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Abstract
Psoriasis is a complex disease often

needing a multidisciplinary approach. In
particular, the collaboration between der-
matologist and rheumatologist is crucial for
the management of patients suffering from
both psoriasis (PSO) and psoriatic arthritis
(PsA). Here we report a series of recom-
mendations from a group of experts, as a
result of a Consensus Conference, defining
the circumstances in which it is preferable
or even mandatory, depending on the avail-
able settings, to rely on the opinion of the
two specialists, jointly or in a deferred man-
ner. Indications are given on how to organ-
ize a 3rd level joint Dermatology-
Rheumatology care unit, in connection with
1st and 2nd level clinicians of both special-
ties, GPs, and other specialists involved in
the management of psoriasis. A potential
patient journey is suggested, that can be
used as a basis for future design and valida-
tion of national and/or local diagnostic ther-
apeutic and assistance pathways.

Introduction
Psoriasis is an inflammatory skin condi-

tion most frequently presenting in the
chronic plaque form characterized by red,
flaky, crusty patches of skin covered with
silvery scales that can involve all areas of
the body, including folds and nails.1,2 It

affects about 2.8% of the Italian population,
in about 25-30% of cases with moderate to
severe intensity;3 patients affected by psori-
asis often develop co-morbidities,4,5 as
metabolic syndrome (in about 47% of cases
in the Italian population); increased risk of
cardiovascular diseases; PsA; inflammatory
bowel diseases (IBDs - 1.3-1.6 folds more
frequent than in general population); ocular
involvement, e.g. uveitis (about 10% of
cases); and psychological disorders. 

PsA is a quite heterogeneous, usually
seronegative, chronic inflammatory
spondyloarthritis associated with psoria-
sis,6–8 usually characterized by asymmetric
peripheral arthritis and axial or spinal
involvement. Musculoskeletal manifesta-
tions of PsA also include inflammation at
the site of attachment of tendons and liga-
ments (enthesitis), and dactylitis. The diag-
nosis of PsA requires the exclusion of other
possible causes of joint symptoms6 and is
based on the clinical presentation of joint
complaints, radiographic changes, a person-
al history or a possible family history of
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psoriasis. While PsA has a low prevalence
in the general population (0.05-0.25%), it is
common among patients with psoriasis.9
Prevalence estimates in psoriatic patients
vary considerably (range 6-41%)10-13

depending on the definitions used (i.e. diag-
nostic codes, rheumatologist diagnosis,
classification criteria, diagnostic codes, and
the populations measured). The annual inci-
dence has been estimated as 2.7 cases per
100 patients with psoriasis.14 A study on the
cumulative incidence of PsA over time in
patients with psoriasis reported that 1.7%,
3.1% and 5.1% respectively had developed
PsA at 5, 10, and 20 years after their diag-
nosis of psoriasis.15

Rheumatologists may have difficulties
in identifying and/or treat psoriasis lesions
in patients with musculoskeletal disease. On
the other side, in 80% of patients, psoriasis
precedes the development of arthritis. Thus,
the dermatologist often first has the chal-
lenge of diagnosing PsA. It has been
observed the PsA is underdiagnosed in
patients with psoriasis,16 and that in most
patients there is a diagnostic delay of more
than 2 years.17 Moreover, 58% of the
patients with PsA reported receiving no
treatment or topical therapy only, leaving
their joint disease untreated.18 Such data
suggest a need for improved screening,
diagnosis, and treatment of PsA. In a large
population-based survey of patients, derma-
tologists, and rheumatologists,19 37.6% of
dermatologists cited their greatest challenge
in managing PsA patients as being differen-
tiating PsA from other arthritic diseases.
Different screening tools for PsA are avail-
able, however an algorithm to accurately
identify patients early is still missing.20

Therefore, a multidisciplinary intervention,
primarily focused on the interaction
between rheumatology and dermatology, is
necessary to early detect patients with pos-
sible PsA and treat them in the first phase of
the disease.

However, this option often collides with
practical, economic, and organizational lim-
its, added to the inhomogeneity of assis-
tance provided by the various centers, with
the final risk of many requests that could
not be fulfilled. If on the one hand it would
be useful for the hospital dermatologist to
send all patients with psoriasis suffering
from painful or inflammatory symptoms of
the joints to the rheumatologist, and the
hospital rheumatologist should benefit from
a dermatological evaluation for all arthritic
patients with skin involvement, it is evident
that this approach is not feasible in daily
practice. Another option is that each spe-
cialist should be able to independently man-
age psoriasis and psoriatic arthritis in the
first phases, also for aspects pertaining to

the other specialty. However, it is difficult
to define at what point one specialist should
ask the other specialist for help. Some pub-
lications are available on guidelines and
recommendations for the management of
PsA addressed either to dermatologists21,22

or to rheumatologists.23 In particular, an
Italian group published recommendations
for the management of patients with PsA in
the dermatology setting.24

However, studies that discuss in depth
the role of the dermatologist and the
rheumatologist in the management of PsA,
and in particular on their interaction, are
lacking. Using Delphi method, a Spanish
group has established guidelines and crite-
ria for the coordinated management of PsA
by rheumatologists and dermatologists.25

The Authors created algorithms for screen-
ing of PsA separately for the dermatology
and the rheumatology clinics. 

