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ABSTRACT

Introduction: The Understanding Psoriatic
Disease Leveraging Insights for Treatment
(UPLIFT) survey study was conducted globally
in 2020 to understand how disease perceptions,
including disease severity, treatment goals, and
quality of life (QoL), have evolved recently,
especially for mild-to-moderate psoriatic dis-
ease. Here, key findings from the UPLIFT survey
based on respondents located in the US are
presented. Leveraging results from the UPLIFT
survey could lead to more effective interactions

between patients and physicians and greater
patient satisfaction.
Methods: UPLIFT was a multinational web-
based survey of dermatologists, rheumatolo-
gists, and patients who self-reported a health-
care provider diagnosis of psoriasis (PsO) and/or
psoriatic arthritis (PsA) conducted from March
2, 2020, to June 3, 2020.
Results: US respondents included 1006 patients
(26.4% of global population; PsO only, n = 535;
PsA only, n = 72; PsO and PsA, n = 399) and 216
physicians (dermatologists, n = 115; rheuma-
tologists, n = 101). Most patients (66.4%)
reported a body surface area (BSA; assessed by
number of palms) of B 3; of these, 56.2% rated
their disease as moderate or severe. Most
patients with PsO felt they were somewhat
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(40.1%) or very (49.3%) closely aligned with
their dermatologists regarding treatment goals.
Alternately, most patients with PsA felt that
they were not too closely (32.1%) or not at all
(59.3%) aligned with their rheumatologists.
Most patients reported either a moderate (PsO,
35.5%; PsA, 31.8%) or strong (PsO, 47.7%; PsA,
53.9%) need for better treatments. Across BSA
subgroups, most patients (60.8% to 86.1%) had
a Dermatology Life Quality Index score C 6,
indicating at least a moderately impacted QoL.

Conclusions: Despite more treatment options,
management of psoriatic disease remains sub-
optimal, with many patients reporting moder-
ate-to-severe disease and impaired QoL, even
with limited skin involvement. Results further
suggest an unmet need for alignment between
patients and physicians in the US to optimize
the management of PsO and PsA.

Graphical Abstract:
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PLAIN LANGUAGE SUMMARY

The Understanding Psoriatic Disease Leveraging
Insights for Treatment (UPLIFT) survey was an
online survey conducted in 2020. The partici-
pants were patients who self-reported a health-
care provider diagnosis of psoriasis and/or
psoriatic arthritis, dermatologists, and rheuma-
tologists. The survey was distributed in several
countries in North America, Europe, and Japan
and a total of 3806 patients responded to the
survey. Results from US patients and physicians
are presented here.

UPLIFT was designed to understand current
perceptions of patients and physicians relating
to psoriasis and psoriatic arthritis, especially for
mild-to-moderate disease. Participants were
surveyed regarding treatments, severity of dis-
ease, impact on quality of life, treatment goals,
and patient-physician interactions.

In the US, 1006 patients and 216 physicians
completed the survey and were included in the
analysis. Most patients had limited skin
involvement but still rated their disease as
moderate or severe. Regardless of whether
patients had a small or large amount of skin
involved, most reported at least a moderately
impacted quality of life. The survey results
suggested that there was disconnect between
patients and physicians regarding treatment
goals, treatment satisfaction, disease severity,
and their recollection of what occurred during
physician office visits. Despite new treatment
options in recent years, the UPLIFT survey
results show that US patients with psoriasis and
psoriatic arthritis still experience a great disease
burden and could benefit from better commu-
nication with physicians to optimize their
treatment.

Keywords: Disease burden; Health survey;
Patient satisfaction; Psoriasis; Psoriatic
arthritis; Quality of life; Special area;
Symptom; Treatment goals; United States

Key Summary Points

Why carry out this study?

While there are several new treatment
options for psoriasis and psoriatic
arthritis, patient and physician
perceptions of available treatments and of
psoriatic disease have not been
thoroughly explored

The Understanding Psoriatic Disease
Leveraging Insights for Treatment
(UPLIFT) survey, with its focus on patients
with mild-to-moderate disease, was
designed to understand how disease
severity, treatment goals, and treatment-
related outcomes are perceived by patients
and physicians

Patient experience and physician
assessment of disease severity and
treatment satisfaction in the United States
have not been assessed to determine how
they compare to those of the global
UPLIFT respondents or if they have
evolved since the first Multinational
Assessment of Psoriasis and Psoriatic
Arthritis survey (2012 MAPP)

What was learned from the study?

