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IMPORTANCE Patients with psoriatic disease are at increased risk of cardiovascular disease
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(CVD), which is a leading cause of mortality in this population. However, many of these
patients do not have an active relationship with a primary care physician, and there may be a
role for specialist-led care in prevention of CVD.
OBJECTIVE To explore clinician and patient perspectives regarding strategies to improve CVD

prevention via specialist-led care.
DESIGN, SETTING, AND PARTICIPANTS Using electronically collected surveys, a best-worst
scaling experimental survey study was conducted among dermatologists through the
National Psoriasis Foundation as well as the American Academy of Dermatology from
October 27, 2020, to April 1, 2021, to rank the strategies according to their potential to
improve CVD prevention among patients with psoriatic disease. Participants were asked
about the feasibility of specialist-led screening through an electronically delivered survey
from the National Psoriasis Foundation conducted between February 1 and April 21, 2021.
Patients with psoriatic disease were asked about whether they would like the specialist to
screen for CVD risk factors. In addition, patients reported their likelihood to engage in CVD
risk screening and management behaviors in scenarios in which either the primary care
physician or specialist was making the recommendations.
MAIN OUTCOMES AND MEASURES For the clinician surveys, the primary outcome was the ratio
scaled preference score (range, 0-100; higher is more preferred), as well as whether they
think calculating a 10-year CVD risk score and prescribing statins seems feasible. For the
patient surveys, the primary outcome was the likelihood to check cholesterol level,
incorporate diet and exercise, or use statin therapy depending on whether recommended by
the specialist or primary care physician, whether they would like their specialist to educate
them about CVD risk, and whether they would find it convenient to have their cholesterol
level checked by their specialist.
RESULTS Among 183 dermatologists (102 [55.7%] women; mean [SD] age not collected),
clinical decision support (preference score, 22.3; 95% CI, 20.7-24.0), patient education
(preference score, 14.1; 95% CI, 12.5-15.7), and clinician education (preference score, 15.8;
95% CI, 14.3-17.3) were ranked as strategies likely to improve CVD prevention in patients with
psoriatic disease. In addition, 69.3% (95% CI, 62.2%-76.0%) of dermatologists agreed or
strongly agreed that checking lipid levels was feasible. Among 160 patients with psoriasis and
162 patients with psoriatic arthritis (226 [70.2%] women; mean [SD] age, 54 [13.3] years),
patients reported they were as likely to engage in cardiovascular risk screening and
management behaviors whether recommended by their primary care physician or their
specialist. In addition, 60.0% (95% CI, 52.0%-67.7%) of patients with psoriasis and 75.3%
(95% CI, 67.9%-81.7%) of those with psoriatic arthritis agreed that it would be convenient for
them to have their cholesterol checked by their dermatologist/rheumatologist.
CONCLUSIONS AND RELEVANCE In this survey study, dermatologists and patients with
psoriatic disease expressed positive perspectives about engaging in a specialist-led model of
care to improve CVD prevention. Dermatologists appear to view several strategies as having
potential to improve cardiovascular risk prevention.
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soriasis and psoriatic arthritis are chronic inflammatory diseases that are associated with increased risk
of cardiovascular disease (CVD) and premature
mortality.1-6 Patients with psoriasis who require treatment with
systemic medications or phototherapy have been reported to
have reduced life expectancy by 5 years after adjusting for traditional risk factors.7 Cardiovascular disease is a leading cause
of this excess mortality and guidelines from the American
Academy of Dermatology/National Psoriasis Foundation (NPF)
and the American Heart Association/American College of Cardiology specifically identify patients with psoriatic disease as
a population in need of enhanced CVD prevention efforts.2,8
Evidence-based CVD prevention for individuals with psoriatic disease includes screening for risk factors (eg, diabetes,
hypertension, hyperlipidemia, and smoking), counseling about
risk, and management (eg, lifestyle modification and medication management of risk factors).2,8 Ten-year risk of major CVD
events, such as myocardial infarction or stroke, can be estimated using the American Heart Association/American College of Cardiology Pooled Cohort Equations CV Risk Calculator available online.9 This calculator estimates risk using basic
demographic information and medical history, lipid levels,
blood pressure, and diabetes status.
Screening rates among patients with psoriasis are suboptimal: a UK study of primary care–based screening for CVD risk
in those with psoriasis found that 48% had previously undetected risk factors for CVD and among those with known CVD
risk factors, 46% had suboptimal blood pressure and cholesterol levels.10,11 Furthermore, although a survey of dermatologists noted that 45% reported screening patients with psoriasis for dyslipidemia,12 data from the National Ambulatory Care
Survey found that fewer than 5% of psoriasis encounters included screening for dyslipidemia.13
Although statins are a useful CVD prevention tool given
their efficacy, safety, low cost, and ease of use, statins are underused among persons with psoriatic disease, representing
an important evidence-to-practice gap.8,14 An international
cross-sectional analysis of patients with psoriatic disease reported that 59% of individuals with hypertension and 66% of
those with dyslipidemia were undertreated.15 Data from a multicenter clinical trial of patients with moderate to severe psoriasis found that only 24% of patients for whom statins would
be recommended according to guidelines were using these
medications.16 This rate of statin use is even lower than for the
overall US population, in whom only 40% of those for whom
statins are recommended are using them.11
Although CVD risk is typically managed by primary care
physicians and cardiologists, fewer than half of commercially insured US adults aged 18 to 64 years visit a primary care
physician each year.17 In addition, 21.6% of men and 16.9% of
women with psoriasis had no encounters with a primary
care physician within a year of their first encounter with a
dermatologist.18 These results suggest that the current model
in which the patient is referred back to their primary care physician for screening and management of CVD risk factors may
not be useful for many patients with psoriatic disease.18 Because these patients may be more likely to interact with a specialist, there could be an opportunity to improve outcomes by
jamadermatology.com
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Key Points
Question What are clinician and patient perspectives regarding
strategies to improve cardiovascular disease prevention via
specialist-led care?
Findings In this survey study, 183 dermatologists and 322 patients
with psoriatic disease expressed positive perspectives about
engaging in a specialist-led model of care to improve
cardiovascular risk management.
Meaning The findings of this study suggest the need for
investigations evaluating whether implementing a specialist-led
model of care can improve cardiovascular outcomes among
patients with psoriatic disease.

