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ABSTRACT

Introduction:  Psoriasis is a chronic inflam-
matory skin disorder, affecting around 2–3% of 
the global population. The IL-23/Th17 signal-
ing pathway plays a critical role in disease pro-
gression. Guselkumab, an IL-23p19 monoclonal 

antibody, has shown substantial efficacy in clini-
cal trials for treating moderate-to-severe plaque 
psoriasis. However, preliminary identification of 
super responders (SRe: patients achieving PASI 
100 at week 20) can help optimize treatment 
strategies. This study aims to identify predic-
tive factors for SRe status in patients receiving 
guselkumab therapy for psoriasis and to evalu-
ate long-term effectiveness in the entire cohort 
and both SRe and non-super-responder (nSRe) 
groups to understand whether SRe status is also 
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a predictor of long-term response to guselkumab 
in a real-world setting.
Methods:  A retrospective longitudinal study 
was conducted at ten Italian centers between 
January and October 2024. Data from 1008 
patients treated with guselkumab for at least 
20 weeks were analyzed. Patients were classified 
as SRe (PASI 100 at week 20) and nSRe. Baseline 
clinical and anthropometric profiles, comorbidi-
ties, and treatment history were collected. Effi-
cacy was evaluated using PASI scores. Logistic 
regression analysis was performed to identify 
predictive factors for achieving SRe status.
Results:  Of 1008 patients, 581 (57.6%) were 
classified as SRe, while 427 (42.4%) were nSRe. 
SRe patients were more likely to be bio-naïve 
and had lower baseline PASI scores and comor-
bidities such as obesity, hypertension, and dia-
betes. Multivariate logistic regression identified 
obesity, prior biologic therapy, and a higher 
baseline PASI as negative predictors for SRe 
status. Guselkumab demonstrated significant 
long-term efficacy, with SRe patients achieving 
sustained PASI 100 in 85% at year 4 and 83.4% 
at year 5 compared to 54% and 59.2% in nSRe 
patients, respectively.
Conclusions:  Our study highlights the impor-
tance of identifying patients most likely to 
achieve PASI 100 early in treatment. Factors 
such as obesity, prior biologic experience, and 
baseline PASI contribute to predicting complete 
skin clearance, which can guide clinical deci-
sion-making and enable personalized treatment 
strategies.

Keywords:  Guselkumab; Long-term efficacy; 
Predictive factors; Psoriasis; Super responders

Key Summary Points 

Why carry out this study?

Psoriasis is a chronic inflammatory skin 
disorder affecting 2–3% of the global popula-
tion, with significant physical and psycho-
logic burdens. Identifying predictive factors 
for optimal treatment response remains an 
unmet need.

Guselkumab, an IL-23p19 monoclonal 
antibody, has demonstrated strong efficacy 
in treating moderate-to-severe psoriasis, but 
early identification of super responders (SRe) 
could optimize therapeutic strategies.

What did the study ask?/What was the hypothesis of the 
study?

This study aimed to identify predictive fac-
tors for SRe status (patients achieving PASI 
100 at week 20) and assess whether early 
complete response predicts long-term effec-
tiveness in a real-world setting.

What was learned from the study?

The study found that 57.6% of 1008 patients 
were super responders (SRe). Negative predic-
tors for achieving SRe included obesity, prior 
biologic therapy, and higher baseline PASI 
scores. At years 4 and 5, 85% and 83.4% of 
SRe patients maintained PASI 100 compared 
to 54% and 59.2% of non-super responders 
(nSRe).

These findings suggest that identifying 
patients likely to achieve early complete skin 
clearance can optimize treatment strategies, 
with early intervention and tailored biologic 
therapy supporting long-term psoriasis con-
trol.
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INTRODUCTION

Psoriasis is a chronic inflammatory skin condi-
tion affecting approximately 2–3% of the global 
population, often associated with systemic 
symptoms and significantly impacting physi-
cal and psychologic well-being [1]. Its develop-
ment is influenced by genetic, environmental, 
and immunologic factors, with the IL-23/Th17 
pathway playing a key role in disease progres-
sion [2].