Many surveyed US patients reported a
significant burden of disease despite
limited skin involvement, had special-area
involvement, were dissatisfied with their
current or past treatments, were not fully
aligned with their physician, and had an
impacted quality of life

US results of the UPLIFT survey were
similar to previously published global
results and highlight the need for
optimized treatment strategies for
psoriatic disease
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INTRODUCTION

Psoriasis (PsO) is a chronic, systemic inflam-
matory disease that is associated with psoriatic
arthritis (PsA). There are no cures for PsO and
PsA, and both can significantly impair health-
related quality of life (QoL) [1–3]. In the United
States, PsO affects about 3.0% of adults, or
approximately 7.5 million people, and PsA
affects approximately 30% of them [4, 5]. The
2012 Multinational Assessment of Psoriasis and
Psoriatic Arthritis (MAPP) survey demonstrated
the high burden that psoriatic disease can have
on patient quality of life (QoL), the potential for
misalignment in perceptions between physi-
cians and patients, and the need for more safe
and effective therapies [6]. Despite the approval
of new and effective treatments for psoriatic
disease since the MAPP survey was conducted,
patients with PsO and/or PsA still report high
disease burden, especially when they have
bothersome itch, musculoskeletal symptoms, or
PsO in special areas (e.g., face, scalp) [6–9]. Even
with limited skin involvement, these disease
manifestations can impair QoL [6, 9]. In addi-
tion, patient and physician attitudes regarding
psoriatic disease and treatments have shifted:
with greater focus on the systemic inflamma-
tory nature of psoriatic disease, the recognition
that patient-reported outcomes can provide
further insight to the burden of disease, and the
fact that more patients are candidates for sys-
temic treatment due to broader inclusion crite-
ria, biologic, and nonbiologic treatments are
being utilized more often [7, 10–13]. Many
biologic therapies were approved by the US
Food and Drug Administration (FDA) between
2012 and 2020, including tumor necrosis factor
a inhibitors, interleukin (IL)-17 inhibitors, and
IL-23 inhibitors [12]. The FDA approved oral
phosphodiesterase 4 inhibitor apremilast for
PsO treatment in 2014 [14]. Although the
treatment landscape has broadened, certain
barriers exist to access, including cost, safety,
eligibility, patient preference, and the prescrib-
ing practices of physicians. The Understanding
Psoriatic Disease Leveraging Insights for Treat-
ment (UPLIFT) survey was developed to under-
stand how patient and physician attitudes have

evolved since the MAPP survey was conducted,
especially regarding mild-to-moderate PsO and
oligoarticular PsA, as well as the impact of dis-
ease on QoL. Global results of UPLIFT have been
published [15]. Here, key findings from the
UPLIFT survey based on data reported from
respondents who were located in the US are
reported, and patient and physician perceptions
about disease severity and treatment are
described.

METHODS

Survey Design

As described in Lebwohl et al., the UPLIFT
methodology and survey design were developed
using an academic steering committee com-
prising international experts in rheumatology
and dermatology, along with input from
patients, physicians, and advocacy groups [15].
The survey was conducted between March 2,
2020, and June 3, 2020, by AplusA Bell Falla
(Newark, NJ, USA) in accordance with the eth-
ical principles that have their origin in the
Declaration of Helsinki, was consistent with
good clinical practice, and abided by applicable
laws and regulations [15]. Informed consent was
provided before commencement of survey
procedures.

UPLIFT was a global, cross-sectional, quan-
titative online survey conducted in Canada,
France, Germany, Italy, Japan, Spain, the UK,
and the US. Here, we report on US respondents
[15].

Pretests were conducted to assess the main
survey’s ease of use, clarity, interview length,
and participants’ understanding and interpre-
tation of questions. The main survey consisted
of screening questions, questions about experi-
ences living with or treating PsO and/or PsA,
and questions related to sociodemographics.
The survey was designed to take approximately
25 min for patients to complete and about
30 min for physicians to complete.