having dermatologists and rheumatologists take a larger role
in the screening and management of CVD risk factors. The purpose of this study was to explore clinician and patient perspectives regarding strategies to improve CVD management
through specialist-led care.

Methods
Survey Design
To assess clinician perspectives on CVD management, a survey questionnaire was developed that included a series of items
asking whether specialist-led screening and management of
CVD risk factors was feasible (doable, according to survey item).
These items were adapted from the validated Feasibility of
Implementation Measure assessment.19 In addition, to evaluate clinician preferences for strategies to improve statin use
among patients with psoriasis, a best-worst scaling choice experiment was embedded within the survey to elicit preferences for 8 implementation strategies that have shown to be
useful for increasing statin prescribing rates in primary prevention of CVD20: clinical decision support, patient educational materials, physician educational outreach, a telemedicine partnership to screen and manage dyslipidemia, peer
coaching, a mobile app/texting service to remind patients to
undergo CVD risk screening, a pay-for-performance option, and
audit and feedback for comparison with peers (eTable 1 in the
Supplement). The study was approved by the University of
Pennsylvania Institutional Review Board, and participants provided informed consent prior to initiating the survey. The study
followed the relevant portions of the Strengthening the Reporting of Observational Studies in Epidemiology (STROBE)
reporting guideline21 and the American Association for Public
Opinion Research (AAPOR) reporting guideline.22
To assess patient perspectives on specialist-led CVD management, a questionnaire was developed to measure patients’ subjective likelihood of engaging in relevant prevention behaviors, such as having their cholesterol level checked,
incorporating therapeutic lifestyle changes (ie, diet and exercise), or taking a statin. The measures used validated reliable
methods that have been shown to predict future behavior in
prior implementation science studies.23,24 Participants were
presented with scenarios in which either their primary care
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physician or specialist (dermatologist or rheumatologist) was
making these recommendations. The order in which the scenarios were presented was randomized. In addition, participants were asked whether they would like their specialist to
educate them on the risk of CVD and whether they would find
it convenient for their specialist to check their cholesterol level.
Surveys (eAppendix 1 in the Supplement) were developed and reviewed by an expert panel of clinicians (A.W.A.,
A.R.O., and J.M.G.), and those with expertise in survey methods (J.S.B., R.S.B., and J.F.), stated preference choice experiments (J.S.B. and N.J.W.), and implementation science (R.S.B.,
N.J.W., and J.F.).

