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Abstract
Topical treatment is crucial for the successful management 
of plaque psoriasis. Topicals are used either as a stand-alone 
therapy for mild psoriasis or else in combination with UV or 
systemic treatment for moderate-to-severe disease. For the 
choice of a suitable topical treatment, the formulation mat-
ters and not just the active substances. This expert opinion 
paper was developed via a non-structured consensus pro-
cess by Swiss dermatologists in hospitals and private prac-
tices to illustrate the current treatment options to general 
practitioners and dermatologists in Switzerland. Defining 
treatment goals together with the patient is crucial and in-

creases treatment adherence. Patients’ personal preferences 
and pre-existing experiences should be considered and their 
satisfaction with treatment and outcome regularly assessed. 
During the induction phase of “classical” mild-to-moderate 
psoriasis, the fixed combination of topical calcipotriol (Cal) 
50 μg/g and betamethasone dipropionate (BD) 0.5 mg/g 
once daily is frequently used for 4–8 weeks. During the main-
tenance phase, a twice weekly (proactive) management has 
proved to reduce the risk of relapse. Of the fixed combina-
tions, Cal/BD aerosol foam is the most effective formulation. 
However, the individual choice of formulation should be 
based on a patient’s preference and the location of the pso-
riatic plaques. Tailored recommendations are given for the 
topical management of specific areas (scalp, facial, intertrig-
inous/genital, or palmoplantar lesions), certain symptoms 
(hyperkeratotic or hyperinflammatory forms) as well as dur-
ing pregnancy or a period of breastfeeding. As concomitant 
basic therapy, several emollients are recommended. If topi-

This article is licensed under the Creative Commons Attribution 4.0 
International License (CC BY) (http://www.karger.com/Services/
OpenAccessLicense). Usage, derivative works and distribution are 
permitted provided that proper credit is given to the author and the 
original publisher.
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cal treatment alone does not appear to be sufficient, the reg-
imen should be escalated according to the Swiss S1-guide-
line for the systemic treatment of psoriasis.

© 2021 The Author(s)
Published by S. Karger AG, Basel

Introduction

Psoriasis vulgaris is a chronic inflammatory skin dis-
ease that can be triggered and/or maintained by endoge-
nous and/or exogenous factors [1]. About 70–80% of pso-
riasis patients suffer from mild-to-moderate disease that 
can be successfully controlled with topical treatments [2]. 
In moderate-to-severe cases, which are usually treated 
with UV or systemic anti-inflammatory or biological 
therapies, concomitant topical treatments can support 
the efficacy of systemic treatments [3].

Mild psoriasis is defined either as an affected body sur-
face area (BSA) of ≤10%, or a Psoriasis Area and Severity 
Index (PASI) ≤10 and a Dermatological Life Quality In-
dex (DLQI) ≤10, respectively. Exceptions are defined as 
so-called “upgrade criteria”; if visible (e.g., on the face, 
scalp, hands, or nails) and/or therapy-refractory regions 
are affected, psoriasis can be assessed as moderate-to-se-
vere, even if the affected BSA is < 10% or the PASI is < 10 
[4]. This is reflected by a DLQI of > 10.

Due to a median disease duration of about 50 years, 
psoriasis and its management can severely affect patient’s 
quality of life (QoL). It has been found that psoriasis 
causes an even greater reduction in QoL than tumours or 
coronary heart disease [5]. Furthermore, patients with 
psoriasis, especially when onset is at a young age, have 
significantly fewer employment opportunities [6]. Effec-
tive short- and long-term management of psoriasis is 
therefore crucial to ensure sufficient control of the dis-
ease, limit the burden of disease and the impact on QoL 
and the ability to work.

Despite the fact that most cases of psoriasis can be suc-
cessfully managed with topical treatments, regular updates 
of guidelines on topical psoriasis treatment, with respect to 
the latest evidence and the latest developments of the for-
mulations, are lacking. While specific guidelines on syste-
mic treatment are available for Switzerland [7] and are up-
dated regularly, there are no Swiss guidelines for the topical 
treatment of psoriasis. Furthermore, various individual di-
sease characteristics, e.g., hyperkeratotic or hyperinflam-
matory forms, and certain locations, i.e., the scalp, face, in-
tertriginous areas, palms and soles of the feet, require spe-
cific considerations for topical treatment, as do certain life 
circumstances such as pregnancy and breastfeeding.

