
Profiles in Care: Importance of a Coordinated 
Health Care Plan in Plaque Psoriasis 
and Psoriatic Arthritis Management

W ith the shift to value-based reimbursement structures, coor-

dinated care efforts (ie, the deliberate organization of patient 

care activities and information sharing across all care providers to 

achieve safer, more effective care) are being implemented across the 

health care spectrum to help optimize outcomes and reduce costs 

for patients, providers, and payers. The Institute of Medicine recog-

nizes care coordination as a primary strategy to help enhance effec-

tiveness, safety, and efficiency in the health care system.1,2 Patients 

with chronic, complex conditions, such as psoriasis and psoriatic 

arthritis (PsA), may experience particular benefit from the support 

offered through coordinated care frameworks. The following content 

and subsequent interviews describe the complexities associated with 

psoriatic disease and potential coordinated approaches that may help 

support outcomes for this patient population. 

PSORIASIS OVERVIEW

Psoriasis is a relapsing inflammatory skin disease that affects more 

than 8 million adults in the United States.3-6 Approximately 90% of 

those with psoriasis have plaque psoriasis (PsO), which is character-

ized by clearly demarcated erythematous plaques with silvery scales 

that can present across the body surface.7 Typically, less than 3% body 

surface involvement is considered mild disease, 3% to 10% involvement 

is considered moderate, and greater than 10% involvement is severe.3 

PsA affects women and men equally, with a prevalence of approx-

imately 0.06% to 0.25% in the general US population.8 Of patients 

with psoriasis, approximately 20% to 30% develop PsA (as of 2019). 

The arthritic presentation of PsA can be extremely diverse; however, 

it commonly presents with peripheral arthritis and/or inflammation 

of ligaments and tendons (also known as enthesitis).4,8-11 PsA can lead 

to ongoing damage to the joints, diminished quality of life, and a 

higher mortality rate. It is also associated with higher rates of health 

care utilization and costs,9 contributing to the estimated $112 billion 

annual cost of psoriasis management in the United States.12

TREATMENT APPROACH FOR PSORIATIC 
CONDITIONS

Aggressive treatment results may be optimized by recognizing psori-

atic diseases as a complex inflammatory disorder that affects many 

body systems—not only the skin—and that treatment can require a 

proactive, multifaceted approach.4,9 Although most patients with mild 

to moderate PsO can manage their condition with topical therapies 

or phototherapy, patients with moderate to severe PsO typically need 

systemic treatment.3,4 A combination of approaches is used in patients 

with PsA including nonpharmacologic therapies (eg, physical therapy, 

weight loss, and exercise) and pharmacologic therapies (eg, NSAIDs, 

oral disease-modifying anti-rheumatic agents, and biologics).9 

It is important for patients with psoriatic disease to receive the 

right treatment at the right time. Early detection and early treatment 

may improve outcomes.9,13 Even a 6-month delay in PsA treatment 

can result in permanent joint damage and greater disability.14 Despite 
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the importance of proactive treatment, psoriasis is 

often undiagnosed, undertreated, or not treated at 

all.4,15,16 According to results from a National Psoriasis 

Foundation survey, 52% of 4862 patients with psori-

asis indicated dissatisfaction with their treatment.16 

Treatment selection should involve consideration 

of therapies needed to manage the pain and comor-

bidities that often accompany psoriasis.

PAIN MANAGEMENT 

Psoriatic disease is often accompanied by symp-

toms of skin or joint pain. Of patients with psoriasis, 

more than 40% experience skin pain and approxi-

mately 31% experience axial low back pain; however, 

pain is often underreported and therefore under-

recognized.17 It can range from mild to severe, from 

superficial to deep, and may involve sensations 

such as tenderness, aching, cramping, or burning.