IL-23 is a cytokine composed of the p19 and 
p40 subunits. It serves as a central regulator in 
psoriasis by activating Th17 cells, which produce 
inflammatory cytokines like IL-17A, IL-17F, and 
TNF, leading to keratinocyte proliferation and 
chronic inflammation [3, 4]. These insights 
have led to the development of targeted biologic 
therapies, including IL-17 and IL-23 inhibitors, 
which have revolutionized psoriasis treatment. 
Among these, guselkumab, a fully human mon-
oclonal antibody targeting IL-23p19, has dem-
onstrated strong efficacy in clinical trials. It 
significantly reduces Psoriasis Area and Severity 
Index (PASI) scores, promoting long-term skin 
clearance with a favorable safety profile [5]. 
Approved in 2017 by the EMA for moderate-to-
severe plaque psoriasis and in 2020 for psoriatic 
arthritis, guselkumab has been available in Italy 
since October 2018. The efficacy of guselkumab 
in the treatment of psoriasis has been demon-
strated in clinical trials and long-term open-label 
extensions [5, 6].

In addition, previous studies showed that 
early and targeted intervention in psoriasis has 
been linked to better long-term outcomes [7]. 
The GUIDE trial (NCT03818035), a phase 3b 
study in Germany and France, explored whether 
early treatment with guselkumab may lead to 
long-lasting and disease-modifying effects. 
Patients achieving PASI 0 at weeks 20 and 28 
were classified as super responders (SRe) [8]. 
The study’s second phase compared different 
dosing intervals, assessing whether extending 
guselkumab to every 16 weeks could maintain 
control in SRe patients. Preliminary data suggest 
that super responders were typically younger, 
had a shorter disease history, had lower BMI 
(< 25 kg/m2), had fewer nail issues, and were 

more often bio-naïve than non-SRe patients [9]. 
A recent study conducted by Marcelli et al. con-
firms the efficacy and safety of guselkumab in 
real-life experience and suggests that the com-
bination of psoriatic arthritis and bio-naïve con-
dition at baseline was the strongest predictive 
model for the SRe status [10]. Building on these 
findings, our study aims to identify predictive 
factors for SRe status to guselkumab (patients 
achieving PASI 100 at week 20) and its long-term 
clinical implication, expanding the existing lit-
erature. Recognizing SRe patients will be crucial 
for optimizing clinical decisions, ensuring rapid 
and sustained treatment responses, maximizing 
drug survival rates, and enabling extended dos-
ing intervals.