Patients were recruited at random from a
general population of an online panel of adults,
and recruitment was stratified based on popu-
lation demographics that included gender, age,
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and region. The online panel was sourced from
loyalty panel recruitment (i.e., travel, enter-
tainment, media, and retail programs); organic,
open enrollment, and partnership recruitment
(i.e., websites, social media influences, and
mobile apps); and affiliate network recruitment
(i.e., school and community websites). Derma-
tologists and rheumatologists were recruited at
random, sourced from physician panels, and
qualified based on a screening questionnaire.
Due to low response rates among rheumatolo-
gists, primary care physicians who had a sub-
specialty in rheumatology were also recruited.
The target sample size included 1000 patients,
100 dermatologists, and 100 rheumatologists
from the US.

Eligibility Criteria

Eligible patients were adults aged C 18 years who
self-reported a healthcare provider (HCP)-diag-
nosis of PsO and/or PsA. Eligible physicians had a
primary or secondary specialty in dermatology or
rheumatology, reported that they spent C 50%of
their professional time directly treating patients,
and saw C 20 adult patients with PsO or PsA in a
typical month. In addition, dermatologists were
required to spend C 50% of their office visits
practicing medical dermatology.

Assessments

Patient assessments included respondent
demographics and clinical characteristics;
symptoms, disease burden, and impact of PsO
and/or PsA; current and historical treatment,
and treatment goals and recommendations; and
presence of PsO overall and in special areas
associated with high disease burden (areas that
may be considered more sensitive or impactful;
i.e., face, genitals, nails, scalp, and palms and/or
soles) [15]. Assessment tools used were Psoriasis
Epidemiology Screening Tool (PEST), Patient
Health Questionnaire-2 (PHQ-2), Dermatology
Life Quality Index (DLQI), European Alliance of
Associations for Rheumatology Psoriatic
Arthritis Impact of Disease 12-item question-
naire (PsAID-12), and the eight-item Health
Assessment Questionnaire (HAQ-8). Patients

self-reported skin involvement by PsO-involved
body surface area (BSA) (assessed by number of
palms) and self-rated their current disease
severity as 1–3 (mild), 4–6 (moderate), or 7–10
(severe).

Topics assessed in the physician survey
included their perceptions of disease burden
and impact, classification of disease severity,
treatment goals and patterns, and opinion on
unmet needs and other disease challenges.

Patients and physicians were asked to rank
the top three contributing factors in relation to
disease severity, treatment goals, and ideal
treatments; their alignment in responses was
assessed.

Analyses

Results of survey responses from patients and
physicians were summarized using descriptive
statistics without data imputation using SAS
Enterprise Guide 7.15 HF9 software (SAS Insti-
tute Inc., Cary, NC, USA). Patient-rated disease
severity, current treatment, and DLQI data were
analyzed by level of BSA skin involvement (B 3
palms, 4–10 palms, or[10 palms). Additional
subgroup analyses included patients with lim-
ited skin involvement (BSA B 3) and PsO in C 1
special area (i.e., face, genitals, nails, scalp,
palms, and/or soles) as well as patients with PsO
and concomitant joint pain without a diagnosis
of PsA.

RESULTS

Prevalence of PsO and PsA

Of the 264,054 global responders (i.e., partici-
pants who clicked on the survey link), 1006
patients from the US met the inclusion criteria
and self-reported an HCP diagnosis of PsO and/
or PsA [15]. Reasons for exclusion included
incomplete screening questionnaire, incom-
plete interview response, responding after the
survey closed, or not meeting survey criteria. US
patients accounted for 26.4% of the 3806
patients assessed globally. Of US patient
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responders, 53.2% had PsO only, 39.7% had
PsO and PsA, and 7.1% had PsA only.

Patient Demographics and Physician
Practice Characteristics

The mean age of patients was 46.3 years, and
51.3% were women (Table 1). The most com-
mon comorbidities were hypertension, arthritis
(rheumatoid and/or osteoarthritis), and depres-
sion (Table 1). Of the 115 US-based dermatolo-
gist respondents, most practiced primarily in a
community or office-based setting (85.2%), and
12.2% practiced at a major academic teaching
hospital. Most of the 101 US-based rheumatol-
ogist respondents also practiced in a commu-
nity or office-based setting (72.3%), and 17.8%
practiced at a major academic teaching hospital.

Patient-Rated Disease Characteristics

Affected BSA was reported by 842 patients. Most
reported a BSA of B 3 palms (66.4%, n = 559).
Of those patients, 56.2% rated their disease as
moderate or severe (Fig. 1). PsO in special areas
was also common among these patients; 74.2%
of those with a BSA B 3 reported PsO in C 1
special area. Of the overall US patient popula-
tion, scalp was the most commonly reported
affected special area, with 45.6% of patients
(n = 459) reporting scalp involvement. Most
patients reported that they were currently
experiencing PsO symptoms at the time of sur-
vey completion. Among the 934 patients with
PsO (with or without PsA), the most common
symptoms were itching, flaking, and redness.