This pathway aims to optimise the use and the out-
come of topical treatment for the short- and long-term 
management of psoriasis in adults, as well as in specific 
treatment situations. It was developed by an informal ex-
pert consensus panel of dermatologists from Switzerland 
and is based on the recently published German treatment 
pathway [8]. It aims to provide general practitioners and 
dermatologists in Switzerland with practical strategies for 
the topical management of mild-to-moderate psoriasis as 
well as including useful Swiss-specific regulatory aspects.

The Goal of Treatment: Satisfaction with Treatment 
and Outcome

Defining treatment goals determines adherence, ma-
nages expectations, and avoids treatment failures. Goals 
are important to provide patients with short- and long-
term perspectives for their disease. The ultimate goal of 
psoriasis treatment is the complete clearance of all skin 
symptoms; however, realistically, it is not possible to 
achieve this in all patients and/or cannot be permanently 
maintained because psoriasis is a chronic and recurring 
disease. Whereas a PASI 75/90/100 improvement and the 
more recently established [9] absolute PASI ≤2 or Physi-
cian Global Assessment (PGA) 0/1 are commonly used 
outcome parameters in clinical trials, those severity pa-
rameters are not regularly assessed by all physicians in 
daily practice for cases of mild-to-moderate psoriasis.

We are in consensus that patient satisfaction should be 
considered the primary criterion when assessing the goals 
and success of treatment.

In daily practice, the assessment of patient satisfaction 
can be done by asking a question that requires a simple 
answer “Yes” or “No” as to whether a patient is satisfied 
with the treatment or treatment outcome. If a patient is 
not satisfied, and before deciding on the next step, i.e., to 
continue or change the treatment, it is recommended that 
the cause of discontent be explored further by examining 
the following aspects:
• Efficacy, e.g., the extent of the improvement of symp-

toms, expectation about efficacy/onset of action
• Tolerability, e.g., burning sensations and other side ef-

fects
• Formulation, e.g., expectations about the texture
• Comfort, e.g., expectations about the frequency, time 

taken, ease of application, the scent, etc.
• Compliance, e.g., how patients apply the formulation: 

too sparingly or inconsistently, if they sometimes for-
get to apply, etc.
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It is important to realise that, especially in topical 
therapy of psoriasis, patients must be motivated regu-
larly and re-encouraged on the correct way of applica-
tion and frequency to ensure adherence over time and 
to achieve an optimal result. Patients’ expectations need 
to be understood and managed individually in parallel 
[10, 11].

Treatment Pathway

General Recommendations
Joint Decision Process. In general, topical management 

of psoriasis should be based on a joint decision with the 
patient regarding the various treatment options, the time 
to response, and the expected outcome. A patient’s per-

sonal preference and previous treatment experience 
should be considered, and a simple, once-daily treatment 
regimen is preferable. Clear and written instructions on 
the manner and frequency of application as well as the 
amount to be applied can help to ensure treatment adher-
ence [12, 13].

Concomitant Emollients/Basis Therapy. Daily basis 
therapy with emollients should restore the barrier func-
tion of the skin, prevent or interrupt flare-ups, improve 
skin elasticity, and maintain the balance of the skin’s mi-
crobiome [14]. Emollients containing urea 5–10%, sali-
cylic acid, ceramides, niacinamide, or thermal water have 
been shown to be beneficial to psoriasis lesional and non-
lesional skin [15].

Follow-Up. In general, patients should be followed up 
every 12 weeks during the induction and maintenance 

Mild
≤10% BSA  or PASI and DLQI ≤10*

Emollient basis therapy

Moderate/severe
>10% BSA or PASI >10 and DLQI >10*

Topical therapy UV- or systemic
therapy

+ adjunctive topical therapy
Induction phase
• Fixed combination (Cal/BD) 1×/d
• TCS 1×/d**

Evaluation after 2–8 weeks
Treatment goal achieved?

Yes No

2

1 Modify
Tx

Not manageable

Maintenance phase
continue with same therapeutic agent** at 
reduced frequency (e.g., 2×/w)

Send to specialist
center

Fig. 1. Topical treatment pathway for 
plaque psoriasis (images used with the 
courtesy of J.-T.M.). *  Consider the “up-
grade criteria” [4]. **  TCS should not be 
prescribed for daily use for > 8 weeks and 
ideally for only 2–4 weeks and then with 
reduced frequency (class IV for a maxi-
mum of 2–4 weeks). BD, betamethasone 
dipropionate; BSA, body surface area; Cal, 
calcipotriol; DLQI, Dermatological Life 
Quality Index; PASI, Psoriasis Area and  
Severity Index; TCS, topical corticoste-
roids; Tx, treatment; w, week; d, day.
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phases. If the treatment goal is not achieved after 4–8 
weeks, patients should ask for another appointment.

