Patient Experiences with Psoriatic Disease in the United States: Results from the Psoriasis and Beyond Global Survey
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Introduction: Psoriatic disease (PsD) is a chronic, systemic condition associated with comorbidities and substantial QoL impairment. The Global Psoriatic Disease Survey assessed patients’ understanding of the systemic nature of PsD and experience living with PsD, including burden, patient journey, HCP relationships, and barriers to care.
Methods: This cross-sectional, global, quantitative, online survey was conducted in adults (≥18 years) with self-reported, physician-diagnosed moderate-to-severe (body surface area [BSA] >5% to <10%) plaque psoriasis (PsO), affecting sensitive and/or prominent body parts (face, palms, hands, fingers, genitals, soles of feet, or nails) or BSA ≥10% (severe) at its worst, with/without concomitant psoriatic arthritis (PsA). This analysis includes results from US-based respondents only.
Results: This analysis included 793 respondents (52% female; average age 44 years). The majority (64%) reported moderate (BSA >5% to <10%) PsO at its worst; 43% reported concomitant PsA. While most respondents had heard the term PsD (65%) or that their disease was systemic (75%), few were aware of common disease manifestations (PsA, 30%; axial symptoms, 16%) and comorbidities (diabetes, 21%; cardiovascular disease, 20%). Respondents had an average of 2.7 comorbidities (most common: anxiety, 36%; depression, 32%; high cholesterol, 26%). Despite 48% having mild PsO (BSA <5%) at the time of survey, for all respondents, on average, six body areas were affected, including hard-to-treat areas (scalp, 57%; face, 39%; genitals, 19%; palms, 19%; nails, 18%; soles of feet, 18%). Of respondents without diagnosed PsA (n=450), 50% screened positive on the Psoriasis Epidemiology Screening Tool. Using the Dermatology Life Quality Index, 53% reported a “very” or “extremely” large QoL impact. Most respondents (86%) experienced stigma or discrimination due to PsD. Approximately half of respondents decided treatment goals with HCPs; only 37% reported HCPs actively explained the link between PsO and PsA. Average time from disease onset to PsO diagnosis was 3.7 years. Most respondents (73%) received topical PsO therapy; 56% received biologics. Reasons for refusal of biologics (35%; n=278) included fear of side effects (45%), long-term effects (38%), and cost to them (37%). Reasons for PsO treatment dissatisfaction (15%; n=114) were incomplete relief from skin manifestations (48%) or no QoL improvement (44%).
Conclusions: These results demonstrate low patient awareness of the systemic nature of PsD, its manifestations, and comorbidities, highlighting unmet educational needs that need addressing to enhance shared decision-making and optimize care. This aligns with the paradigm shift away from controlling skin symptoms only, to a holistic approach managing long-term systemic disease and patient emotional wellbeing.
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