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Psoriasis and Cardiovascular Disease—An Ounce of Prevention
Is Worth a Pound of Cure

Michael 5. Garshick, MO, M5 Jeffrey 5. Berger, MD. M5

pivotal epidemiologic studies identified modifiable cardio- tional CVD sisk-enhancing conditions (including chronic in-
vascular (CV) risk factors such as dyslipidemia, smoking, ﬂanunatmycunﬂiﬁnnssuchaspsnriasis} a.tepresenL‘Inthnsc
diabetes, and hypertension as comorbidities associated with individuals without hyperlipidemia who have underlying in-
atht'lﬂthmmbl:ﬁis.l Many of these risk factors have emerged flammation, ctatin therapy lowers CvDriskby appm:dm;a.tely
a5 therapeutic targets to pre- 40965 A pilot randomized clinical trial” of 30 patients with
pelated article page 252 vent the develupm.ent and moderate psoriasis and a median LDL d?nleﬁterulleve'l of 110
progression of cardiovascu- mg/dL found that atorvastatin 40 mg daily for 2 weeks signifi-
lar disease (CVD). additional risk factors have also been 1ec- cantly decreased vascular inflammation. Lipid-lowering
ognized, including unresolved inflammation and jmmuns therapyisa foundational aspect of cardiovascular preventioui
djrsregu]aﬂon.z Psoriasis and psoriatic arthritis exemplify the vetless than half of all patients who are eligible for statin
intersection of inflammation, immune dysregulaﬁun,anﬂ qe-  therapy are actu ally taking them?® Among those eligible pa-
celerated CVD. In addition to having a higher prevalence of tients who are not receiving a statin treatment, 5994 report
modifiable CVD risk factors,” individuals with psoriatic dis-  Never being offered, 10% declined, and 31% discontinued
ease areat substantially highet risk for myocardialinfa:cﬁon, therapy. highlighting the multiple barriers roward effective
and this riskis increased with increasing severity of psoriatic implementation of this life-saving therapy.”
disease.™? Despite the well-described association between psoria-
in primary CVD prevention, maodifiable CVD rick factors,  sis and CVD, only 33% of patients with psoriasis diagnosed
along with demographir:chamr:teﬂsﬁcs. are incorporated into with hyperlipidemia are adegquately treated with statin
the calculated risk of 2 climical CV event. A statin is recom- therapy.'®" For many of these patients, their dermatologist
mended if CVD risk is above a certain threshold and addi-  or rhenmatologist may be their only source of contact with
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Flgure 2. Multidisciplinary Approach to Cardiovascular Disease Risk
Reduction in Patients With Psoriasis
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the health care systgm. In this issue of JAMA Dermatology,
Barbieri et al'* report the results of a survey designed to
assess patient and clinician receptiveness to identify, dis-
cuss, and potentially treat CVD risk with statins, in addition
to implementation strategies. Dermatologists and rheuma-
tologists registered with major medical societies who par-
ticipate in the care of patients with psoriasis and patients
listed with the National Psoriasis Foundation (NIPF) were
queried via email.

Overall, the survey response rates were 5.2% for derma
tologists, 9.6% for patients with psoriasis, 7.9% for patients with
psoriatic arthritis, and only 27 rheumatologists responded.
While 127 0f 183 dermatologists (69.3%) who responded indi-
cated a willingness to screen for CVD risk, only 66 (36.1%)
agreed that prescribing a statin when clinically indicated was
feasible (doable, according to survey instrument). Among 160
patients with psoriasis and 162 patients with psoriatic arthri-
tis who responded to the survey, 75.6% of patients with pso-
riasis and 89.5% of patients with psoriatic arthritis expressed
an interest in education from their dermatologist and/or theu-
matologist about their risk of heart disease. This interest in
cluded obtaining lipid level measurements and following CVD
risk reduction strategies (eg, statin initiation) without a dif
ference between dermatologists or primary care clinicians on
where information and treatment recommendations came
from. While encouraging, the low survey response rates raise
some gquestions about the generalizability of findings and high
light the need for continued outreach on this topic to the der-
matology and rheumatology communities.