Escalation of Treatment Options. If the patient is not 
satisfied and the reasons for this have been thoroughly 
explored, the physician should choose one of the follow-
ing options:
• continue the therapy to allow a later response to the 

current treatment regimen, or 
• switch to a 2nd- or 3rd-line option, which may address 

the patient’s symptoms and therapy preferences better 
• refer the patient to a dermatologist or a centre that spe-

cialises in psoriasis.
If topical management is not enough to control pso-

riasis in a satisfactory manner for the patient and within 
a reasonable time frame, UV or systemic therapy should 
be administered according to the current Swiss S1 guide-
lines on the systemic treatment of psoriasis [7].

Classical Plaque Psoriasis
An overview of the recommended pathway is given in 

Figure 1.

Induction Therapy
For topical induction therapy of psoriasis, a once dai-

ly application of the fixed combination of calcipotriol 50 
μg/g (Cal) and betamethasone-dipropionate 0.5 mg/g 
(BD) for 2–8 weeks is most frequently used. For the 
choice of formulation, the patient’s preference should be 
considered [13].

Once the treatment goal of clear/almost-clear skin is 
achieved, patients can be advised to reduce the frequency 
of application in a step-wise manner (e.g., to every other 
day for another 2 weeks) and to continue with a mainte-
nance schedule of, for example, a twice weekly applica-
tion.

Table 1. Recommendations for the topical treatment of “classical” mild-to-moderate psoriasis, and at specific locations or with specific 
symptoms

Location/specific symptoms Induction therapy Proactive regimen (PAM)

“Classical” mild-to-moderate 
plaque psoriasis

- Cal/BD fixed combination 1× daily
- TCS III/IV 1× daily 
- Topical vitamin D3 analogues 1× daily
Choose formulation according to patient’s preference

Same therapeutic agents as in the induction phase 
with a reduced application frequency (e.g., 2× per 
week)

Scalp - Cal/BD fixed combinations (gel/aerosol foam) 1× daily
- TCS III/IV shampoo/foam 1× daily
Choose formulation according to patient’s preference

Same therapeutic agents as in the induction phase 
with a reduced application frequency (e.g., 2× per 
week)
Adopt formulation according to patient’s preference

Highly inflammatory/
eczematous psoriasis

TCS III/IV for a maximum of 4 weeks, 
initially 2× daily, then 1× daily

Cal/BD fixed combination (e.g., 2× per week)

Facial psoriasis TCS II/III 1× daily for 5–7 days,
down-tapering after 2–4 weeks or switch to TCI***

TCS 1× per week or vitamin D3 analogues

Intertrigines/genital area TCS III 1× daily for up to 7 days (± antimicrobials), 
TCI***

TCS/TCI 1× per week

Hyperkeratotic psoriasis/
palmoplantar psoriasis

- Salicylic acid 5–10% or urea 10–30% for up to 7 days.
- TCS III/IV (optional with occlusion) or combination/

alternation with Cal for a maximum of 4 weeks

Cal/BD fixed combination with reduced application 
frequency (e.g., 2× per week) 

During pregnancy - Emollient 
- TCS I/II for short duration and limited areas 
- TCS III (<30% BSA in the 1st trimester) or TCI in 

TCS-free areas to avoid striae distensae***

Emollient

When breastfeeding TCS I/II as short and limited as possible,
do not directly apply on breasts

Emollient

*** Off-label for psoriasis. BD, betamethasone dipropionate; BSA, body surface area; Cal, calcipotriol; PAM, proactive management; TCS, topical 
corticosteroid; TCI, topical calcineurin inhibitor.
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Cal/BD Fixed-Dose Combinations
The benefit of combining Cal and BD is based on the 

superior efficacy (additive beneficial effect in reducing the 
hyperproliferation of keratinocytes and inflammation) 
and their synergistic effect on tolerability (lowering the 
risk of skin atrophy and reducing burning sensations, re-
spectively), compared to the use of Cal or BD alone [16].

Cal/BD fixed-dose combinations are available in 3 dif-
ferent formulations: ointment (Daivobet® Salbe/pom-
made), gel (Daivobet® Gel/gel; Xamiol® Gel/gel), and aero-
sol foam (Enstilar® Schaum/mousse). While the concen-
tration of Cal/BD is the same in all 3 formulations, the 
aerosol foam allows a state of supersaturation of the fully 
dissolved active compounds in the aerosol foam carrier [17, 
18], which leads to an increased skin penetration and in-
creased local bioavailability in the skin [19]. In clinical stu-
dies, the Cal/BD aerosol foam demonstrated a significantly 
higher (up to 55% with treatment success after 4 weeks) and 
faster efficacy (median time to treatment success of 6 weeks) 
than the single compounds and the ointment and gel for-
mulations [20–24]. Moreover, rapid relief from itching was 
observed [25, 26]. The aerosol foam formulation is per-
ceived by patients as being easy to apply, although not all 
body areas can be reached without help (e.g., the back).