Pain associated with PsA is particularly complex 

and is best managed through a multidisciplinary 

care team (including dermatologists, physical ther-

apists, orthopedic surgeons, rheumatologists, and 

pain physicians) and a combination of therapies.17

COMORBIDITY CONSIDERATIONS

The complexity of psoriasis management may be 

attributed in part to its associated comorbidities, 

which include obesity, chronic kidney disease, 

Crohn’s disease, dyslipidemia, diabetes mellitus, 

metabolic syndrome, and psychiatric conditions.4,18 

Cardiovascular comorbidities, such as hyperten-

sion, myocardial infarction, and stroke, necessi-

tate regular screenings in patients with psoriasis 

and support early diagnosis and treatment. The 

complexity of managing psoriatic diseases, as well as 

the associated comorbidities, warrants streamlined 

communication among the dermatologist, primary 

care provider, and other specialists to ensure that 

patients receive optimal, comprehensive care with 

minimal fragmentation.18

Within dermatology, the psoriatic diseases are  

most strongly associated with psychiatric disor-

ders, such as depression. The psychiatric comor-

bidities  can be driven by behaviors and charac-

teristics that often accompany psoriatic diseases 

(eg, physical disfigurement, social stigmatism, 

increased alcohol consumption, and dissatisfac-

tion with treatment).19,20 In a meta-analysis that 

reviewed pooled data of more than 31,000 patients 

with PsA, results showed that depression was the 

most commonly studied mental health disorder 

(along with anxiety). Approximately 20% of the 

patients reported having at least mild depression, 

with the prevalence of overall depression ranging 

from 5% to 51% across different data sets. Those 

with depression reported greater disease activity.21 

Notably, patients with PsA had a higher incidence 

rate of “any suicidality” than that of the general 

population, according to 1 of the studies reviewed.22 

The authors noted a paucity of studies on this topic 

and that additional research is warranted.21 

Patients with psoriasis who have comorbidities 

use more health care resources each year than do 

those without comorbidities. They are more likely to 

experience higher rates of urgent care visits, outpa-

tient visits, and hospitalizations.23 For patients with 

PsA, the presence of 1 comorbidity can increase 

the probability of hospitalization by 3.8 times, and 

additional comorbidities increase the probability 

even more (Figure 1).24 

Comorbidities among patients with psoriasis also 

contribute to higher health care costs. In a retrospec-

tive cohort study on patients with psoriasis, results 

from a direct cost analysis (N = 56,406) showed that 

the incremental adjusted annual direct cost expe-

rienced by patients with psoriasis with 1 comor-

bidity (of 10 comorbidities, including cardiovascular 

disease, depression, anxiety, diabetes, and obesity) 

was approximately $6639 more than that experienced 

by patients with psoriasis without a comorbidity, 

with cardiovascular disease associated with 1 of the 

greatest cost increases ($8275).23 According to results 

from another retrospective cohort study on patients 

with psoriasis (N = 2489), depression was associated 

with an increased cost of $10,482 and GI disorders 

with an increased cost of $5867 (Figure 2).23,25

NEED FOR COORDINATED 
CARE AMONG PATIENTS 
WITH PSORIATIC CONDITIONS

With consideration to the complex, multisystem, 

inflammatory nature of psoriasis, its comorbidities 

(including high rates of psychiatric disorders), and 

its dependence on timely and appropriate treatment 

for optimal outcomes, patients with psoriasis may 

benefit from the multidisciplinary, patient-centered 

approach offered through coordinated care models.1 

Components of a successful model can include 

comprehensive care and medication management 

across a multidisciplinary care team (eg, primary 

care physicians, nurses, dietitians, pharmacists, C
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behavioral health specialists, rheumatolo-

gists, and dermatologists), shared patient 

information and disease tracking through 

health information technology (eg, electronic 

health records [EHRs]), and patient-centered 

education and self-management.1,2

QUALITY MEASURES 
TO INCENTIVIZE IMPROVED 
CARE OUTCOMES

As a part of the effort to improve psoriasis 

outcomes through a coordinated care model, 

providers can track quality measures via 

the qualified clinical data registry (QCDR) 

from the American Academy of Dermatology 

(AAD) to submit to the Centers for Medicare & 

Medicaid Services for Merit-based Incentive 

Payment System (MIPS) reporting. Individual 

AAD QCDR measures related to psoriasis for 

2021 include the percentage of patients with 

psoriasis screened for PsA at each visit (AAD 7) 

