
© 2024 UCB, Inc., Smyrna, GA 30080. All rights reserved.

Date of preparation: March 2024 | US-DA-2400183

THE IMPACT OF QUALITY 
CARE MEASURES FOR 
PATIENTS WITH 
PSORIATIC DISEASE

Working together to close gaps within the 
patient journey and advocate for value-based 
care in dermatology
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Psoriatic disease includes psoriasis and psoriatic arthritis

PsA, psoriatic arthritis.
References: 1. Armstrong AW, et al. JAMA. 2020;323(19):1945-1960. 2. Armstrong AW, et al. JAMA Dermatol. 2021;157(8):940-946. 3. Alinaghi, et al. J Am Acad Dermatol. 2019;80(1):251-
265.e19. 4. De Vlam K, et al. Rheumatol Ther. 2018;5(2):423-436. 5. Merola JF, et al. J Am Acad Dematol. 2022;86(4):748-757. 
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Prevalence of PsA stratified by psoriasis severity
Psoriasis is one of the most common

immune-mediated inflammatory diseases,
affecting 125 million people worldwide1

7.5 adults living with psoriasis in 

the United States2million

About

20%
of patients with psoriasis 

have PsA3

of patients with PsA have 

active skin symptoms4

About

80%

The risk of developing PsA increases with disease 

severity in patients with psoriasis5
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Psoriatic diseases represent a significant burden 
to patients and the healthcare system at large

PsA, psoriatic arthritis. 
aBased on a retrospective observational  study conducted with Market Scan databases from January 2008 to September 2015. bAny cardiovascular comorbidi ty included angina, atherosclerosis, 
cerebrovascular d isease, stroke, coronary artery disease, hypertension, myocardial infarction, peripheral vascular disease, and venous thromboembolism. 
References: 1. Armstrong AW, et al. JAMA. 2020;323(19):1945-1960. 2. Kaine J, et al. J Manag care Spec Pharm. 2019;25(1):10.18553/jmcp.2018.17421. 3. Lee S, et al. J Med Econ. 
2018;21(6):564-570. 

Compared with the general population, patients with

psoriasis and/or PsA have an increased number of

ambulatory and pharmacy visits3
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Ambulatory Visits Pharmacy Visits

16.4

27.0

12.7

22.0

General population

Psoriasis and/or PsA

Compared to matched controls, patients with PsA were2,a:

Patients with psoriasis and PsA are at a greater risk of 
developing a range of other health conditions, such as 
cardiovascular disease, obesity, depression, and diabetes1,2

1.5x

About

3x

About

18x

more likely to develop any new 

cardiovascular comorbidityb

more likely to develop

multiple sclerosis

more likely to have a new claim 

of an autoimmune disease
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Why is quality care so critical for patients with psoriatic disease?

USD, US dollars.
aResults from the Nat ional Psoriasis Foundation’s 2022 online survey of patients with psoriatic d isease (N=1453). 
References: 1. Vanderpuye-Orgle J et al. J Am Acad Dermatol. 2015;72:961-967. 2. Villacorta R A, et al. Br J Dermatol. 2020;183:548–558. 3. National Psoriasis Foundation. 2022 Annual Survey of 
the Psoriatic Disease Community: Preliminary Results. 4. Armstrong A, et al. J Eur Acad Dermatol  Venereol. 2018;32(12):2200-2207. 

Societal impact in the United States: $4 billion 

annually in lost productivity is associated with 

presenteeism due to psoriatic disease1

Of patients with psoriatic disease3,a:

reported experiences of discrimination 

and/or humiliation in daily life4

Work productivity loss is a major contributor to 
indirect costs related to psoriasis2

Psoriatic disease often creates significant emotional, social, and economic burdens on 

patients. Providing quality care may increase the likelihood of desired health outcomes for 
individuals and populations

$3,592

$7,478

$12,194

$0

$5,000

$10,000

$15,000

Mild Moderate Severe

U
S
D

Psoriasis

Average annual indirect cost due to loss of 

productivity (USD)

>80%

45% reported that psoriasis has a moderate-to-

large effect on their quality of life

60% reported some work impairment due to 
their psoriatic disease

Of patients with psoriasis:
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Increased healthcare costs 
with psoriasis and comorbidities

aCompared with the general population. List is not exhaustive. Study used the IBM MarketScan Commercial and Medicare Claims data from January 2006 to December 2019. Included patients who 
newly init iated apremilast or other biolog ics. The study populat ion included adult  patients with moderate-to-severe psorias is.
Reference: Wu JJ, et al. Dermatol  Ther (Heidelb). 2023;13(1):207-219. 