Alternatively, as a 2nd-line treatment, monotherapy 
with topical corticosteroids (TCS) classes III/IV or top-
ical vitamin D3 analogues can be considered [27, 28]. In 
certain treatment situations, TCS can also be considered 
for the 1st-line treatment (Table 1). According to expert 
consensus and summary of product characteristics, a 
continuous, once/twice daily application of class IV TCS 
in monotherapy should not exceed 4 weeks.

Topical Corticosteroids
TCS have been approved for the treatment of psoria-

sis vulgaris since 1956 and are among the standard 

treatments for mild psoriasis. They can be used in  
combination with vitamin D3 analogues or as a mono-
therapy for the initial treatment of mild psoriasis. Their 
immunosuppressive and cell proliferation-inhibiting 
effect is due to specific receptors in the target cells of  
the skin. Their potency is graded into 4 classes (Table 
2). TCS are often available as different formulations 
(ointments, creams, solutions, lotions, foams, and 
shampoos), so an individual, patient-preferred applica-
tion can be selected. In ge neral, most TCS are used  
once daily. Once the treatment goal has been achieved, 
they should be tapered down slowly. For reasons of 
practicability, they are usually applied in the evening 
[8].

BD applied twice daily showed a significant improve-
ment or complete clearance in 47–56% of patients, and 
this was achieved with clobetasol propionate in 68–89% 
of patients [29]. Both are thus in the range of efficacy for 
systemic therapy [30].

Adverse drug reactions depend on the drug class of the 
preparation as well as the location and duration of its ap-
plication. In decreasing order of frequency, burning, itch-
ing, folliculitis, hypertrichosis, perioral dermatitis, and 
hypopigmentation may occur. Long-term use of class III/
IV TCS can also cause striae, telangiectasia, and skin atro-
phy. When applied more frequently and/or on extensive 
areas and/or under occlusion, a systemic effect of adrenal 
suppression can occur, which bears the risk of developing 
rebound or pustular psoriasis when not tapered down 
slowly (as seen with oral corticosteroids). No serious ad-
verse drug reactions to TCS in induction treatment have 
been described.

Vitamin D3 Analogues
The vitamin D3 analogues or derivatives tacalcitol (Cu-

ratoderm®) and calcitriol (Silkis®) were first approved in 
1992 for the treatment of mild-to-moderate psoriasis vul-

Table 2. Topical corticosteroid (TCS) classes and examples of active substances

Active substance/trade name

Class I (mild) Prednisolone (Promandol®); hydrocortisone acetate (Sanadermil®, Dermacalm®)

Class II (moderate) Clobetasone butyrate (Emovate®); hydrocortisone butyrate 0.1% (Locoid®)

Class III (potent) Prednicarbate (Prednitop®, Prednicutan®); methylprednisolone aceponate 
(Advantan®); mometasone furoate (Elocom®, Monovo®, Ovixan®); betamethasone 
(Betnovate®, Diprosone®)

Class IV (very potent) Clobetasol propionate (Dermovate®, Clarelux®, Clobex®)
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garis. These act via specific receptors in the target cells of 
the skin. Their effect is selective and depends very much 
on the differentiation level of the keratinocytes. In the case 
of fast-growing, non-differentiated keratinocytes, vitamin 
D3 analogues inhibit further growth; with slow-growing 
keratinocytes, a proliferation-enhancing effect occurs 
[30]. Besides the effect on the keratinocytes, vitamin D3 
analogues inhibit the development of peripheral blood 
mononuclear cells (PBMC, e.g., lymphocytes and mono-
cytes) in the blood and the expression of cytokines (e.g., 
interleukin [IL]-1α, IL-1β, IL-2, IL-6, IL-8, and IL-12) 
[30]. The main effect is the inhibition of the proliferation 
and stimulation of keratinocyte differentiation.