Cardiovascular disease prevention can be nuanced, and
Barbieri and colleagues™ touch on this nuance by exploring
mechanisms through which to support clinicians as they care
for patients with psoriasis at risk of CVD. To facilitate statin use,
clinicians specializing in psoriasis who were surveyed pre-
ferred clinical support systems and physician education out-
reach compared with pay-for-performance and comparison-
to-peer models. To that end, the authors propose a clinical care
coordinator model whereby data on CVD risk are gathered by
the clinician, incorporated into a CVD risk score by a care co-
ordinator, and a protocolized clinician support system helps
determine treatment (statin) recommendations. To date, most
studies that target CVD risk in psoriasis focus on targeting pso-
riatic inflammation.* To our knowledge, few studies explore
strategies to improve modifiable CVD risk factor control with
pharmacologic therapy” and the findings of Barbieri et al** un-
derscore the barriers and highlight epportunities for CV care
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improvement and need for education at both the patientand
clinician levels.

Statins are inexpensive, effective, and safe. Howewver,
misconcepltions about this class of drug remain. Patient and
clinician hesitance to take or prescribe statins are not
infrequent, even in light of randomized clinical trial data
showing robust benefit and adverse event profiles similar to
placebo (eg, statin-associated muscle symptoms)."* Notably,
many patients with psoriatic disease are at risk for or have car-
diometabolic conditions, and CVD risk reduction in patients
with psoriasis should expand beyond lipid management toin
clude blood pressure, glucose lowering, obesity manage-
ment, and antiplatelet therapy. It is almost impossible to ad-
dress all of these concepls in a single visit, especially when one
also has to address skin and joint manifestations.

Thus, several different modes of CV care can and should be
encouraged depending on the resources available, A patient with
psoriasis is considered at higher CVD risk when requiring bio-
logic therapy or phototherapy or having more than 10% body
surface area involvement of psoriasis.** Before biologic initia-
Hon, American Academy of Dermatology (AAD)/NPF guide-
lines already recommend (among others) certain laboratory
assessments. ' Cardiometabolic screening (blood pressure, he-
moglobin A, lipids, body mass index, and calculation of a 10-
vear CVD risk score) is already an AADYNPF recommendation
and can be integrated into this visit with subsequent referral and
recommendations dependent on predefined laboratory and CVD
tisk score thresholds (Figure 1), This approach is suppotted by
the findings of Barbieri and colleagues,™ whereby dermatolo-
gists expressed a willingness to screen and even prescribe stat-
ins if a randomized clinical trial in psoriasis shows benefit.

Recognizing the value of multidisciplinary care in
patients with psoriasis with extracutanecus manifestations
supports the emergence of the combined dermatology-
rheumatology clinic.'® Such clinics integrate the expertise of
both rheumatologists and dermatologists and enhance com-
munication ameng clinicians and earlier diagnosis of psori-
atic arthritis."® The field of preventive cardiclogy integrates
general cardiology with exercise and nutrition, lipidology,
metabolic health, cbesity and weight management, all
intended to reduce the risk of heart disease and stroke. This
type of program is well suited to the population of patients
with psoriatic disease. Incorporation and partnership of a
preventive cardiologist into the dermatology-rheumatology
care model, or as a free-standing cardio-inflammatory (or
cardiorheumatology) clinic, could have substantial out-
commes including potential for improved CVD risk (Figure 2).

The dermatology and rheumatology communities are at
the forefront of treating patients with psoriasis and promot-
ing awareness and research to explain and treat CVD risk in this
groupwhois at risk for early heart disease. The AADNFPF guide-
lines were among the first to formally recognize the en-
hanced CVD risk of patients with psoriasis, with major CV
guidelines following shortly thereafter.'* Moving the needle
forward includes refining and developing modifiable CVD risk
reduction strategies for patients with psoriasis, and collabo-
ration between the fields of dermatology, theumatology, and
cardiology is key.
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