$135 

$145 

$159 

$203 

$305 

$360 

$372 

$987 

$0 $200 $400 $600 $800 $1,000$1,200

Chronic pulmonary disease

Obesity

Diabetes

Hyperlipidemia

Hypertension

Liver disease

Mental health disorders

Peripheral vascular disease

$, per patient per month 

Additional cost of comorbidities for patients 
with moderate-to-severe psoriasisa

Comorbidities, in addition to psoriasis, lead to 
an increased burden on healthcare systems 
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1.3

1.87

2.69

0 1 2 3 4 5

Non-Hispanic Minority

Hispanic White

Non-Hispanic White

Average visits per year

Non-Hispanic minorities have an absolute difference 

of 1.24 fewer visits PPPY and a total of over 

3 million fewer visits per year versus non-Hispanic 

Whites with psoriasis3

Between initial presentation to 

dermatologist and final diagnosis vs 

60 days in patients without skin of color

Likelihood of receiving a skin biopsy to 

confirm diagnosis vs patients without 

skin of color

In patients with skin of color who have psoriasis1:

Health disparities found in patients with psoriasis may impact 
their quality of care and experiences within the healthcare system

PPPY, per person per year.
aNon-Hispanic minority includes Black, Asian/Native Hawaiian/Pacific Islander, American Ind ian/Alaskan Native, and multiracial.
References: 1. Dickerson T et  al . Cutis. 2022;110(2 Suppl):26-28. 2. Sevagamoorthy A et al. J Invest Dermatol. 2020;140(7):S97. 3. Fischer AH et al. J Am Acad Dermatol. 2018;78(1): 200-203. 

180
days

4x

Dermatologists are less likely to confidently 
diagnose psoriasis in Black patients 

vs White patients2

Number of all ambulatory visits per year

a
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with greater negative impact on their quality of life, 
they are less aware of biologics as a therapeutic 

option than are White patients1-3

to receive biologics for 

moderate-to-severe psoriasis4,a

Health disparities found in patients 
with psoriasis may impact their 
quality of care and experiences 
within the healthcare system

aCompared to White patients.
Reference: 1. Gelfand JM, et al. J am Acad Dermatol. 2005;52(1):23-26. 2. Shah SK, et al. J Drugs Dermatol. 2011;10(8):866-872. 3. Takeshita J, et al. J Invest Dermatol. 2019;139(8):1672-1679.e1. 
4. Takeshita J, et al. J Invest Dermatol. 2015;135(12):2955-2963.

Black patients are

70%
less likely
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Organizational efforts to establish health equity frameworks or roadmaps provide guidance for those looking to 

reduce health disparities and improve health equity at their institution or on a population level 

Organization Target Healthcare Audience Health Equity Focus Areas

The Joint 
Commission

Joint Commission-accredited and 

non-accredited hospitals and critical 

access hospitals

Leadership, collaboration, data collection, provision of care, and performance improvement

NCQA 

Health Equity 
Accreditation 
(PLUS)a

Health plans, health systems, 

hospitals, population health 

organizations, wellness organizations, 

and others

Build an internal culture that will influence external engagement; culture, linguistic needs and language services; 

and identify opportunities to reduce health inequities

PLUS focuses on: Community social risk factors and patients' social needs, offering social resources, partnerships 
and community-based organizations, patient and consumer engagement, and social need referral processes 
and partnerships

CMS

ACO REACH 
Modelb

Standard ACOs, new entrant ACOs, 

and high needs populations ACOs

Requires a health equity plan, health equity benchmark adjustment to payments, reports demographic and social 

needs data, enhances services offered to improve access to care, stricter policy on provider-led governance, 

requiring providers to comprise 75% of the governing board, adds beneficiary and consumer advocate 

representatives to their board, and compliance with coding practices

Establishing health equity frameworks are the first step to 
creating standardized measures to further reduce health 
disparities and improve patient outcomes

ACO, accountable care organization; CMS, Centers for Medicare and Medicaid Services; NCQA, National Committee for Quality Assurance.
aRequired for some state agencies. bRequired for all ACOs. 
Reference: RTI Health Advances. Comparing Major Health Equity Frameworks & Measures. https://healthcare.rt i.org/ins ights/comparing-major-health-equity-frameworks-measures. Accessed March 5 , 2024.

https://healthcare.rti.org/insights/comparing-major-health-equity-frameworks-measures
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Organization Target Healthcare Audience Health Equity Focus Areas