Setting and Participants
The survey of dermatologists was distributed through the NPF
and the American Academy of Dermatology. All dermatologists who reported that they care for patients with psoriasis
were eligible. The survey of rheumatologists was distributed
through the NPF and the Group for Research and Assessment
of Psoriasis and Psoriatic Arthritis. All rheumatologists who reported that they care for patients with psoriatic arthritis were
eligible. These surveys were conducted electronically between October 27, 2020, and April 1, 2021. Although multiple
efforts were made to reach the sample size target of 160 rheumatologists, only 27 completed the survey; therefore, these results are provided only in eAppendix 2 and eTable 2 in the
Supplement.
The patient survey was distributed electronically through
the NPF between February 1 and April 21, 2021. Patients aged
18 years or older with psoriasis or psoriatic arthritis were eligible. Patients who were currently receiving statin therapy were
excluded. Those who responded that the physician who they
see most often for psoriasis or psoriatic arthritis treatment was
a dermatologist were classified as patients with psoriasis. Those
who responded that the physician they see most often was a
rheumatologist were classified as patients with psoriatic arthritis. In addition to disease state and management information, demographic data were collected. Self-reported race and
ethnicity data were documented to understand the diversity
and representativeness of the survey population.
Until the study reached the target sample size of 160 participants for each survey, follow-up reminders were sent approximately weekly. Clinicians and patients were provided with
a $5 gift card for completion of the survey, which they could
choose to donate to the National Psoriasis Foundation.

Statistical Analysis
For the best-worst scaling choice experiment, assuming an α
level of .05 and that the clinicians would be rating 8 sets of 4
options per set, we estimated that we would need approximately 160 participants to achieve 80% power.25 The bestworst scaling experimental design was generated using the
Sawtooth Discover, version 9.10.1 (Sawtooth Software) algorithm. Within the experiment, each participant was shown 8
sets of 4 implementation strategies that were randomly selected and ordered within each set. Participants were asked to
choose which strategy in each set was the best (ie, most useful for helping dermatologists/rheumatologists improve the use
254

of statins among patients with psoriasis) and which was the
worst (ie, least useful).26,27
The best-worst scaling choice experiment was analyzed
using ratio-scaled preference scores that were generated using
hierarchical bayesian analysis in Lighthouse Studio, version
9.10.1 (Sawtooth Software). Ratio-scaled preference scores
range from 0 to 100 with 0 being least preferred (always ranked
worst) and 100 being most preferred (always ranked best).
These scores follow ratio scaling, such that an item with a score
of 20 is twice as preferred as an item with a score of 10, an item
with a score of 10 is twice as preferred as one with a score of 5,
and so forth. When 95% CIs for 2 strategies did not overlap,
the strategy with the higher score, determined with 2-sided,
unpaired testing, was significantly more preferred at P < .05.
For the patient surveys, responses were reported on a
7-point scale from extremely unlikely to extremely likely, which
were collapsed to a 3-point scale of unlikely, neither, and likely
for the analyses. In addition, χ2 tests were used to compare differences in the proportion of respondents who agreed they
would be likely to engage in each behavior when it was recommended by their specialist vs primary care physician.
Statistical analysis was performed with Stata, version 15
(StataCorp LLC).