METHODS

Population and Study Design

This was a retrospective longitudinal study 
conducted in ten Italian centers specialized in 
prescribing biologic drugs for psoriasis between 
January and October 2024 (Supplementary 
Table S1). All patients received guselkumab ther-
apy for at least 20 weeks (three doses) according 
to the standard protocol: induction at 100 mg 
subcutaneously at weeks 0 and 4, followed by 
maintenance every 8 weeks. Guselkumab was 
prescribed to patients with moderate-to-severe 
psoriasis, defined by a PASI > 10, who were 
unresponsive to, had contraindications for, or 
experienced adverse effects from at least one 
conventional therapy, as per Italian guidelines 
for biologic prescription [11]. Patients with 
PASI < 10 were included if psoriasis affected 
sensitive areas (face, scalp, hands, or genitals). 
Patients with concurrent psoriasis and psoriatic 
arthritis (PsA), diagnosed based on rheumato-
logic evaluation, were also included. Exclusion 
criteria included other autoimmune or inflam-
matory conditions, guttate/erythrodermic/pus-
tular psoriasis as the predominant form, severe 
monoclonal antibody reactions, pregnancy, 
and recent hospitalization for cardiac, pulmo-
nary, or cerebrovascular events. Any patient who 
had used concomitant systemic therapy to treat 
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psoriasis and PsA was excluded from the study. 
The observation period was extended to up to 
5 years. During this period, data were collected 
at 20 weeks, 1 year, and annually up to the 5th 
year. Any treatment interruptions were recorded, 
along with the reasons, including primary inef-
ficacy (failure to achieve PASI 75 within the first 
16 weeks of treatment), loss of response (loss 
of PASI 75 after 16 weeks of treatment), loss to 
follow-up, adverse events, and other causes. At 
baseline (T0), all patients underwent thorough 
screening investigations to assess their eligi-
bility for guselkumab treatment, in particular, 
Quantiferon-TB gold tests and serology for hepa-
titis B virus (HBV), hepatitis C virus (HCV), and 
human immunodeficiency virus (HIV), hema-
tology panel, serum chemistry panel (glucose, 
transaminases, creatinine, blood urea nitrogen, 
total protein, total and fractionated bilirubin, 
lactate dehydrogenase, creatine phosphokinase, 
gamma-glutamyl transferase, and alkaline phos-
phatase), anti-nuclear antibodies, extractable 
nuclear antigens, and urinalysis panel. Patients 
started treatment at different times during the 
study, so these data represent a cross-sectional 
‘snapshot’ taken up to the end of October 
2024. PASI evaluation was conducted at base-
line, at week 20, and subsequently every year 
until the last observation. Clinical efficacy was 
assessed using PASI90 and PASI100. The primary 
endpoint of the study was to characterize SRe 
patients in a real-life context to preliminarily 
identify the profile of patients able to respond 
most effectively to guselkumab. Patients who 
achieved a PASI = 0 by week 20 were considered 
SRe. The secondary endpoint was the evalua-
tion of long-term clinical efficacy comparing 
the entire cohort, the SRe and nSRe groups up 
to 5 years, to evaluate the long-term therapeutic 
implication of SRe status. All patients provided 
written informed consent before enrollment. 
The study was conducted in compliance with 
the ethical standards outlined in the 1975 Decla-
ration of Helsinki. According to Italian law, for-
mal ethical committee approval is not required 
for this type of study.

Statistical Analysis

Data are presented as mean ± standard devia-
tion for continuous variables and as numbers 
and percentages for categorical variables. For 
continuous variables, the comparison was per-
formed using a two-tailed t-test with unequal 
variances. For categorical variables, the chi-
square test was used. A t-test was performed to 
compare PASI scores between the entire cohort 
(ALL) and SRe groups and between the SRe and 
nSRe groups at different time points. Univari-
ate logistic regression analysis was performed 
considering sex, age, age of disease onset, dis-
ease duration, weight, body mass index (BMI), 
baseline PASI score, presence of PsA at baseline, 
number of comorbidities, number of previous 
biologics, and last class of biologics used to eval-
uate a possible association with the SRe status. 
Stepwise multivariate logistic regression models 
were performed to determine the best predic-
tive models that can define a patient as SRe to 
guselkumab using the same variables analyzed in 
the univariate analysis. If any study values were 
not recorded for an intermediate patient visit, 
the value was assigned using the last observa-
tion carried forward (LOCF) method. Statistical 
significance was set at p < 0.05. All analyses were 
performed using STATA 11.2 software (StataCorp 
LP Inc., College Station, TX, USA).

RESULTS

Baseline Characteristics of 
Guselkumab‑Treated Patients

Data from 1008 patients treated with 
guselkumab monotherapy for at least 20 weeks 
were collected. At the time of analysis, 931 had 
completed 1 year of treatment, 752 had reached 
2 years, 548 had completed 3 years, 381 had 
reached 4 years, and 252 had completed 5 years. 
Table 1 summarizes the baseline characteris-
tics of SRe and nSRe. Of the total patients, 581 
(57.6%) were classified as SRe, achieving PASI 
100 by week 20, while 427 (42.4%) were nSRe. 
Both groups had similar age, BMI, disease onset, 
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duration, and PsA prevalence. However, baseline 
PASI was lower in SRe than in nSRe (15.5 vs. 
13.4, p = 0.000). SRe patients were more often 
bio-naïve (42.4% vs. 32.6% in nSRe, p = 0.002). 
They also had lower rates of hypertension 
(37.1% vs. 40.9%, p = 0.324), obesity (22.2% vs. 
28.1%, p = 0.034), and diabetes (11.5% vs. 17.5%, 
p = 0.006). Cardiovascular disease and dyslipi-
demia rates were comparable (18.1% vs. 18.9% 
and 27.7% vs. 26.6%, respectively).