CMS

CMS centers and offices, healthcare 

organizations, professionals and 

partners, researchers, policymakers, 

and US public

Standardizing data and its widespread use, causes of disparities within CMS, addressing inequities found in CMS 

policies, increase capacity for organizations and employees to reduce disparities, expand access to language and 

culturally-tailored services, improving health literacy, greater access to healthcare services and coverage

IHI
Healthcare organizations, 

policymakers, researchers, and 

community organizations

Making health equity a strategic priority, structures and processes, strategies to address multiple determinants 

of health, institutional racism within the organization, partnerships with community organizations to improve 

health equity

RWJF

Payers, providers, clinicians, 

healthcare professionals, and 

others who provide/pay for 

healthcare services

Four roles and their impact on health equity – provider, employer, partner, and advocate – and three or four key 

actions each role should take, trust and sharing power in relationships and partnerships

NQF Primarily public and private sectors
Uncovering and reducing health disparities, evidence-based interventions, creating and using health equity 

measures, and incentives for performance

Establishing health equity frameworks are the first step to 
creating standardized measures to further reduce health 
disparities and improve patient outcomes

CMS, Centers for Medicare and Medicaid Services; IHI, Institute for Healthcare Improvement; NQF, National Quality Forum; RWJF, Robert Wood Johnson Foundation. 
Reference: RTI Health Advances. Comparing Major Health Equity Frameworks & Measures. https://healthcare.rt i.org/ins ights/comparing-major-health-equity-frameworks-measures. Accessed March 5 , 2024.

https://healthcare.rti.org/insights/comparing-major-health-equity-frameworks-measures
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Existing quality measures for psoriatic disease promote 
patient-focused care practices

CQM, Clin ical Quality Measure; MIPS, Merit-based Incentive Program System; TB, tuberculosis .
Reference: AAD 2024 Quality Measures fo r MIPS Reporting. https://www.aad.org/member/pract ice/mips/measures/2024. Accessed March 25, 2024.

Organizations such as the National Quality Forum and the American Academy of Dermatology 

have developed quality measures focused on, or relevant to, psoriatic disease to objectively 

assess healthcare performance

Measure 

Name

Measure 

ID

Measure 

Rationale

Measure Use in 

Value-Based 

Program

Tuberculosis Screening 
Prior to First Course of 
Biologic and/or 
Immune Response 
Modifier Therapy

MIPS 176 • If a patient has been newly prescribed a biologic disease-modifying anti-rheumatic drug 
(DMARD) therapy, then the medical record should indicate TB testing in the preceding 
12-month period.

Source: Quality ID #176: Tuberculosis Screening Prior to First Course of Biologic and/or 
Immune Response Modifier Therapy (ctfassets.net)

Process CQM for 
MIPS reporting

Closing the
Referral Loop:

Receipt of
Specialist Report

MIPS 374 • Percentage of patients with referrals, regardless of age, for which the referring clinician receives a 
report from the clinician to whom the patient was referred.

Source: Quality ID #374: Closing the Referral Loop: Receipt of Specialist Report (cms.gov)

High-Priority, Process 
CQM for MIPS 
reporting

Screening for Social 
Drivers of Health

MIPS 487 • Percent of patients 18 years and older screened for food insecurity, housing instability, transportation 
needs, utility difficulties, and interpersonal safety.

Source: Quality ID #487: Screening for Social Drivers of Health (ctfassets.net)

High-Priority, Process 
CQM for MIPS 
reporting

https://assets.ctfassets.net/1ny4yoiyrqia/5cTfAovcpeog974SotyAuG/8328886e8d3ed876fe3126fb0005c84a/AAD-Quality-176-Measure-Specifications-2024.pdf
https://assets.ctfassets.net/1ny4yoiyrqia/5cTfAovcpeog974SotyAuG/8328886e8d3ed876fe3126fb0005c84a/AAD-Quality-176-Measure-Specifications-2024.pdf
https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2024_Measure_374_MIPSCQM.pdf
https://assets.ctfassets.net/1ny4yoiyrqia/2KBuFMiuXUSoOzuBqkasnL/5e702e56b4cc3d4cad25d6750ac1d7b2/AAD-Quality-487-Measure-Specifications-2024.pdf
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Existing quality measures for psoriatic disease promote 
patient-focused care practices (cont’)

CQM, Clin ical Quality Measure; MIPS, Merit-based Incentive Program System.
Reference: AAD 2024 Quality Measures fo r MIPS Reporting. https://www.aad.org/member/pract ice/mips/measures/2024. Accessed March 25, 2024.