Depending on the preparation, vitamin D3 analogues 
are applied once or twice daily. When applied according 
to the current guidelines, the indication is a BSA of up to 
10%. Therefore, the restriction of the application of vita-
min D3 analogues to a maximum of 15–35% of the total 
BSA according to expert information has no practical rel-
evance. Adverse drug effects of vitamin D3 analogues may 
occur in the form of local irritation (pruritus, burning, 
and erythema). No clinically relevant disturbances of the 
calcium metabolism are to be expected if they are limited 
to the stated maximum amount [30]. Individual cases of 
hypercalcemia have only been observed in cases where 
maximum levels are exceeded for longer periods. Vitamin 
D3 analogues are therefore suitable for induction and 
maintenance therapy [8, 13, 31–33].

Maintenance Therapy
After successful induction therapy, the initial regimen 

can be altered to a maintenance regimen which is a simi-
lar approach to the proactive management concept ap-
plied for atopic eczema.

For the maintenance phase, the same therapeutic 
agents used in the induction phase should be considered 
but less frequently applied (e.g., 2×/week).

Standardized and simplified treatment application 
models result in a better clinical outcome than on-de-
mand therapies [13, 34]. Best evidence for a successful 
and effective topical long-term management is available 
for the Cal/BD fixed combination. In a comparative trial 
of psoriasis vulgaris, the 2-compound-gel formulation 
showed tolerability and cost-effectiveness superior to that 
of a mono-formulation [13, 35]. Recently, a phase 3 trial 
comparing the efficacy and safety of the Cal/BD fixed-
dose combination aerosol foam versus placebo showed 
that the proactive twice weekly management of psoriasis 

resulted in a 43% (95% CI 0.47–0.57) reduction in the risk 
of experiencing a first relapse compared to subjects in the 
placebo (vehicle) group (p < 0.001) [36].

Regarding the long-term application of TCS in fixed 
combinations, the current data on psoriasis, in contrast to 
the atopic eczema data, suggests no major risk of the oc-
currence of skin atrophy. The experimental data suggests 
that a combination of vitamin D3 and TCS has a mitigat-
ing effect on the risk of atrophy [37]. However, long-term 
studies with validated and objective measurement param-
eters for skin atrophy (e.g., sonography) and surveys of 
atrophy biomarkers are lacking. Long-term therapy with 
TCS as a monotherapy is considered obsolete and should 
not be performed. Besides the fixed-combination Cal/BD 
formulation, other treatment regimens including TCS 
class II/III and other vitamin D3 analogues can be consid-
ered as 2nd- or 3rd-line options for maintenance therapy. 
They can be applied daily or on certain weekdays.

Special Situations and Specific Symptoms

An overview of topical management regarding specif-
ic locations, symptoms, and individual circumstances is 
given in Table 1.

Scalp Psoriasis
In up to 79% of patients with psoriasis vulgaris, there 

is some degree of scalp involvement [38–40]. Lesions are 
characterised by demarcated plaques, either single, mul-
tiple, or confluent, with dry and silvery scales, and they 
commonly extend over the hairline of the upper forehead, 
temples, and retroauricular region (Fig. 2). The propor-
tion of scalp involvement and severity varies greatly. Four 
of five patients with scalp psoriasis report a negative im-
pact on their QoL. In addition, scalp psoriasis is often a 
particularly challenging element to treat, as it includes 
scaling and cosmetic embarrassment (due to the visibility 
of the lesions), itch, limited access with topical treatment 
to the (hairy) scalp, and the proximity of the sensitive fa-
cial skin [41]. Finally, sufficient soaking time (typically 
overnight) of topical treatment is often limited and effi-
cacy is diminished due to the required rinsing off there-
after [40]. No other body area in psoriasis treatment de-
pends so much on the personal preference of the indi-
vidual patient due to site-specific, cosmetic, product 
comfort, and convenience reasons. Patients usually have 
a long history and experience with various treatment for-
mulations and should be involved in the selection of the 
active ingredient and formulation.
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A Cochrane Review in 2016 revealed that Cal/BD 
fixed-dose combinations and TCS monotherapy were 
more effective and safer than vitamin D3 monotherapy 
for treating scalp psoriasis [40]. TCS foam [42] or sham-
poo [43] as well as the Cal/BD gel [44, 45] were specifi-
cally developed as an effective treatment for scalp psoria-
sis. More recently, the Cal/BD aerosol foam formulation 
has also proven its efficacy in treating scalp psoriasis [22, 
23, 46].

The most important issues associated with adherence 
include a patient’s acceptance of the formulation and per-
ception of its effectiveness. In general, alcoholic solutions 
are inferior, due to the discomfort of burning sensations 
or additional drying of the scalp. The Cal/BD gel and 
aerosol foam formulations are well tolerated as they are 
completely water- and alcohol-free. However, the correct 
application and rinse-off procedure must be thoroughly 
addressed with the patient before treatment initiation. 
The Cal/BD aerosol foam formulation is well accepted by 
patients for effective induction therapy in the first 2–4 
weeks of treatment. For maintenance, application fre-
quency may be reduced to twice weekly, and a switch to 
Cal/BD gel can be considered depending on the patient’s 
preference.