Univariate and Multivariate Logistic 
Regression Analysis

A univariate logistic regression analysis was con-
ducted considering sex, age, disease onset age, 
disease duration, weight, BMI, baseline PASI 
score, number of comorbidities, psoriatic arthri-
tis at baseline, prior biologic treatments, and the 
last class of biologic drug used (Table 2). Results 
showed that obesity (BMI ≥ 30) was a negative 

Table 1   Baseline clinical characteristics of patients with psoriasis

Patients who achieved complete clear skin (PASI = 0) by week 20 of treatment were defined as super responders (SRe). The 
remaining group was defined as non-super responders (nSRe). Comparisons between the SRe and nSRe groups were per-
formed for continuous variables using a two-tailed t-test with unequal variances. For categorical variables, the chi-square test 
was used

Clinical characteristic ALL (N = 1008) SRe (N = 581) nSRe (N = 427) p-value

General

Male/female gender, n (%) 620/388 (61.5/38.5) 346/235 (59.5/40.5) 274/153 (64.1/35.9) 0.102

Age, mean (SD), years 56 (14.6) 55 (14.7) 57 (14.4) 0.037

BMI, mean (SD), kg/m2 27.2 (5.3) 27.1 (5.2) 27.4 (5.4) 0.302

Disease characteristics

Age at disease onset, mean (SD) 34 (19.8) 33 (21.4) 34 (17.7) 0.597

Disease duration, mean (SD) 22.6 (14.9) 22 (14.6) 23 (15.2) 0.339

PsA, n (%) 234 (23.2) 142 (24.4) 92 (21.5) 0.285

PASI at baseline, mean (SD) 14.3 (8.8) 13.4 (8.7) 15.5 (8.8) 0.000

Biologic therapy n, (%)

Biologic naïve 385 (38.2) 246 (42.4) 139 (32.6) 0.002

Previous biologic therapy 623 (61.8) 335 (57.6) 288 (67.4) 0.001

1 biologic 374 (37.1) 202 (34.7) 172 (40.2) 0.051

2 biologics 159 (15.7) 86 (14.8) 73 (17.1) 0.323

≥ 3 biologics 90 (8.9) 47 (8.1) 43 (10) 0.222

Comorbidities, n (%)

Hypertension 391 (38.7) 216 (37.1) 175 (40.9) 0.324

Dyslipidemia 275 (27.2) 161 (27.7) 114 (26.6) 0.739

Obesity (BMI ≥ 30) 249 (24.7) 129 (22.2) 120 (28.1) 0.034

Heart disease 186 (18.4) 105 (18.1) 81 (18.9) 0.684
Diabetes mellitus 142 (14) 67 (11.5) 75 (17.5) 0.006
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predictor for achieving SRe status at week 20 
(OR 0.73, p = 0.032). Previous biologic therapy 
and the number of prior biologic treatments 
were also associated with a lower likelihood of 
reaching SRe status (OR 0.87, p = 0.026; OR 0.66, 
p = 0.002, respectively). Additionally, a higher 
baseline PASI score (OR 0.97, p = 0.000) and older 
age (OR 0.99, p = 0.039) were significant negative 
predictors. No other variables were found to be 
associated with SRe status. Multivariate analysis 
identified the key factors most frequently neg-
atively linked to SRe status: obesity (OR 0.74, 
p = 0.043), prior biologic experience (OR 0.57, 
p = 0.000), and a higher baseline PASI score (OR 
0.97, p = 0.000) (Table 3).

Long‑Term Effectiveness

The effectiveness of guselkumab was evident 
in both the short and long term, as demon-
strated by the average PASI reduction graph. 