Measure 

Name

Measure 

ID

Measure 

Rationale

Measure Use in 

Value-Based 

Program

Psoriasis:

Clinical Response
to Systemic
Medications

MIPS 410 • Percentage of psoriasis vulgaris patients receiving systemic medication who meet minimal physician-or 
patient- reported disease activity levels. It is implied that establishment and maintenance of an 
established minimum level of disease control as measured by physician-and/or patient-reported outcomes 
will increase patient satisfaction with and adherence to treatment.

Source: Quality ID #410: Psoriasis: Clinical Response to Systemic Medications (ctfassets.net)

High-Priority, Outcome 
CQM for MIPS reporting 

Psoriasis:

Improvement in 
Patient-Reported 
Itch Severity

MIPS 485 • The percentage of patients, aged 8 years and older, with a diagnosis of psoriasis where at 
an initial (index) visit have a patient reported itch severity assessment performed, score 
greater than or equal to 4, and who achieve a score reduction of 3 or more points at a follow 
up visit.

Source: Quality ID #485: Psoriasis - Improvement in Patient-Reported Itch Severity 
(ctfassets.net)

High-Priority, Patient-
Reported Outcome CQM 
for MIPS reporting

https://assets.ctfassets.net/1ny4yoiyrqia/3FplY8Fh3fw3anvGGF4zZT/ebc645ebdea3b79b93b964312db7fd71/AAD-Quality-410-Measure-Specifications-2024.pdf
https://assets.ctfassets.net/1ny4yoiyrqia/3kBUtBRBZXftgcIXaNtv75/4c414547889f038099e7d981d5044a9f/AAD-Quality-485-Measure-Specifications-2024.pdf
https://assets.ctfassets.net/1ny4yoiyrqia/3kBUtBRBZXftgcIXaNtv75/4c414547889f038099e7d981d5044a9f/AAD-Quality-485-Measure-Specifications-2024.pdf


12

P
ro

p
ri
e
ta

ry
 a

n
d
 C

o
n
fid

e
n
tia

l 
P

ro
p
e
rt
y
 o

f 
U

C
B

12

P
ro

p
ri
e
ta

ry
 a

n
d
 C

o
n
fid

e
n
tia

l 
P

ro
p
e
rt
y
 o

f 
U

C
B

Existing quality measures for psoriatic disease promote 
patient-focused care practices (cont’)

MIPS, Merit-based Incentive Program System; QCDR, Qualified Clin ician Data Registry.
Reference: AAD 2024 Quality Measures fo r MIPS Reporting. https://www.aad.org/member/pract ice/mips/measures/2024. Accessed March 25, 2024.

Measure 

Name

Measure 

ID

Measure 

Rationale

Measure Use in Value-Based 

Program

Psoriasis:

Screening for Psoriatic
Arthritis

AAD7 • Percentage of patients with diagnosis of psoriasis who are screened for psoriatic 
arthritis at each visit.

Source: AAD-Quality-7-Measure-Specifications-2024.pdf (ctfassets.net)

High-Priority, Process QCDR Measure 
for MIPS reporting, only available for 
reporting through AAD’s DataDerm
Registry

Chronic Skin
Conditions: 

Patient-Reported
Quality of Life

AAD8 • The percentage of patients aged 18 years and older with a chronic skin condition whose 
self-assessed quality-of-life was recorded at least once in the medical record within the 
measurement period.

• This measure includes psoriasis, hidradenitis suppurativa, atopic dermatitis, contact 
dermatitis, nummular dermatitis, acne, rosacea, urticaria, alopecia, vitiligo, and/or 
keloids. 

Source: AAD-Quality-8-Measure-Specifications-2024.pdf (ctfassets.net)

High-Priority, Process QCDR Measure 
for MIPS reporting, only available for 
reporting through AAD’s DataDerm
Registry

Psoriasis:

Appropriate 
Assessment & 
Treatment of Severe 
Psoriasis

AAD15 • Percentage of patients with a diagnosis of psoriasis with a documented Body Surface 
Area (BSA) greater than 10% for whom phototherapy or an oral systemic or biologic 
medication was prescribed.

Source: AAD-Quality-15-Measure-Specifications-2024.pdf (ctfassets.net)

Process QCDR Measure for MIPS 
reporting, only available for reporting 
through AAD’s DataDerm Registry

Psoriasis:

Shared Decision-
Making in the 
Treatment of Psoriasis

AAD19 • Percentage of patients with a diagnosis of psoriasis with a documented shared 
decision-making discussion that includes the patient’s treatment goals, preferences, 
and the risks & benefits of treatment options.

