to
prescribe Cal/BD foam as long as the patient was
happy with their treatment. Despite limitations
of topical therapies, the need for proactive,
long-term management of psoriasis was agreed,
with reference to success seen with long-term
proactive treatment with topical calcineurin
inhibitors for atopic dermatitis [12, 27].

In the panel’s opinion, the number of cans of
foam prescribed for RM and PAM in a given
period is usually similar. These findings provide
clarity on the real-world consumption across
the two regimens, suggesting that PAM does not
increase consumption and associated costs for
payers or patients. Moreover, potential differ-
ences (? or -) in consumption and costs
between the regimens does not influence deci-
sion-making nor prevent the use of PAM treat-
ment in clinical practice. Instead, consumption
is largely influenced by the patient, who should
be fully involved in treatment decisions. This
study did not specifically investigate the impact
of disease severity on the number of cans of
foam prescribed for RM and PAM, which may be
an area for further research.

The findings of this study provide clarity on
the real-world use and views of PAM in psoriasis
following the EMA label update to include an
LTM regimen for Cal/BD foam, and suggest that
consumption-related costs do not differ
between PAM and RM regimens with the foam
formulation.

Limitations

One limitation of this study was that panellists
were required to have experience using Cal/BD
foam as PAM; therefore, results are reflective of
dermatologists who were already opting to
prescribe the PAM regimen in clinical practice.
As such, findings may not be generalisable to
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the experiences that all dermatologists across
these markets have with Cal/BD foam and other
plaque psoriasis treatments. However, the deci-
sion to include panellists with PAM experience
allowed for insights into its real-world use from
dermatologists familiar with Cal/BD foam. This
modified-Delphi panel therefore provides
robust findings into the current experiences and
use of RM and PAM in clinical practice. Sec-
ondly, the questionnaires were completed in an
uncontrolled environment, and therefore
assumed that dermatologists took the appro-
priate time to consider and accurately answer
questions. To mitigate this, responses from
panellists who took a significantly shorter time
than allocated were reviewed to ensure the same
level of detail was provided by those who took
more time. There was potential for the biassing
effects of different personalities in the consen-
sus meeting, in that less extroverted personali-
ties may have felt unable to provide their input.
However, the use of a moderator and chat box
function throughout likely minimised this
limitation. Finally, this study may be limited by
the inclusion of only English-language-speaking
dermatologists. However, this requirement
ensured that participants were able to fully
contribute to consensus meeting discussions.

CONCLUSIONS

This modified-Delphi study confirms that
treatment decisions in psoriasis, including pre-
scription of either RM or PAM, are largely driven
by patient-related factors. Engagement of the
patient in decision-making, and assessment of
their suitability for PAM, is key to improving
adherence and optimising success of proactive
long-term treatment in psoriasis. In real-world
clinical practice, dermatologists prescribe a
similar number of Cal/BD foam cans for RM and
PAM, suggesting similar costs per patient
between regimens. Any potential differences in
consumption (- or ?) were not considered to
influence decisions to prescribe RM or PAM.
These real-world findings can inform payer and
prescriber conversations regarding what to
expect in terms of the real-world use of PAM,
patient suitability for treatment regimens, and

consumption associated with the RM and PAM
regimens.
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