Inflammatory/Eczematous Forms
The distinction between psoriasis and eczema can be 

difficult, leading some clinicians to use the term eczema-
tous or inflammatory psoriasis. Eczema is used to de-
scribe a range of skin diseases that present with erythe-
ma, skin oedema, and dryness, in combination with pru-
ritus. Inflammatory or eczematous psoriasis has a 
clinically heterogenic picture but retains the chronicity 
of classical psoriasis and mainly manifests with sharply 
demarcated, erythematous plaques, with the disease ac-

tivity sign at the borders and very slight/no scaling 
(Fig. 3). The definition of this entity primarily rests on 
the patient’s history, clinical presentation, and response 
to treatment. In cases that are difficult to diagnose, we 
recommend confirming the diagnosis using skin biopsy. 
In patients with local forms of inflammatory or eczema-
tous psoriasis lesions, it is advisable to start topical treat-
ment with class III (potent) TCS. If this is not sufficient 
(after 1 week), it may be necessary to apply a class IV 

Fig. 2. Scalp psoriasis (image used with the courtesy of C.S.).

Fig. 3. Hyperinflammatory/eczematous psoriasis (image used with 
the courtesy of N.Y.).

Fig. 4. Perioral facial psoriasis (image used with the courtesy of 
C.S.).
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(very potent) TCS for 1 to (a maximum of) 4 weeks. Ini-
tially, a twice daily application can be carried out and this 
should be reduced to once daily after a week. It should be 
noted that Cal or the Cal/BD fixed combination can 
cause burning sensations if applied on eczematous forms. 
Once the first treatment success has been achieved, a 
switch to maintenance therapy with Cal/BD fixed com-
bination is recommended, analogous to the treatment 
pathway for psoriasis vulgaris.

Facial Psoriasis
Lesions on the facial skin (Fig. 4) can initially be treat-

ed with TCS class II/III once daily for 5–7 days. After a 
response within 2–4 weeks, the TCS should be tapered 
down. Application of TCS (class III) once weekly on the 
face is generally considered safe. Alternatively, TCS can 
be switched to topical calcineurin inhibitors (TCI; off-
label use) to avoid potential steroid side effects like skin 
atrophy. For maintenance, proactive therapy as for ato- 
pic eczema should be considered. Topical vitamin D3 an-
alogues can also be considered.

TCI like tacrolimus ointment and pimecrolimus cream 
impact the activation of T cells, keratinocytes, and mast 
cells. Neither of these preparations has been approved for 
treatment of psoriasis, but several small-scale studies 
have shown efficacy, mainly under occlusion [47]. Small 
studies on TCI applied to facial and genito-anal skin have 
demonstrated efficacy regarding the outcome in these 
sensitive areas [48].

Intertriginous/Genital Psoriasis
Intertriginous psoriasis, also referred to as inverse pso-

riasis, often requires a combination of treatments due to 
the inherent sensitivity, thinness, and occlusion of flex-
ural skin. Unfortunately, most treatment recommenda-
tions lack the backing of high-quality evidence. Initiation 
of therapy is usually with class III TCS for up to 5 days. 
When triggering of inflammation by local dysbiosis or 
microbial colonization is suspected, combination pro-
ducts of TCS with topical antimicrobials can be used in 
the initial phase. Application of TCS (± antimicrobials) 
should be quickly tapered down to once weekly for the 
maintenance therapy. TCI should be introduced if the 
disease is not yet sufficiently controlled (off-label). In 
contrast to their limited activity on regular psoriasis 
plaques [49], TCI have been shown to be efficacious in 
intertriginous and genital psoriasis [50]. Gribetz et al. 
[51] found a significant and rapid improvement in pa-
tient- and investigator-based assessments of 57 patients 
treated with pimecrolimus 1% applied twice daily for 8 
weeks. Other studies with higher case numbers also de-
scribe a good efficacy of tacrolimus 0.1% [52–55].