Of patients with PsA only (n = 72), 52.8%
reported involvement of B 4 joints (consistent
with oligoarthritis) and 47.2% reported
involvement of[ 4 joints (consistent with pol-
yarthritis). A dual diagnosis of PsO and PsA was
reported in 399 patients, and an additional 378
patients reported PsO and joint pain but no PsA
diagnosis. Most patients with PsO and joint
pain but without a diagnosis of PsA reported
involvement of B 4 joints (56.1%), whereas
most patients with the dual diagnosis of PsO
and PsA reported involvement of[4 joints
(69.4%). Small joints (i.e., of hands, feet,

fingers, thumbs, or toes) were reported to have
caused discomfort in 47.6% of patients with
PsO and joint pain and in 57.1% of patients
with PsO and PsA. Large joints (i.e., shoulders,
hips, or knees) had caused discomfort in 78.0%
of patients with PsO and joint pain and in
84.0% of patients with PsO and PsA. Overall,
51.9% of patients with PsO and joint pain had a
PEST score C 3 (n = 196), indicating that these
patients should be referred to a rheumatologist
for evaluation [16]. Of patients with a PEST
score C 3, 46.4% had oligoarthritis and 53.6%
had polyarthritis. Patients with PsA (n = 471),
with or without PsO, had a mean HAQ-8 of
0.83.

Patient-Reported Current Treatment

Overall, among all patients with BSA data
(n = 842), 22.6% reported not using any current
prescription treatment. Among patients with a
BSA B 3 (n = 559), the most frequently reported
treatment was prescription topical therapy,
which was being used by 23.8% of patients
(Fig. 2); however, 27.4% of patients were not
using any prescription treatment at the time of
survey completion. Patients with a BSA of 4–10
or[10 most often reported using oral therapies
or biologic therapies, respectively (Fig. 2).

Of the patients who had PsA only (n = 72),
40.3% were not currently using treatment.
Injectable or intravenous therapies and oral
therapies were being used by a greater propor-
tion of patients for PsA treatment than PsO
treatment. Prescription oral medication had not
been utilized by 20.4% of patients with PsA for
PsA treatment or by 45.0% of patients with PsO
for PsO treatment. At the time of survey com-
pletion, the most frequently reported current
treatment for PsO was a prescription topical
product (48.6%), whereas over-the-counter oral
pain medication was the most commonly
reported current treatment for PsA (48.1%)
(Fig. S1).

Of the 934 patients with PsO, 392 provided
reasons for not seeing an HCP for PsO in the
past year. Several reasons were related to
healthcare access: 20% indicated that they were
unable to get an appointment or wait times
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were too long; 19% indicated lack of insurance
or cost issues; 16% indicated transportation
difficulty; and 14% indicated that no doctors or
other HCPs were close to them. Of 471 patients
with PsA, 392 provided reasons for not seeing
an HCP for PsA in the past year. Similarly, many
listed reasons related to healthcare access: 32%
indicated lack of insurance or cost issues; 22%
indicated that no doctors or other HCPs were
close to them; 20% indicated that they were
unable to get an appointment or wait times
were too long; and 20% indicated transporta-
tion difficulty.

Patient-Reported QoL

Between 60.8% and 86.1% of patients had a
DLQI score C 6 across BSA subgroups, indicat-
ing at least a moderately impacted QoL (Fig. 3)
[17]. Among patients who rated their disease as
mild (1–3), 35.0% had a DLQI score C 6. Con-
versely, an overwhelming majority (92.8%) of
patients who rated their disease as severe (7–10)
had a DLQI score C 6 (Fig. 3).

