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Synopsis
« Among patients with psoriasis (PSO), the diagnosis and treatment patterns of psoriatic arthritis (PsA) differ
depending on the managing-physician’s specialty.

Objectives
To estimate the incidence of, time to, and factors associated with PsA diagnosis after incident PSO diagnosis.

To evaluate the disease management pattern, by physician specialty, 1 year before and after incident PsA
diagnosis among patients with PSO and PsA.

Methods

« Data were extracted from the HealthVerity Claims, Pharmacy, and Electronic Medical Record (EMR) database,
from November 2015-August 2022, for insured patients (>18 years) living in the US.

« Eligible patients had a 365 day baseline period with continuous medical coverage prior to index date
(PSO cohort: incident PSO diagnosis; PSO/PsA cohort: incident PsA diagnosis).

PSO Cohort

« Patients with incident PSO were followed until PsA diagnosis (2 medical claims or EMR diagnoses associated with
PsA ICD-10-CM codes 30-364 days apart), disenrollment, or end of data availability (Figure 1).

* Rheumatologist-diagnosed PsA: either medical claim/EMR diagnosis attributed to a rheumatologist;
dermatologist-diagnosed PsA: either medical claim/EMR diagnosis attributed to a dermatologist and neither
to a rheumatologist; PsA diagnosed by other specialists: neither medical claim/EMR diagnosis attributed to a
dermatologist nor a rheumatologist.

« Factors associated with PsA diagnosis were assessed via Cox proportional hazards regression.

PSO/PsA Cohort

« Patients with dermatologist-managed PSO (>1 PSO ICD-10-CM code attributed to a dermatologist) at
baseline and incident PsA diagnosis were followed up to 1 year after diagnosis, disenrollment, or end of data
availability (Figure 2).

« Co-managed (dermatologist/rheumatologist) PsA: PsA diagnosed by a rheumatologist at index date or follow-
up, or PSO claim made by a rheumatologist at baseline; dermatologist-managed PsA: PsA diagnosed by a
dermatologist at index or follow-up and no diagnosis attributed to a rheumatologist.

« Characteristics (treatment patterns, healthcare resource use [HCRU], and symptoms) 1 year before and after
PsA diagnosis were stratified by management type.

Results

PSO Cohort
* Inthe PSO cohort (N=15,337), 639 patients (4.2%) were diagnosed with PsA during follow-up.

« Overall incidence (95% confidence interval [Cl]) of PsA was 15.6 (14.4, 16.8) per 1,000 person-years; median
(interquartile range [IQR]) days to PsA diagnosis was 262.0 (93.0, 685.0) (Figure 3).

« Incidence of and time to PsA diagnosis differed by physician specialty.
— There were 64/639 patients diagnosed by dermatologists and 172/639 by rheumatologists.

— There were 294/639 patients diagnosed by specialists other than dermatologists and rheumatologists,
especially primary physicians (134/294).

+ Inflammatory polyarthropathy, fibromyalgia, or uveitis before or at PSO diagnosis had the strongest
association with PsA diagnosis, regardless of the diagnosing-physician’s specialty (Figure 4).

PSO/PsA Cohort

* Inthe PSO/PsA cohort (N=700), 243 patients were dermatologist-managed, and 165 were
co-managed by dermatologists and rheumatologists (Table 1).

* Most patients with PsA diagnosed by dermatologists (n=238), were dermatologist-managed (n=233).
All patients with PsA diagnosed by rheumatologists (n=146) were co-managed.

« Within 1 year after PsA diagnosis, 9.1% of dermatologist-managed patients visited rheumatologists for any
reason, including for PsA. For co-managed patients, >53.3% visited dermatologists or rheumatologists for any
reason, with >16.4% visiting either specialist for PsA (Table 2).

* Median (IQR) number of dermatology visits among dermatologist-managed patients increased 1 year after PsA
diagnosis (2.0 [1.0, 4.0] vs. 3.0 [1.0, 5.0]).

* Median (IQR) number of dermatology and rheumatology visits, respectively, among co-managed
patients was 2.0 (1.0, 3.0) and 2.0 (1.0, 2.0) 1 year before PsA diagnosis, and 1.0 (0.0, 2.0) and 2.0 (1.0, 4.0) 1
year after PsA diagnosis.

+ Factors associated with management type can be found in Figure 5.
+ The most common symptom in the year before and after PsA diagnosis was joint pain.

— Patients experiencing joint pain reduced by 23.0% 1 year after diagnosis in the co-managed group
(63.0% vs. 40.0%). For dermatologist-managed patients, there was minimal change (31.3% vs. 32.1%).

« Dermatologist-managed patients were primarily prescribed biologic disease-modifying antirheumatic drugs
(bDMARDs) before (40.3%) and after (53.1%) PsA diagnosis rather than conventional synthetic DMARDs
(csDMARDs; 25.1% vs. 28.0%).

— Before and after PsA diagnosis, co-managed patients were frequently prescribed csDMARDs
(40.6% vs. 43.6%) and bDMARDs (30.9% vs. 44.8%).

Limitations

Inaccuracies in EMR due to miscoding or the inherent incompleteness of real-word data | PsA diagnosis

after follow-up period was not captured; long-term follow-up study is warranted to better understand

PsA diagnosis after PSO | Study based only on medications dispensed and billed; not verified by usage data

or inclusive of medications used during hospitalization or over-the-counter | Patients with PsA who were
undiagnosed or ineligible based on study criteria were not analyzed | Patients were not selected based on
clinical criteria; effects of disease severity was not considered | Using both claims and EMR data may have
affected when and how patients were identified with variables of interest | Sample size constraints may have
restricted ability to determine factors associated with dermatology management only vs. co-management |
Most patients in the HealthVerity database were commercially insured; this study may not be generalizable to
populations outside this demographic.

Conclusions

The incidence of and time to PsA diagnosis may differ by physician specialty. High incidence of PsA diagnosis
by specialists other than a rheumatologist/dermatologist may be due to misdiagnosis, which highlights an
educational opportunity on the PsA diagnostic criteria.

HCRU and treatment patterns for patients with PsA suggest that specialists approach management differently.
This study may increase awareness among specialists for managing PSO/PsA patients and facilitate
co-management with rheumatologists.
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