Guselkumab therapy significantly reduced the 
mean PASI score in the overall study population, 
from 14.3 at baseline to 1.3 at week 20, 0.9 at 
1 year, 1.0 at 2 years, and 1.2 at 3 years, main-
taining this trend through 5 years (Fig. 1). In 
the SRe group, the mean PASI score decreased 
rapidly from 13.4 at baseline to 0 at week 20, 
0.1 at 1 year, and 0.4 at 2 years, remaining stable 
through 5 years (mean PASI: 0.6). In contrast, 
the nSRe group showed a reduction from 15.5 
at baseline to 3.0 at week 20 and 1.9 at 1 year 
and maintained similar values over time, with 
a mean PASI of 1.9 at 3 years and 1.8 at 5 years. 
A t-test comparing PASI scores between the ALL 
and SRe groups, as well as between the SRe and 
nSRe groups at various time points, consist-
ently revealed significant differences between 
groups (p < 0.05). In the long term, differences 
in the percentage of patients achieving PASI 90 
and PASI 100 between the SRe and nSRe groups 
were observed. At 1 year, 97% of SRe patients 
achieved PASI 90 compared to 53% of nSRe 
patients. This difference decreased over time, 
with 90.8% of SRe patients reaching PASI 90 at 
4 years versus 69.5% of nSRe patients. By year 
5, the gap narrowed further to 89.7% in SRe 
patients versus 70.4% in nSRe patients (Fig. 2). 
The most pronounced difference was observed 
in achieving PASI 100 in both the short and long 
term. At week 52, 93.3% of SRe patients main-
tained PASI 100, whereas only 30.5% of nSRe 
patients achieved complete skin clearance at 
the same time point. After 4 years of treatment, 
85% of SRe patients maintained completely clear 
skin compared to 54% of nSRe patients. By year 
5, the difference persisted, with 83.4% of SRe 
patients achieving PASI 100 versus 59.2% of 
nSRe patients (Fig. 3).

Safety and Drop‑out

In our cohort, a total of 97 patients (9.6%) 
experienced treatment discontinuation over 
time; of these, 41 patients (7.0%) were from the 
SRe group and 56 patients (13.1%) were from 
the nSRe group (p = 0.001). Primary inefficacy 
occurred in 11 patients (1.1%), with no patient 
from the SRe group and all 11 patients from the 
nSRe group (p = 0.0001). Loss of response was 

Table 2   Univariate logistic regression analysis of variables 
associated with super-responder status at week 20 (achieve-
ment of PASI = 0)

Variable OR (95% CI) p-value

Age 0.99 [0.98–0.99] 0.039

Obesity 0.73 [0.55–0.97] 0.032

Number of previous bio-
logic therapies

0.87 [0.77–0.98] 0.026

Previous biologic therapies 0.66 [0.51–0.85] 0.002
PASI score at baseline 0.97 [0.96–0.99] 0.000

Table 3   Stepwise multivariate logistic regression associ-
ated with super-responder status at week 20 (achievement 
of PASI = 0)

Number of observations = 1007; LR chi² (3) = 34.66; prob-
ability > chi² = 0.0000; pseudo R2 = 0.0253

Variable OR (95% CI) p-value

Obesity 0.74 [0.55–0.99] 0.043

Previous biologic therapies 0.57 [0.44–0.75] 0.000
PASI score at baseline 0.97 [0.95–0.98] 0.000
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observed in 43 patients (4.3%), 16 from the SRe 
group and 27 from the nSRe group (p = 0.0008). 
A total of 24 patients (2.4%) were lost to follow-
up, 13 from the SRe group (2.2%) and 11 from 
the nSRe group (2.6%) (p = 0.002). In total, we 
observed six adverse events: three eczematous 
reactions, two injection site reactions, and one 
case of oral lichen planus, with no difference 
between the two groups (p = 0.654). Thirteen 
patients (1.2%) discontinued treatment for other 
reasons: five because of personal choice, three 
because of pregnancy desire, three because of 
cancer diagnosis, ine because of uncontrolled 
PsA, and one because of new-onset PsA. Table 4 
shows discontinuation rates over time. Among 
patients diagnosed with concomitant PsA, 
22 (9.4%) discontinued treatment, including 
9 in the SRe group and 13 in the nSRe group 
(p = 0.045).