Results
Clinician Survey
The clinician survey was completed by 183 dermatologists (response rate, 5.2%), of whom 102 were women (55.7%) and 81
were men (44.3%); 106 dermatologists (58.0%) practiced in a
single specialty group or solo practice setting (Table 1). Compared with the American Academy of Dermatology membership, the characteristics of survey participants were similar with
respect to sex, years in practice, and practice setting (eTable 3
in the Supplement). In response to the prompt, “I think checking lipids and calculating a 10-year cardiovascular risk score
to determine if a statin is recommended seems doable,” 69.3%
(95% CI, 62.2%-76.0%) of dermatologists agreed or strongly
agreed with the statement. In response to the prompt, “I think
prescribing statins when they are indicated based on guidelines for primary prevention of cardiovascular disease seems
doable,” 36.1% (95% CI, 29.1%-43.5%) of dermatologists agreed
or strongly agreed with the statement. In addition, 67.8% (95%
CI, 60.5%-74.5%) of dermatologists agreed or strongly agreed
that they would change their practice to screen and manage
CVD risk if a clinical trial demonstrated that patients achieved
better CVD risk prevention when the specialist screened for
cholesterol levels and prescribed statins.
In the best-worst scaling choice experiment, the 3 highest ranked strategies among dermatologists were clinical
decision support (preference score, 22.3; 95% CI, 20.7-24.0),
physician educational outreach (preference score, 15.8; 95%
CI, 14.3-17.3), and patient educational materials (preference
score, 14.1; 95% CI, 12.5-15.7). The lowest ranked strategies
among dermatologists were comparison with peers (preference score, 5.1; 95% CI, 3.9-6.2), pay-for-performance
(preference score, 9.0; 95% CI, 7.2-10.9), and the mobile
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Table 1. Dermatologist Survey Respondent Characteristics
Characteristic

No. (%)

No.

183

Sex
Female

102 (55.7)

Male

81 (44.3)

Years in practice
≤5

37 (20.2)

6-10

32 (17.5)

11-15

31 (16.9)

16-20

18 (9.8)

>20

65 (35.5)

Practice setting
Academic

52 (28.4)

Multispecialty group

21 (11.5)

Single specialty group

83 (45.4)

Solo

23 (12.6)

Other/declined to answer

4 (2.2)

Survey item
I think checking lipids and calculating a 10-y cardiovascular risk score to
determine if a statin is recommended seems doable.
Completely disagree

9 (4.9)

Disagree

17 (9.3)

Neither agree nor disagree

30 (16.4)

Agree

86 (47.0)

Completely agree

41 (22.4)

I think prescribing statins when they are indicated based on guidelines for
primary prevention of cardiovascular disease seems doable.
Completely disagree

14 (7.7)

Disagree

61 (33.3)

Neither agree nor disagree

42 (23.0)

Agree

44 (24.0)

Completely agree

22 (12.0)

If a clinical trial demonstrated that patients achieved better cardiovascular
prevention when their dermatologist/rheumatologist screened for cholesterol
and prescribed statins, I would change my practice to screen my patients and to
prescribe statins.
Completely disagree

7 (3.8)

Disagree

26 (14.2)

Neither agree nor disagree

26 (14.2)

Agree

80 (43.7)

Completely agree

44 (24.0)

app/texting service (preference score, 9.4; 95% CI, 7.9-10.8)
(Figure 1). Results of the best-worst scaling choice experiment including rheumatologists are shown in the eFigure in
the Supplement.