Hyperkeratotic Forms
Hyperkeratosis may prevent the efficacy of a regular 

topical therapy due to the thickness of the upper stratum 
corneum (Fig. 5). In highly hyperkeratotic plaques, initial 
short-term (≤1 week) keratolytic treatment with salicylic 
acid (5–10%) or urea (10–30%) containing topicals is  

a b

Fig. 5. Hyperkeratotic forms at the body 
trunk (a) or knee (b) (images used with the 
courtesy of N.Y.).
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Table 3. Summary of product characteristics, for during pregnancy and when breastfeeding, of selected topical treatment options in 
Switzerland [66]

Drug Active ingredient 
(brand name)

During pregnancy When breastfeeding

TCS All Systemic effects if applied in a high potency, on large areas, and in the long term. Do not use directly on the breasts.

Class I Prednisolone (Promandol®) Do not use on large areas, in large amounts, or in the long term. Can be excreted into the breast milk.

Class II Clobetasone butyrate
(Emovate®)

Carefully assess the benefit/risk ratio. Use as short and limited as possible. In 
animal models, abnormal fetal development has been observed.

Not known if absorbed enough to be 
excreted into the breast milk.

Class III Prednicarbate
(Prednitop®, Prednicutan®)

1st trimester: contraindicated if applied on >30% BSA; if absolutely necessary, 
application on small areas is possible.
2nd and 3rd trimesters: only very limited use. In animal models, s.c. 
administration of high and systemically effective doses led to teratogenic effects. In 
epidemiologic studies, systemic TCS did not reveal any embryotoxic effects, but 
fetal growth retardation was observed with long-term use. This data is not relevant 
if prednicarbate is used topically and at the recommended dose.

Very limited use only, as insufficient 
clinical data available.

Methylprednisolone 
aceponate (Advantan®)

Do not use in the 1st trimester; epidemiologic human studies suggest an 
increased risk of cleft lip and cleft palate if used during the 1st trimester.
In the 2nd and 3rd trimesters, do not use on large areas, in the long term, 
or under occlusion. In animal models, abnormal fetal development has 
been observed. 

Not known if absorbed enough to be 
excreted into the breast milk.

Mometasone furoate
(Elocom®, Ovixan®) 
Betamethasone
(Betnovate®)

Do not use if not really needed. In animal studies, reproduction toxicity 
has been observed.

Systemically absorbed amount is <1%, 
so small amounts can be excreted into 
the breast milk. If applied on breasts, 
stop breastfeeding.

Class IV Clobetasol
(Dermovate®, Clarelux ®, 
Clobex®)

Carefully assess benefit/risk ratio during pregnancy and breastfeeding. Use as 
short and limited as possible. In animal models, abnormal fetal development has 
been observed.

Not known if absorbed enough to be 
detected in the breast milk.

TCI* Pimecrolimus
(Elidel®)

Not yet investigated in humans, so should not be applied. When topically applied 
in animal studies, no direct or indirect harming effects on pregnancy, fetal 
development, birth, and postnatal development were observed. When systemically 
applied, there was a toxic effect on fetal bone development.

Not known whether excreted into the 
breast milk. Use with caution. Do not 
use on the breasts.

Tacrolimus 
(Protopic®)

Insufficient data in humans. In animal studies, only toxic for reproductive 
functions when applied systemically. Do not use if not really needed.

After systemic administration, it is 
excreted into the breast milk. Not 
recommended.

Vitamin D3 
analogues

Calcitriol 
(Silkis®)

Insufficient data for humans. In animal studies, teratogenicity and fetotoxic effects 
have been observed when applied at very high dosages. Do not use except when a 
strong indication. If used, then as limited as possible and control calcium levels.

Oral calcitriol is excreted via the breast 
milk. Absorption of topical calcitriol is 
limited, but its use is not 
recommended.

Tacalcitol 
(Curatoderm®)

No available controlled study data in women. In animal models, no toxic effects on 
reproduction were observed. Do not use if not clearly necessary.

Do not use. Not known whether 
excreted into the breast milk.

Cal/BD
fixed 
combination

Cal/BD
(Daivobet®, Enstilar®,
Xamiol®)

Insufficient data. In animal studies, oral Cal did not show teratogenic effects, but 
there was reproduction toxicity. Glucocorticoids did show reproduction toxicity.
In epidemiological studies (<300 pregnancies), no congenital abnormalities were 
observed. Do not use if not clearly necessary.

BD is excreted into milk, but there is 
no available data on Cal. Use with 
caution. If applied to the breasts, 
stop breastfeeding.

Salicylic
acid

Salicylic acid
(Diprosalic® Excipial 
Kerasal®, and others)

No data available. In animal studies, reproduction toxicity has been observed.
Do not use during pregnancy if not clearly necessary.

Do not use.

Tar Ammonium 
bituminosulphonate 
(Ichtholan®)

No human data available. From animal data, reproduction toxicity observed.
No risk to the embryo or fetus observed during long-lasting clinical experience.
If used on small areas, only limited resorption assumed. Do not use on large areas
Only use if clearly necessary.