It is more and more evident that the best
option for the treatment of PsA should con-
sist in multidisciplinary care units, involv-
ing both dermatologists and rheumatolo-
gists at the same time.26 Even though there
is limited evidence,27 multidisciplinary
management of PsA appears more satisfac-
tory for patients than separate consulta-
tion.28 Joint dermatology-rheumatology
care units have been experienced in the
US,29,30 in Spain,31 and in Canada,32 showing
improvement in outcomes, patient and
physician satisfaction, and efficiency.

To date, there are no Italian guidelines
for the management of the patient with PsA
in a joint care unit, and it has not been
defined how to select those clinical situa-
tions which, depending on the clinical situ-
ation of the patient and on the available set-
ting, can or should make use of the evalua-
tion of both specialists, whether jointly or
deferred.

Therefore, we decided to arrange a
Consensus Conference aimed to: a) define
the diagnostic-therapeutic management of
multisystem psoriasis both in the dermato-
logical and rheumatological field; b) define
the circumstances in which it is preferable
or even mandatory, depending on the set-
tings available, to rely on the opinion of the
two specialists, jointly or in a deferred man-
ner; c) define the possible collaboration set-
tings between the two specialists and the
related ways of interaction, suggesting a
potential patient journey that can be used as
a basis for future design and validation of
National and/or local diagnostic therapeutic
and assistance pathways (PDTAs).

Materials and methods
The methodology chosen was the

Consensus Development Program,33 as
described in the methodological manual by
the National System for Guidelines.34 This
approach, unlike other methodologies,
makes it possible to reach, in a relatively
short time and through a formal process, an
agreement by a credible and recognized
group of experts and users on controversial
topics.

According to the abovementioned
methodology,34 the Promoting Committee
appointed a Technical Scientific Committee
responsible for the scientific set up of the
Conference. Three Experts were selected on
the basis of specific skills to prepare and
present a critical analysis of the available
evidence to a multidisciplinary Jury Panel
during the Conference (see also Committee
compositions under further information sec-
tion) and a set of critical questions to be
answered in order to reach the final consen-
sus (Figure 1).
The following general inclusion criteria

were applied for the assessment and
selection of literature:

a) systematic reviews with or without
meta-analysis;

b) main updated guidelines;
c) previous Italian Consensus on psoriasis

and PsA;
d) cross-sectional, case-control, and longi-

tudinal studies (case reports, case series,
unsystematic reviews, opinions of
experts were excluded). These studies
were selected based on the presence of
internal validity criteria (adequacy of
the study design, statistical analysis,
presentation of results), adequacy of the
sample. If multiple systematic reviews
were available, only the most recent
ones were considered;

e) if several reviews considered substan-
tially different studies, the review with
the greatest methodological validity
was included;

f) in the possible selection among several
systematic reviews, the consistency of
the results between them was also
assessed.

Before the Conference, the Promoting
Committee provided each sub-Committee
with a set of specific working instructions,
in order to warrant a smoothness event
implementation. 

The Consensus Conference was
arranged via webinar on 10 December
2021. The choice of a remote meeting
instead of face-to-face was dictated by the
uncertainties due to the current Covid-19
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pandemic.
During the Consensus Conference the

identified Experts discussed with the Jury
Panel their report in order to detect the main
issues in the management of psoriasis with
and without a multi-organ involvement. 

In the following month, the Writing
Committee appointed by the Jury drew up
the final consensus document, integrating
the statements contained in the preliminary
document with the relative motivations. 

In the present consensus, we refer to
three possible levels of care for PsA:

1st level: outpatients Dermatology and
Rheumatology Clinics.

2nd level: dedicated Dermatology and
Rheumatology Psoriasis and Arthritis
Clinics.

3rd level: joint Dermatology-
Rheumatology Care Units. 

Results: statements

1. Which should be the role(s) of the
outpatient specialist (1st level)? 

The outpatient dermatologists and
rheumatologists should make the diagnosis,
provide information to the patient about the
disease, and assess/investigate whether a
multi-organ involvement is present. They
should set up therapy according to a set of
current and updates Guidelines (selected on
the basis of the current Consensus)34–51 and
to the indications of National and local
Health Authorities. 