Patient Survey
The patient survey was completed by 160 patients with
psoriasis (response rate, 9.6%) and 162 patients with psoriatic arthritis (response rate, 7.9%); 226 patients (70.2%)
were women and 96 were men (29.8%) (Table 2). Mean (SD)
age was 54 (13.3) years. A total of 20.6% (95% CI, 14.6%27.7%) of patients with psoriasis and 13.6% (95% CI, 8.7%19.8%) of patients with psoriatic arthritis had not seen a primary care physician in the past 12 months. Compared with
jamadermatology.com

the membership of the NPF, the characteristics of survey
participants were similar with respect to sex and race and
ethnicity (eTable 4 in the Supplement). Patients with
psoriatic arthritis who responded to the survey were more
likely to be female (80.2%) compared with the membership
of the NPF (55.1%). A total of 75.6% (95% CI, 68.2%-82.1%)
of patients with psoriasis and 89.5% (95% CI, 83.7%-93.8%)
of patients with psoriatic arthritis agreed that “I would like
it if my dermatologist/rheumatologist educated me about
my risk of heart disease,” and 60.0% (95% CI, 52.0%-67.7%)
of patients with psoriasis and 75.3% (95% CI, 67.9%-81.7%)
of patients with psoriatic arthritis agreed that it would be
“convenient for me to have my cholesterol checked by my
dermatologist/rheumatologist.”
(Reprinted) JAMA Dermatology March 2022 Volume 158, Number 3
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Figure 1. Results of Best-Worst Scaling Choice Experiment

Table 2. Patient Survey Respondent Characteristics
No. (%)

Clinical decision support

Characteristic
Physician educational outreach
Patient educational materials

Psoriatic
arthritis

Psoriasis

No.

160

162

Age, mean (SD), ya

54.0 (15.2)

54.0 (11.4)

Female

96 (60.0)

130 (80.2)

Male

64 (40.0)

32 (19.8)

Sex
Telemedicine partnership
Peer coaching

Race
Mobile app/texting service
Pay-for-performance
Comparison with peers

Asian

3 (1.9)

6 (3.7)

Black or African American

7 (4.4)

2 (1.2)

White

129 (80.6)

138 (85.2)

Otherb

21 (13.1)

16 (9.9)

21 (13.1)

9 (5.6)

I don't have a primary care provider

12 (7.5)

5 (3.1)

I have one, but have not seen

21 (13.1)

17 (10.5)

Once

52 (32.5)

51 (31.5)

Twice

44 (27.5)

47 (29.0)

More than twice

31 (19.4)

42 (25.9)

I don't have a
dermatologist/rheumatologist

7 (4.4)

1 (0.6)

I have one, but have not seen

22 (13.8)

9 (5.6)

Once

53 (33.1)

25 (15.4)

Twice

47 (29.4)

37 (22.8)

More than twice

31 (19.4)

90 (55.6)

Coronary artery disease

6 (3.8)

5 (3.1)

Stroke

3 (1.9)

3 (1.9)

Diabetes

5 (3.1)

12 (7.4)

Hyperlipidemia

17 (10.6)

26 (16.0)

Ethnicity
0

5

10

15

20

25

30

Hispanic or Latinx

Scaled preference score

Survey item
How often have you seen primary care
provider in past 12 mo?

Scaled preference scores range from 0 to 100, with 0 being least preferred
(always ranked worst) and 100 being most preferred (always ranked best).
These scores follow ratio scaling, such that an item with a score of 20 is twice as
preferred as an item with a score of 10, an item with a score of 10 is twice as
preferred as one with a score of 5, and so forth. Error bars indicate 95% CIs.