Table 1 Patient demographics and clinical characteristics

Characteristic US UPLIFT
population
N = 1006

Age, mean (SD), years 46.3 (16.45)

Sex, n (%)

Male 490 (48.7)

Female 516 (51.3)

Race, n (%)a

White 783 (77.8)

Black or African American 119 (11.8)

Asian 42 (4.2)

Middle Eastern 8 (0.8)

Native Hawaiian or other Pacific

Islander

15 (1.5)

American Indian and Alaska

Native

22 (2.2)

Other 28 (2.8)

Refuse to answer 10 (1.0)

BMI category (kg/m2), n (%)

Underweight (\ 18.5) 26 (3.1)

Normal (18.5 to\ 25) 324 (38.3)

Overweight (25.0 to\ 30) 255 (30.1)

Obese (C 30) 241 (28.5)

Psoriatic disease, n (%)

PsO only 535 (53.2)

PsO and PsA 399 (39.7)

PsA only 72 (7.2)

Comorbidities, n (%)

Cancer 267 (26.5)

Depression 359 (35.7)

Diabetes 307 (30.5)

Heart disease 159 (15.8)

Hypertension 406 (40.4)

Inflammatory bowel disease 152 (15.1)

Table 1 continued

Characteristic US UPLIFT
population
N = 1006

Liver disease 109 (10.8)

Osteoarthritis or rheumatoid

arthritis

386 (38.4)

Other 108 (10.7)

PsO in special areas, n (%)

Scalp 459 (45.6)

Face 286 (28.4)

Nails 197 (19.6)

Palms/soles 226 (22.5)

Genitals 141 (14.0)

BMI, body mass index; PsA, psoriatic arthritis; PsO, pso-
riasis; SD, standard deviation
aPatients could select[ 1 race
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Most patients with PsO in C 1 special area
had a DLQI score C 6 (Fig. 4). The areas associ-
ated with the highest proportion of patients
with a DLQI score C 6 were face (75.9%) and
palms and/or soles (73.0%). Overall, mean DLQI
scores of individual questions were greater for
patients with PsO in C 1 special area than for
patients without special-area involvement.
Scores were highest among both groups of
patients for the question, ‘‘How itchy, sore,
painful or stinging has your skin been?’’ with
mean scores of 1.7 for patients with special-area
involvement and 1.4 for patients without spe-
cial-area involvement (Fig. 5). Mean DLQI
question scores for patients with special-area
involvement are presented by area in Fig. S2.

The mean DLQI scores for patients with PsO
without joint pain, PsO with joint pain, and
PsO with PsA were 5.7, 9.9, and 14.3, respec-
tively. The proportions of patients with DLQI
score C 6 across these groups are shown in
Fig. 3.

Patients with PsA only had a mean total
PsAID-12 score of 5.0; patients with PsO and PsA
had a mean total PsAID-12 score of 5.8 (Fig. S3).
A significant proportion of patients with both
oligoarthritis (80.3%) and polyarthritis (82.1%)
reported a PsAID-12 score C 4, indicating
unacceptable impact of PsA symptoms on the
patient [18]. Discomfort, pain, and fatigue were
the three symptoms with the highest

Fig. 1 Severity of current symptoms by BSA subgroups
(patient-reported). aIn response to the following question:
‘‘On a scale of 1 to 10, where ‘1’ is ‘very mild’ and ‘10’ is
‘very severe,’ please tell us how severe is your psoriasis
currently?’’ bIn response to the following question: ‘‘Based

on the amount of psoriasis that could be covered by the
palm of your hand (including fingers), how many palms of
psoriasis would you say you currently have?’’ BSA, body
surface area
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proportion of patients reporting an individual
PsAID score of C 7 (Fig. S4).

Most patients with PsA with or without PsO
had a PHQ-2 score C 3, indicative of a positive
depression screen [19]. The mean (SD) PHQ-2
score for all patients with PsO with or without
PsA (n = 934) was 2.64 (1.90). Scores escalated
with increasing joint involvement; mean (SD)
scores were 2.25 (1.88) for patients with PsO
only, 2.44 (1.86) for patients with PsO with
joint pain, and 3.17 (1.79) for patients with PsO
with PsA.

Analysis of Patients with Limited BSA
and Involvement of ‡ 1 Special Area

Overall, 57.1% of patients with limited BSA
(B 3) and PsO in C 1 special area rated their
disease as moderate to severe. Similarly, 58.8%
of these patients had a DLQI score C 6, indica-
tive of at least a moderately impacted QoL [17].
A greater proportion of patients reporting lim-
ited BSA and PsO involving the face versus other
special areas had a DLQI score C 6. Of these
patients with limited BSA (B 3) who perceived
their disease as moderate to severe and had C 1
involved special area, 61.3% who were being
treated with topical therapy only had a
DLQI C 6.