The Jury Panel examined the answers to
the questions submitted by the Experts on the
core scope of the Conference (i.e. how and
when setting up an effective cooperation of
dermatologists and rheumatologists in order
to improve the management of multi-organ
psoriasis) and made the following statements.

2. When should the outpatient spe-
cialist refer the patient to 2nd level
centers?

In case of failure of conventional\bio-
logical systemic therapies, the specialist
should refer the patient to 2nd level centers.
In the event that patients are discharged
from these centers, the specialist should
continue monitoring the patient. In case of
high level of severity and/or multi-organ
involvement, it is recommended to refer the
patient directly to a 2nd level center.

3. When should the dermatologist
request a visit with the rheumatolo-
gist?

The dermatologist should ask for the

collaboration of the rheumatologist in par-
ticular in doubtful cases, i.e., doubtful joint
involvement, a particularly disabling joint
component, arthralgia or arthritis onset dur-
ing ongoing treatment, or ineffectiveness of
treatment on the joint component. 

4. When should the rheumatologist
request a visit with the dermatolo-
gist?

The rheumatologist should ask for the
collaboration of the dermatologist, in partic-
ular in doubtful cases, i.e., when there is a
severe skin component or in difficult-to-
treat areas, at the onset of new cutaneous
manifestations, or of ineffectiveness of
treatment on the skin component.

5. Which ways of interaction
between dermatologists and
rheumatologists are advisable?

The best way of interacting would be a
joint Dermatology-Rheumatology care unit,
i.e., a 3rd level center that allows the patient
to reduce waiting and decision time both for
the diagnostic and the therapeutic compo-
nent. Clinical evaluation should be done by
both specialists for the selected cases, fol-
lowed by collegial discussion. If the cre-
ation of a joint Dermatology-Rheumatology
care unit is not possible, the two specialists
should be located in the same site, to facili-
tate the access for patients. Also, there
should be indirect routes via APP or website
for the aforementioned patients initially
assessed by the dermatologist as well as by
the rheumatologist. Telemedicine could be
useful for the direct discussion of cases.

6. How should a joint Dermatology-
Rheumatology care unit be organ-
ized?

Third level centers should guarantee the
possibility of direct booking of visits with
double referral, optimizing resources and
time. They should equip themselves with
tools of epidemiological monitoring and
databases to assess the clinical and socio-
economic impact of the interventions and
their safety. They should create a network
with 1st level clinicians of both specialties,
GPs, and other specialists involved in the
management of psoriasis. They should
ensure homogeneity in the access to treat-
ment according to national and international
guidelines, to overcome differences among
regions and centers in the access to innova-
tive therapies. 

7. How to ensure the provision of
multi-specialist services (dermatol-
ogy and rheumatology) to patients?

Interaction between dermatologists and
rheumatologists should be increased at
local, regional, and national level with
shared events and the creation of joint
guidelines. Booking lists with preferential
channels should be provided not only for
the first visits and subsequent ones, but also
for the instrumental examinations necessary
for the evaluation of the severity of joint
disease in patients awaiting therapy.
Telemedicine should be implemented to
allows case triage, joint evaluation during
follow-up, and active discussion to reach
shared therapies. 

                                                                                                             Consensus paper

Figure 1. Schematic representation of the Conference Committees & interaction flow.
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8. Is it possible to propose an algo-
rithm to guide dermatologists and
rheumatologists in the management
of multisystem psoriasis and that
can be used for implementing specif-
ic local and/or regional integrated
care pathway for psoriatic disease?

In Italy, there are at least two examples
of integrated care pathway independently
developed by dermatologists and rheuma-
tologists and used in the clinical practice52-54

which have been reviewed by the panelists
and used as a reference to propose a specific
algorithm for the joint management of pso-
riasis in the clinical practice (Figure 2).

Conclusions
As far as we know, the PSO-Amore

project is the first consensus conference
developed in Italy by a broad multidiscipli-
nary team, involving also patients’ advocate
representatives, aimed to improve the man-
agement of patients with both psoriasis and
PsA. However, in practice the communica-
tion between the two specialties is often
lacking or delayed. The main conclusion of
the consensus conference was the need of
creating multidisciplinary settings with der-
matologists and rheumatologists working
together, in order to warrant the highest
level of management of patients with psori-
asis and PsA. The situations in which each
specialist should ask for the collaboration of
the other were defined. The organization of
joint Dermatology-Rheumatology clinics

was discussed. Also, alternative ways of
communication between specialists were
proposed, in case the creation of a joint clin-
ic was not possible. 

The conference was arranged according
to the Italian Guidelines of the ISS, allow-
ing a transparent assessment and discussion
among the panelists. This generated a series
of statements that can be used by both der-
matologists and rheumatologists in their
daily clinical practice. The results of the
consensus were summarized as statements
and not recommendations, since they were
not based on levels of evidence, but on
experts’ opinion. 
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