and the percentage of patients with psoriasis 

aged 18 years or more, who, at the index visit, 

received a patient-reported itch severity 

assessment with a score of 4 or more and, at 

a follow-up visit, reduced the score by at least 

2 points (AAD 9). Additional MIPS measures 

for patients with psoriasis include clinical 

response to systemic therapy (MIPs 410).26

CURRENT COORDINATED CARE EFFORTS 
IN DERMATOLOGY AND RHEUMATOLOGY

Several organizations have already begun to coordinate care between 

dermatology and rheumatology and have experienced positive results 

with their patients with PsO and PsA. Cleveland Clinic developed a 

collaborative dermatology-rheumatology clinic, which they noted has 

improved patient outcomes and enhanced research and education 

opportunities.27 Similarly, Brigham and Women’s Hospital developed 

the Brigham’s Center for Skin and Related Musculoskeletal Diseases, 

which offers patients with psoriatic disease comprehensive care from 

a single location. In the center, rheumatologists, with their exper-

tise in joint examination and differential diagnoses for joint disor-

ders, team with dermatologists, who navigate the various presenta-

tions of psoriasis and identify appropriate therapies for the skin.28 

This collaborative approach is also supported in certain medical school 

academic programs, such as a dermatopathology residency program 

offered through the University of Virginia, which involves partici-

pation in a multidisciplinary rheumatology-dermatology clinic.29 

Medical networks and groups have also been established to encourage 

collaboration among disciplines for the treatment of psoriatic disease. 

The Group for Research and Assessment of Psoriasis and Psoriatic 

Arthritis (GRAPPA) supports “sharing of information related to psoriasis 

and PsA [and] networking among different medical disciplines that 

see psoriasis and psoriatic arthritis patients.”30 Even more specifically, 

the Psoriasis & Psoriatic Arthritis Clinics Multicenter Advancement 

Network (PPACMAN) aims to support partnerships between dermatol-

ogists and rheumatologists for psoriasis management, and has estab-

lished a network of combined clinics that focuses on improving educa-

tion regarding psoriatic disease, supporting additional formation of 

combined clinics, and researching the effectiveness of these models.31

ADDITIONAL OPPORTUNITIES 
FOR COORDINATED CARE

Although positive efforts are being made toward coordinating psori-

asis care among dermatologists and rheumatologists, there are addi-

tional opportunities to coordinate care across the entire health care 

spectrum for patients with psoriatic disease. According to the Global 

Psoriasis Coalition, it may be beneficial to include primary care 

providers (PCPs) in the coordinated care model; with high-frequency 

patient contact, PCPs are well positioned to oversee and coordinate 
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Figure 1. Increased Risk of Hospitalization Among PsA Patients 
With One or More Comorbidity24,a

Figure 2. Increased Health Care Costs With Psoriasis  
and Specific Comorbidities23,25

PsA, psoriatic arthritis.
aResults from a postal survey conducted among veterans in Veterans Integrated Services Network. Data calculated with multivariable regression models 
that adjusted for age, gender, race, education level, marital status, employment status, comorbidity, ADL limitation, and current smoking status.

CVD, cardiovascular disease; GI, gastrointestinal; PsO, psoriasis.
aHealth care expenditure estimates were controlled for age, gender, region, health plan type, and length of follow-up. 
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the facets of patient care outside of dermatology and rheumatology. 

Centralized providers—whether they be PCPs or combined dermatology-

rheumatology clinics—can help ensure treatment adherence, screen 

for common comorbidities, connect patients to additional specialists 

and community resources, monitor for changes in disease severity, 

offer patient education, and assess the psychological impact of PsO 

or PsA on the patient. These centralized providers can also ensure 

open and ongoing communication with patients to clarify their pref-

erences and track their satisfaction with treatment and outcomes; the 

providers can then liaise with involved specialists—such as cardiol-

ogists or behavioral health specialists—to ensure a patient-centric 

and coordinated approach across the entire patient care spectrum.32

Providers can initiate the following efforts to build or im-
prove on a coordinated care model for psoriatic conditions 
in their practices32:

• Offer training to the care team to increase awareness 
of PsO and PsA to improve skills regarding recognition, 
diagnosis, and management of these conditions. 

• Implement care pathways that involve routine comorbidity 
screenings, personalized patient education, and support 
with necessary patient behavior changes.

• For underserved or lower-income populations, consider 
offering resources such as (1) counseling on available 
services for medication affordability, and (2) telehealth 
capabilities to address care-access challenges for 
remote patients or those without adequate transportation 
for appointments. 

• Create clear guidelines on when to refer patients 
to a specialist.

EXPERT PERSPECTIVES IN COORDINATED 
HEALTH CARE

Fundamental aspects of coordinated care are applicable across 

many fields of chronic disease, and providers who want to develop 

a coordinated approach for psoriasis care may benefit by reviewing 

management strategies employed by other health care sectors. The 

following interviews branch into various sectors (primary care and 

psychiatry) to glean insights on how they approach care coordina-

tion and the patient and organizational priorities they have estab-

lished for optimized care. •
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