Fig. 2 Current treatment by level of BSA involvement.Oral
plus biologic = oral Rx plus biologic or topical Rx plus oral
Rx plus biologic; biologic = biologic only or biologic plus
topical Rx; oral = oral Rx only or oral Rx plus topical Rx;
topical only = topical Rx only; other = other only or
phototherapy only or phototherapy plus other (i.e., anything
other than prescription oral/biologic/topical therapy or

phototherapy); no Rx treatment = no treatment other than
oral OTC or topical OTC. BSA involvement based on
patient response to the following question: ‘‘Based on the
amount of psoriasis that could be covered by the palm of
your hand (including fingers), how many palms of psoriasis
would you say you currently have?’’ BSA, body surface area;
OTC, over the counter; Rx, prescription
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Patient and Physician Perceptions
of Disease Burden and Office Visits

Patients with PsO only (n = 535) ranked the
most important factors that contributed to their
disease severity as types of symptoms, locations
of skin lesions, and the length of time they had
suffered from PsO (Fig. S5). Dermatologists

ranked the top three factors contributing to
these PsO patients’ disease severity as amount of
BSA involved, impact on overall QoL, and
locations of skin lesions (Fig. S5). When asked
what occurs at office visits with their derma-
tologists, 42.9% of patients with PsO only
reported that their joints were examined at
every visit; 27.7% reported that they discussed

Fig. 3 DLQI by subgroup. BSA, body surface area; DLQI, Dermatology Life Quality Index; PsA, psoriatic arthritis; PsO,
psoriasis
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potential joint damage at every visit; 65.2%
reported that only areas of skin that the patient
pointed out were examined at every visit; 30.4%
reported that they never discussed the impact of
PsO on their emotional well-being; and 56.5%
reported that they never discussed the impact of
PsO on their sex life (Fig. S6). Alternately, when
asked about their office visit habits, 50.4% of
dermatologists reported performing a joint
examination at every visit; 51.3% reported dis-
cussing potential damage at every visit; 84.4%
reported performing a skin examination at
every visit; 3.5% reported never discussing the
emotional impact of PsO; and 16.5% reported
never discussing the impact of PsO on a
patient’s sex life (Fig. S6).

Patients with PsA with or without PsO
(n = 471) ranked the top three factors con-
tributing to their disease severity as joint pain,
impacted QoL, and location of symptoms and/
or joint discomfort (Fig. S7). Rheumatologists
ranked joint erosion/deformity, the number of
joints involved, and joint pain/stiffness as the
most important determinants of disease severity
(Fig. S7). Most patients reported that their
rheumatologist examined their joints and asked
them about disease-related pain at every visit
(76.0% and 80.1%, respectively). Nearly all

rheumatologists reported completing a joint
examination (96.0%) and discussing PsA-related
pain (94.1%) at every visit. Responses of
patients and rheumatologists demonstrated the
low frequency of discussions related to disease
impact on patients’ sex lives, with 47.4% of
patients and 33.7% of rheumatologists report-
ing that the topic was never discussed during
office visits (Fig. S8). Regarding the impact of
disease on emotional well-being, 20.5% of
patients reported that this was never discussed
with their rheumatologist, whereas only 2.0%
of rheumatologists reported never discussing
this topic (Fig. S8).

Patient and Physician Perceptions
of Disease Burden and Treatment Goals
and Attributes

The most important treatment goal for patients
with PsO (n = 535) was itch reduction, followed
by symptom control and total skin clearance
(Fig. S5). Dermatologists ranked their treatment
goals in relation to the severity of PsO; the top
ranked goal across groups was to improve QoL,
followed by achieving total skin clearance and
achieving near total skin clearance (Fig. S5). Itch
reduction was ranked eighth as a treatment goal