Patients with psoriasis agreed that they would follow recommendations from their dermatologist or primary care physician with respect to checking their cholesterol level (81.3%
vs 84.4%; χ2 P = .46), incorporating diet (84.6% vs 84.4%; χ2
P = .98) and exercise (77.6% vs 75.7%; χ2 P = .75), and using
statin therapy (57.5% vs 61.9%; χ2 P = .43). Similarly, patients
with psoriatic arthritis agreed that they would follow recommendations from their rheumatologist or their primary care
physician with respect to monitoring their cholesterol level
(93.8% vs 91.4%; χ2 P = .40), incorporating diet (90.5% vs
88.2%; χ2 P = .56) and exercise (80.0% vs 78.6%; χ2 P = .78) and
using statin therapy (63.6% vs 58.6%; χ2 P = .36) (Figure 2).
A small group of patients with psoriasis (5.0%; 95% CI, 2.2%9.6%) and psoriatic arthritis (1.9%; 95% CI, 0.4%-5.3%) responded that they would be likely to check their cholesterol
level if their primary care physician recommended it but not
if their dermatologist or rheumatologist recommended it. Few
patients with psoriasis (7.5%; 95% CI, 3.9%-12.7%) and no patients with psoriatic arthritis responded that they would be
likely to use statin therapy if their primary care physician recommended it but not if their dermatologist or rheumatologist recommended it. The overall likelihood of patients to have
their cholesterol level checked or to use statin therapy when
recommended by a primary care physician or specialist is presented in Table 3.

Discussion
In this survey study, dermatologists and patients with psoriatic disease expressed positive perspectives about engaging
in a specialist-led model for CVD risk screening and management. More than two-thirds of dermatologists agreed
that it was doable to screen for cardiovascular risk factors
256

How often have you seen
dermatologist/rheumatologist
in past 12 mo?

Comorbidities

Hypertension
Current smoker

43 (26.9)

49 (30.2)

10 (6.3)

9 (5.6)

Prior treatment
Phototherapy

77 (48.1)

36 (22.2)

Biologic

72 (45.0)

41 (25.3)

Nonbiologic systemic medication

61 (38.1)

34 (21.0)

a

Age data were not available for 11 participants with psoriasis and for 3
participants with psoriatic arthritis.

b

No specification given.

and nearly half of dermatologists reported that prescribing
statins was doable. In addition, most patients with psoriatic
disease thought it would be convenient for their specialist
to play a larger role in screening and managing CVD risk.
Patients also reported that they would be similarly likely to
follow recommendations regarding CVD risk screening and
management whether they were made by their primary care
physician or by their dermatologist or rheumatologist.
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Figure 2. Patient Likelihood to Engage in Cardiovascular Risk Screening and Management Behaviors
A Dermatologist recommendation

B

100

Primary care physician recommendation
100

Check cholesterol level
80

Modify diet

80

60

Use statin therapy

Response, %

Response, %

Incorporate exercise

40

20

0
Unlikely

Neither

Likely

Unlikely

Neither

Likely

D Primary care physician recommendation

Rheumatologist recommendation
100

100

80

80

Response, %

Response, %

40

20

0

C

60

60

40

20

60

40

20

0

0
Unlikely

Neither

Likely

Unlikely

Patients with psoriasis were asked whether they would be likely to have the
cholesterol level checked, to incorporate diet and exercise lifestyle changes, or
to use statin therapy in scenarios when the recommendation was made by
either their dermatologist (A) or primary care physician (B). Patients with

Neither

Likely

psoriatic arthritis were asked the same questions in scenarios when the
recommendation was made by either their rheumatologist (C) or primary care
physician (D).

Table 3. Patient Likelihood to Check Cholesterol Level or Use Statin Therapy if Recommended by Primary Care Physician vs Specialista
Dermatologist
PCP

Unlikely

Rheumatologist
Neither

Likely

Unlikely

Neither

Likely

Check cholesterol level
Unlikely

10

0

5

4

0

4

Neither

0

1

0

0

0

1

Likely

5

3

76

2

1

89

Use statin therapy
Unlikely

23

0

4

25

2

4

Neither

2

8

1

1

6

3

Likely

8

3

52

0

2

56

Abbreviation: PCP, primary care physician.
a

Results compare patients’ subjective likelihood of accepting recommendations
by their dermatologist/rheumatologist vs their PCP. For example, only 5% of
patients with psoriasis reported they would be likely to have their cholesterol
level checked if recommended by their PCP but unlikely to do so when