No data available on whether it is 
excreted into the breast milk. Only use 
if clearly necessary. Do not use in the 
area of the breasts.

* Off-label for psoriasis. BSA, body surface area; Cal, calcipotriol; BD, betamethasone; TCS, topical corticosteroids; TCI, topical calcineurin inhibitors.
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recommended. This is followed with a class III/IV TCS 
applied once or twice daily with or without occlusion, or 
a Cal/BD fixed-dose combination with a gradual reduc-
tion in frequency as illustrated in the Treatment Pathway 
section [56]. When larger areas than palms or soles are 
affected, or when applied extensively on thin skin, sali-
cylic acid absorbed through the skin can have hepatotox-
ic, nephrotoxic, and neurotoxic side effects. Alternatively, 
there are reports demonstrating that the foam formula-
tion of Cal/BD fixed-dose combination, applied directly 
without pre-treatment with salicylic acid or urea contain-
ing topicals on hyperkeratotic lesions, can be very effec-
tive as well [57].

Palmoplantar Psoriasis
Palmoplantar psoriasis features hyperkeratotic, pustu-

lar, or mixed morphologies and is associated with a sub-
stantial impairment in QoL. The cause of palmoplantar 
psoriasis is a combination of genetic and environmental 
factors. Environmental triggers include smoking, irri-
tants, friction, and manual or repetitive trauma [58]. 
Most of the patients with palmoplantar pustulosis are fe-
male and current or former smokers. Paradoxically, this 
is also known to be a side effect of anti-TNF-α therapy in 
psoriasis. Whereas topical treatment for pustulosis-type 
palmoplantar psoriasis is usually disappointing, it is an 
option for plaque-type palmoplantar psoriasis. This usu-
ally requires a keratolytic treatment due to the hyperker-
atosis, as defined above, followed by a potent-to-very po-
tent class III/IV TCS. An initial occlusive therapy acceler-
ates the onset of action. After approximately 2–4 weeks of 
therapy, a fixed combination of Cal/BD can be considered 
for maintenance therapy.

Pregnancy and Breastfeeding
The topical management of psoriasis during pregnan-

cy and lactation is challenging as many topical treatments 
are contraindicated [59, 60] (Table 3).

Multiple large-scale, population-based studies and a 
Cochrane review on pregnant women using TCS did not 
show any increased rate of malformations or preterm de-
livery [61], but there might be a risk of fetal growth re-
striction with high-potency TCS [62]. The use of > 300 g 
of potent TCS during the entire pregnancy is associated 
with low birth weights [62]. Special attention should be 
paid to areas at risk for striae formation, e.g., the breasts, 
thighs, and abdomen [63].

There are no studies on the use of TCI during preg-
nancy. Data on systemic use does not show any increased 
risk of congenital malformations, but there is an increased 

risk of prematurity and low birth weight. Additionally, 
systemic absorption of topical tacrolimus is very low [64]. 
Therefore, TCI may be preferred in corticosteroid-refrac-
tory cases in areas at risk for striae formation as well as 
the face and intertriginous areas.

Anthralin (dithranol, or cignolin in Germany), tazaro-
tene, and coal tar are not recommended due to their sus-
pected or known mutagenic or teratogenic properties, 
and calcipotriene and salicylic acid are not recommended 
due to insufficient data [62, 65].

In breastfeeding women, TCS should be applied di-
rectly after nursing and carefully removed before the next 
feed [63–65]. 

Recommendation for pregnancy: 1st-line recom-
mendations are moisturisers and low-to-mild potency 
TCS of short duration.

Conclusion

Topical therapy is crucial for the successful manage-
ment of psoriasis. The aim of this Swiss expert consensus 
was to optimise the use and outcome of topical treatment 
for the short- and long-term management of psoriasis as 
well as in treatment situations specific to Switzerland.

In clinical practice, Cal/BD fixed-dose combinations 
in various formulations are most frequently used for in-
duction and maintenance therapy. Monovalent treat-
ments with topical corticosteroids are also suitable for the 
induction phase in certain circumstances. Simplified, 
standardised, shared individual decision models, that 
take into consideration patients’ preferences and previ-
ous treatment experience, result in better treatment out-
comes than treatment-on-demand models. Defining 
treatment goals and realistic expectations at the onset of 
treatment also help to ensure adherence.

Key Message

We have presented practical recommendations and an expert 
opinion on the topical management of mild-to-moderate psoria-
sis.
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