Fig. 4 DLQI total score categories by special-area involve-
ment. Patients could have involvement in[ 1 special area
(scalp, face, palms and/or soles, nails, or genital). Brackets

show patients with at least a moderate effect. DLQI,
Dermatology Life Quality Index; PsO, psoriasis
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among dermatologists. For patients with PsO
only, the most important attributes for an ideal
PsO therapy were to improve skin symptoms,
provide significant skin clearance, and be safe
for long-term use (Fig. S5). Dermatologists
indicated that the most important attributes for
an ideal PsO therapy based on disease severity
were to have improved access and/or insurance
coverage (moderate-to-severe), provide signifi-
cant skin clearance (mild-to-severe), be safe for
long-term use (mild-to-severe), have long-term
efficacy (mild), and be convenient and/or easy

to administer (mild). Rankings were the same
for both moderate and severe disease. Overall,
the most common responses for ideal attributes
were that the treatment was safe for long-term
use, had improved access and/or insurance
coverage, and provided significant skin clear-
ance (Fig. S5). Nearly half of patients who used
topical or oral therapies felt that they were
somewhat closely aligned with their dermatol-
ogists in treatment goals, and approximately a
third felt that they were very closely aligned.
Overall, most patients with PsO only felt that

Fig. 5 Mean DLQI question scores in patients with and without special-area involvement. DLQI, Dermatology Life
Quality Index; PsO, psoriasis
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they were somewhat (40.1%) or very (49.3%)
closely aligned with their dermatologists
regarding their current treatment goals.

For patients with PsA (n = 471), the most
important treatment goals were to reduce joint
pain, reduce joint stiffness, and stop the pro-
gression of joint damage or joint erosion
(Fig. S7). For rheumatologists, the top treatment
goals for their patients with PsA were to inhibit
the progression of joint damage or joint ero-
sion, achieve disease remission or low disease
activity, and reduce joint pain (Fig. S7). For
patients, the top attributes of an ideal PsA
therapy were that it reduces joint pain, be safe
for long-term use, and have long-term efficacy
(Fig. S7). Rheumatologists ranked their top
attributes for an ideal therapy as having long-
term efficacy, causing achievement of disease
remission or low disease activity, and reducing
joint pain (Fig. S7). In general, most patients
with PsA reported that their perceived treat-
ment goals were not aligned with those of their
rheumatologist; 91.4% of patients reported that
they were either not closely aligned or not at all
aligned.

Patient and Physician Perceptions
of Treatment Satisfaction

Most patients reported either a moderate (PsO,
35.5%; PsA, 31.8%) or strong (PsO, 47.7%; PsA,
53.9%) need for better treatments. Dermatolo-
gists were surveyed based on the severity of PsO;
42.6% believed there was a strong need for
better treatments for severe PsO, 48.7% believed
there was a moderate need for better treatments
for moderate PsO, and 39.1% believed there was
not much need for better treatments for mild
PsO. Rheumatologists were surveyed based on
oligoarticular or polyarticular PsA; a similar
proportion of respondents felt that there was a
moderate (oligoarticular, 43.6%; polyarticular,
41.6%) or strong (oligoarticular, 41.6%; pol-
yarticular, 47.5%) need for better PsA treatment
options. When patients were asked about their
level of satisfaction with either current or past
treatments, somewhat dissatisfied was the most
common answer for effectiveness, safety, and
convenienceof prescription topicalmedications,

prescription oral medications, and injectable or
intravenous medications (Fig. S9).

Regarding why patients considered their
treatments burdensome, the most commonly
reported reasons were the messiness of pre-
scription topical treatments (56.0%), experience
of side effects with prescription oral treatments
(34.8%), and physical preparation for self-in-
jection with injectable or intravenous treat-
ments (26.4%) (Fig. S10).

Patients who reported having discontinued a
prescription oral treatment (n = 366) ranked
lack of effectiveness as the top reason for dis-
continuation (31.4%). Similarly, the most
common reason for discontinuation among
those who had discontinued an injectable or
intravenous treatment (n = 251) was the lack or
loss of effectiveness (19.9%; Fig. S11).

DISCUSSION

The analysis of these data from US respondents
to the UPLIFT survey allowed insight into how
perceptions of PsO and PsA have evolved since
the 2012 MAPP survey. Despite more treatments
being available at the time of the UPLIFT survey
versus the MAPP survey, UPLIFT responses
demonstrate a continued unmet need for better
disease management. In addition, differing
perceptions among patients and physicians
about treatment goals require additional
research to understand how patients and
physicians can collaboratively make manage-
ment decisions to optimize overall care.