DISCUSSION

The long-term efficacy of guselkumab in the 
treatment of chronic plaque psoriasis has been 
extensively demonstrated through both clini-
cal trials and real-world studies [5, 6, 12–17]. 
Our findings align with existing literature, con-
firming sustained clinical effectiveness in both 
the short and long term. At week 20, 69.9% of 
our patient cohort (n = 1008) achieved PASI 90, 
comparable to the GUIDE [18] study (73.6%) 
and slightly lower than VOYAGE 1 at week 245 
(80.2%). Similarly, PASI 100 was reached by 
57.6% of patients, exceeding the 44.4% observed 
in VOYAGE 1 at 24 weeks [5]. These outcomes 
further improved over longer observation peri-
ods: at 1 year, PASI 90 was achieved in 78.3% of 
patients (compared to 76.3% in VOYAGE 1 at 
week 48) [5], and PASI 100 was reached in 66.7% 
(versus 47.4% in VOYAGE 1 at week 48) [5]. At 2 
years, PASI 90 was observed in 80.1% and PASI 
100 in 69.8% of patients. These values remained 
stable in subsequent evaluations, with PASI 90 

Fig. 1   Mean PASI score up to 5 years ITT-LOCF (inten-
tion to treat—last observation carried forward). A t-test 
was performed to compare PASI scores between the ALL 
and super-responder (SRe) groups as well as between the 
SRe and non-super-responder (nSRe) groups at different 

time points. Statistically significant differences in the ALL 
vs. SRe comparison are marked with a single asterisk (*), 
while significant differences in the SRe vs. nSRe compari-
son are marked with double asterisks (**)
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at 5 years in 80.5% of our cohort (compared to 
84.1% and 82% in VOYAGE 1 and 2) [6] and 
PASI 100 in 70.6% (vs. 52.7% and 53% in VOY-
AGE 1 and 2) [6].

When comparing super responders, defined 
as patients achieving PASI 100 at week 20, with 
non-super responders, a marked difference 
in clinical outcomes was evident in both the 
short and long term. At 52 weeks, PASI 90 was 
reached by 97% of SRe patients compared to 
53% of nSRe patients, consistent with Marcelli 
et al. (95% vs. 52.1%) [10]. These differences 
persisted over time, with PASI 90 achieved 
at 2 years in 91.8% of SRe vs. 65.6% of nSRe 
patients (compared to 92.5% and 71.9% in 
Marcelli et al.) [10] and at 4 years in 90.8% of 
SRe vs. 69.5% of nSRe patients (compared to 
89.5% and 79.4% in Marcelli et al.) [10]. Our 
analysis identified key characteristics associated 
with SRe status. Super responders were more 
frequently bio-naïve (p = 0.002) and had a lower 
prevalence of obesity (p = 0.034), hypertension 
(p = 0.324), and diabetes (p = 0.006). Baseline 

PASI was also lower in SRe patients compared 
to nSRe (p = 0.000). Multivariate analysis con-
firmed that obesity, prior biologic experience, 
and a higher baseline PASI score were nega-
tive predictors of SRe status. These findings 
are consistent with previous reports suggest-
ing that younger age, lower BMI, and being 
bio-naïve are favorable factors for achieving 
complete skin clearance early in the treatment 
course [9]. A major strength of our study is the 
large sample size (1008 patients), which allows 
for a robust and comprehensive analysis of 
guselkumab’s effectiveness in a real-world set-
ting. Additionally, the high percentage of SRe 
(57.6%) compared to the GUIDE study (34.4%), 
although a more restrictive time interval was 
chosen for the definition of SRe (20 weeks vs. 
28 weeks), provides a unique opportunity to 
better characterize this patient subgroup and 
identify predictive factors for early and com-
plete skin clearance. In our cohort, patients 
in the SRe group exhibited better clinical out-
comes compared to those in the nSRe group. 