When assessing which implementation strategies would
be most likely to improve CVD risk screening and management among patients with psoriatic disease, the highest
ranked strategies among dermatologists involved clinical
decision support and education. Although strategies using
jamadermatology.com

recommended by their dermatologist. Similarly, only 2% of patients with
psoriatic arthritis reported they would be likely to have their cholesterol level
checked if recommended by their PCP but unlikely to do so when
recommended by their rheumatologist.

audit and feedback as well as pay-for-performance have
been found to be beneficial in prior studies focused on
increasing use of statins, they were the lowest-ranked strategies among dermatologists.20,28 A meta-analysis28 of strategies to improve statin use found that no single implemen(Reprinted) JAMA Dermatology March 2022 Volume 158, Number 3
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tation strategy appeared to be associated with improved
outcomes compared with others, but that trials that combined multiple implementation strategies were more likely
to be successful than were those that used only a single
strategy.
One potential strategy for addressing lipid management
in specialty care clinics is use of a care coordinator, which has
been successfully implemented to improve disease management in other settings.29,30 In this model, the specialist educates the patient regarding psoriasis and cardiovascular risk,
measures blood pressure, checks a lipid panel, and refers the
patient to the care coordinator. Diabetes status could be assessed by history or by checking the hemoglobin A1c level. Information on sex, age, race and ethnicity, smoking status, and
use of antihypertensives, statins, and aspirin would also be collected. The care coordinator would review the results of these
tests and calculate a 10-year CVD risk score.8,9 Using a protocolized clinical decision support approach, the care coordinator could then educate the patient about their risk, and provide counseling about diet and exercise, as well as whether
statin therapy or blood pressure management is indicated. The
care coordinator would also communicate the findings and recommendations to the patient’s care team. This model would
provide flexibility and a patient-centered approach to addressing CVD risk.18

Limitations
The study has limitations that should be considered in the context of its design. In any survey there is the possibility of sampling
and response bias. Although national listservs were used to maximize the generalizability of the results, given the low response
rates, these findings may not generalize to nonresponders. In addition, the NPF membership may be more informed about treatments than those in the general population of patients with
psoriasis.31 However, comparison of survey respondents with the
overall demographic characteristics of the American Academy of
Dermatology membership for the dermatologist survey and NPF
membership for the patient surveys support that the survey re-
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spondents in this study were relatively similar to the underlying
populations from which they were sampled (eTables 3 and 4 in
the Supplement). Although the survey participants had a lower
incidence of chronic conditions, such as hyperlipidemia, this difference may be related to our exclusion criteria of prior statin use.
In addition, differences in sex among patients with psoriatic arthritis may reflect differences in the definitions used in this study
compared with the NPF membership survey. To ensure adequate
power, we were able to evaluate only 8 potential implementation
strategies. However, these strategies are each evidence-based and
were carefully pilot tested among dermatologists, rheumatologists, and patients with psoriasis or psoriatic arthritis to ensure
each strategy was clearly defined, consistent with what physicians
and patients might encounter in typical practice, and reflected
the range of potential strategies that physicians’ viewed as
relevant.20 Although survey responses describing intended behavior may not accurately reflect actual behavior, validated survey approaches were used to maximize the likelihood that these
survey results would translate into real-world settings.23,24

Conclusions
Patients with psoriatic disease are at higher risk of CVD; however, care to address their risk factors is not adequately managed. Because many patients are not actively seeing a primary care physician and welcome management of their
traditional cardiovascular risk factors in the context of their
psoriatic disease evaluation,32 a specialist-led model of care
has the potential to improve CVD risk management in this
population. In this survey study, both clinicians and patients
expressed interest in such a model, particularly if it includes
clinical decision support, patient education, and clinician educational outreach. Future studies are needed to evaluate
whether these implementation strategies can successfully be
adopted and whether they can improve outcomes associated
with CVD risk management among patients with psoriasis and
psoriatic arthritis.
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