While there were certain differences between
the global and US populations, overall disease
perceptions were similar. The US population
had a higher prevalence of overweight or obe-
sity (58.6%) compared with the global popula-
tion (49.2%); similarly, there were higher
proportions of all comorbidities other than liver
disease in the US population compared with the
global population, suggesting a potentially
greater disease burden for US patients [15]. The
most common comorbidities were similar
between the US and global populations [15]. A
greater proportion of US respondents had PsO
and PsA compared with the global population
(39.7% versus 28% globally) [15]. A slightly
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lower percentage of US patients reported a
BSA B 3 (66.4% versus 78% globally), but a
similar percentage of these patients ranked their
symptoms as moderate to severe (56.2% versus
58% globally) [15]. Perceived treatment burden
and reasons for treatment discontinuation were
similar between the US and global populations
for oral and topical therapies [15]. Similar to the
US UPLIFT survey results presented here, a high
proportion of respondents from the Japan
UPLIFT survey subgroup perceived their symp-
toms to be moderate or severe irrespective of the
level of skin involvement, suggesting a persis-
tent unmet treatment need [20].

Nearly three-quarters of patients with PsO
and a BSA B 3 had special-area involvement,
most rated their disease as moderate-to-severe,
and most had at least moderately impacted QoL
(DLQI score C 6) [17]. These findings support
the recent paradigm shift to evaluating disease
severity and treatment candidacy not based
primarily on BSA, but considering special-area
involvement, disease burden, failure of topical
therapy, and patient preference [11, 21–23].
Most patients with PsA with or without PsO had
a positive depression screen [19], with mean
PHQ-2 scores highest in patients with comorbid
PsO and PsA, suggesting a greater burden in
patients with a dual diagnosis. These results are
supported by an analysis of surveys from the
National Psoriasis Foundation (NPF), which
indicated a larger QoL burden among patients
with both PsO and PsA [9]. More than a third of
patients with PsO had joint pain without a
diagnosis of PsA; about half of those patients
had a PEST score C 3, indicating that they
should be referred to a rheumatologist for
evaluation [16]. Almost one-quarter of US
patients were not currently receiving prescrip-
tion treatment at the time of the survey, and
patients were mostly dissatisfied with their
current or past treatments. Many patients
identified reasons associated with healthcare
access for not having seen an HCP for PsO or
PsA treatment within the past year. Although
the lower rate of participation in that section of
the survey makes it difficult to draw conclu-
sions, trends indicated that patients with PsA

were more impacted by lack of insurance or cost
issues than patients with PsO. In another anal-
ysis of surveys from the NPF, undertreatment
was similarly identified as a significant problem
[24]. Responses from patients and physicians
highlighted a potential disconnect regarding
treatment goals, assessment of disease severity,
ideal treatment, and expectations for office
visits. Treatment goals identified by patients
with PsO in the UPLIFT survey were similar to
those expressed by patients through a survey
from the NPF using the Patient Needs Ques-
tionnaire of the Patient Benefit Index; among
top patient needs identified were having confi-
dence in therapy, getting better skin quickly,
and being free of itch [25]. Patients with PsO
without PsA generally felt that their treatment
goals were in alignment with their dermatolo-
gist, but most patients with PsA did not feel
aligned with their rheumatologists. Similarly, in
a multinational real-world survey of patients
with PsO and their dermatologists conducted in
2015–2016, perceptions differed with respect to
symptoms, disease severity, and control [26].
PsAID-12 results reaffirm the high impact of PsA
on health-related QoL as well as the remaining
unmet need for improved disease management
[27]. Findings suggest that there is an opportu-
nity for better communication between patients
and their physicians to optimize treatment
management and QoL.

Some limitations of the survey included
recall bias, participants being selected from an
online panel that may not have been fully rep-
resentative of the general population, some
survey questions on the physician and patient
survey not being equivalent, and the physician
survey not including a representative number of
other healthcare providers, such as nurse prac-
titioners or physician assistants. In addition, the
survey was conducted in part during the
COVID-19 pandemic. This could have affected
the burden of disease that patients experienced,
patients’ ability to have an in-person office visit,
and patient-reported outcomes, as well as
responses from physicians and patients. A
future publication will present UPLIFT results
for the EU population.
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CONCLUSION

The 2020 UPLIFT survey emphasized the con-
sistent significant disease burden of US patients
with PsO and/or PsA, even in those with local-
ized disease. The findings were largely similar
between the US and global populations [15].
Survey responses highlighted the need for
treatment optimization as well as alignment
between patients and HCPs. A large percentage
of US patients had impaired QOL and a positive
depression screen, suggesting a potential need
for a mental health evaluation. In addition,
most patients with PsO and joint pain may need
a referral to a rheumatologist.
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