Fig. 2   PASI90 achievement up to 5 years (ITT-LOCF)
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Specifically, the SRe group had a significantly 
lower rate of primary inefficacy (p = 0.0001) and 
a significantly lower rate of loss of response 
(p = 0.0008) compared to the nSRe group. 

Additionally, the SRe group had a lower rate of 
treatment discontinuation (p = 0.001), suggest-
ing that these patients respond more favorably 
to guselkumab in both the short and long term. 

Fig. 3   PASI100 achievement up to 5 years (ITT-LOCF)

Table 4   Treatment discontinuation rate over time among patients

The table presents the percentage of patients who discontinued treatment for primary inefficacy (defined as failure to achieve 
PASI 75 at week 16), loss of response, adverse events, lost to follow-up, and other reasons. Comparisons between the SRe 
and nSRe groups were performed for categorial variables using a chi-square test
*Other reasons include five cases because of personal choice, three related to the desire for pregnancy, three following a can-
cer diagnosis, and two because of uncontrolled PsA

Patient dropouts All (N = 1008) SRe (N = 581) nSRe (N = 427) p-value

Discontinuation, n (%) 97 (9.6) 41 (7.0) 56 (13.1) 0.001

Primary inefficacy, n (%) 11 (1.1) 0 (0) 11 (2.5) 0.0001

Loss of response, n (%) 43 (4.3) 16 (2.7) 27 (6.3) 0.0008

Adverse events, n (%) 6 (0.6) 4 (0.8) 2 (0.5) 0.654

Loss to follow-up, n (%) 24 (2.4) 13 (2.2) 11 (2.6) 0.728
Other reasons*, n (%) 13 (1.2) 8 (1.3) 5 (1.2) 0.997
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A particularly interesting observation in our 
cohort was the significant difference in treat-
ment discontinuation between PsA patients in 
both groups. Among the 234 patients with pso-
riatic arthritis, 22 (9.4%) discontinued treat-
ment: 9 (6.3%) from the SRe group and 13 
(14.1%) from the nSRe group (p = 0.045). Only 
one patient in the SRe group stopped because 
of new-onset PsA, while the others in both 
groups discontinued for other reasons. Our 
findings suggest that achieving complete skin 
clearance by week 20 may help reduce systemic 
inflammation, potentially benefiting joint 
symptoms. Adverse events were rare, with only 
six cases reported across all patients, showing 
no significant difference between the SRe and 
nSRe groups (p = 0.654). However, our study has 
some limitations. As a retrospective, observa-
tional analysis, it is subject to inherent biases, 
including variations in patient management 
across different centers. The use of real-life 
data, while reflective of clinical practice, lacks 
the controlled environment of randomized tri-
als, which may introduce confounding factors. 
Lastly, although we identified key predictors 
of super-responder status, external validation 
in independent cohorts would strengthen the 
generalizability of our results.

CONCLUSION

Our findings highlight the importance of early 
and targeted intervention in psoriasis treat-
ment. Identifying predictive factors for super-
responder status can facilitate individualized 
therapeutic strategies, ensuring optimal clini-
cal outcomes, promoting prolonged drug sur-
vival, and potentially extending dose intervals 
for selected patients. Furthermore, the superior 
long-term efficacy observed in SRe patients sug-
gests that early achievement of complete skin 
clearance may have disease-modifying effects, 
strengthening the role of personalized treatment 
approaches in psoriasis management. Our study 
demonstrates that early achievement of com-
plete skin clearance with guselkumab (PASI 100 
at week 20) is a strong predictor of long-term 

efficacy in psoriasis treatment. Super respond-
ers exhibit superior clinical outcomes, includ-
ing sustained PASI reductions and lower rates 
of treatment discontinuation, compared to non-
super responders. Moreover, obesity, prior expo-
sure to biologics, and a high baseline PASI score 
were identified as negative predictors for achiev-
ing SRe status. These findings emphasize the 
importance of early intervention and personal-
ized treatment strategies to optimize long-term 
therapeutic outcomes in psoriasis management.
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