Source: AAD-Quality-19-Measure-Specifications-2024.pdf (ctfassets.net)

High-Priority, Process QCDR Measure 
for MIPS reporting, only available for 
reporting through AAD’s DataDerm
Registry

https://assets.ctfassets.net/1ny4yoiyrqia/6D0ffFWC8sBY871XHt4fea/116119c174b4aa1ebd7a17a89c701ec7/AAD-Quality-7-Measure-Specifications-2024.pdf
https://assets.ctfassets.net/1ny4yoiyrqia/3bK3siIibaljSKX1sp0Zoi/8dcfc08012eb959f309d4be91895e588/AAD-Quality-8-Measure-Specifications-2024.pdf
https://assets.ctfassets.net/1ny4yoiyrqia/3XR7pYBSoKpVte4jxK6N2o/082d8761f97d4b27694076f91b2767f3/AAD-Quality-15-Measure-Specifications-2024.pdf
https://assets.ctfassets.net/1ny4yoiyrqia/2F5w8xVf67zTq659nsuxle/a6775a4878be8a3df689d333f0e94b6e/AAD-Quality-19-Measure-Specifications-2024.pdf
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Which organizations can help?

https://www.aad.org/member/clinical-quality/measures

The American Academy of Dermatology, founded in 1938, is the 

largest, most influential, and most representative of all dermatologic 

associations. With a membership of more than 20,500 physicians 

worldwide, the AAD is committed to: advancing the diagnosis and 

medical, surgical and cosmetic treatment of the skin, hair and nails; 

advocating high standards in clinical practice, education, and 

research in dermatology; and supporting and enhancing patient care 

for a lifetime of healthier skin, hair and nails. 

The academy has developed a number of dermatology-

specific measures that are eligible for MIPS reporting.

Centers for Medicare &

Medicaid Services (CMS)

https://www.cms.gov/medicare/quality/measures

The CMS is part of the Department of Health and Human

Services (HHS). Electronic clinical quality measures (eCQMs)

are tools that help measure and track the quality of healthcare 

services that eligible professionals (EPs), eligible hospitals, and

critical access hospitals (CAHs) provide, as generated by a

provider’s electronic health record (EHR). Measuring and

reporting eCQMs help to ensure that our healthcare system is

delivering effective, safe, efficient, patient-centered, equitable,

and timely care.

National Committee on 

Quality Assurance
(NCQA)

https://www.ncqa.org/hedis/measures

Healthcare Effectiveness Data and Information 

Set (HEDIS) measures are developed by the NCQA,

allowing health plans, purchasers, consumers, and other

stakeholders to weigh in on the relevance, scientific

soundness, and feasibility of new and revised measures

and to provide input on HEDIS guidelines.

HEDIS measures/technical specifications are revised

every year to include newer and more effective best

practice guidelines.

The Group for Research and Assessment

of Psoriasis and Psoriatic Arthritis
(GRAPPA)
https://www.grappanetwork.org/

GRAPPA is organized exclusively for non-profit, educational, and

scientific purposes, specifically to facilitate sharing of information 

related to psoriasis and psoriatic arthritis, networking among 

different medical disciplines that see psoriasis and psoriatic arthritis 

patients, and to enhance research, diagnosis, and treatment of

psoriasis and psoriatic arthritis.

Psoriasis & Psoriatic Arthritis Clinics

Multicenter Advancement Network
(PPACMAN)
https://www.ppacman.org

The mission of PPACMAN is to optimize the clinical care of patients
with psoriatic disease through multidisciplinary collaboration, education,

and innovative research. Their goals focus on improving education

for trainees and practicing dermatologists and rheumatologists about

the importance of early identification of psoriatic arthritis and value of

collaborative care for patients with psoriatic disease.

https://www.aad.org/member/clinical-quality/measures
https://www.cms.gov/medicare/quality/measures
https://www.ncqa.org/hedis/measures/
http://www.grappanetwork.org/
http://www.ppacman.org/
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American Academy of Dermatology (AAD)

https://www.aad.org

Join us in our mission to create value-based care for patients

National Psoriasis Foundation (NPF)

https://www.psoriasis.org/guidelines-treating-your-psoriasis-patients

• The mission of the NPF is to drive efforts to cure psoriatic disease and
improve the lives of those affected.

• The NPF provides up-to-date guidelines on the treatment of 
psoriatic diseases.

Partnerships within the dermatology community

• The AAD is a nonprofit medical specialty association with a mission to promote 
leadership in dermatology and excellence in patient care through education, 

research, and advocacy. Committed to advancing the frontiers of dermatologic 
care, the AAD is the premier resource for dermatologic education, practice 

management, clinical guidelines & quality improvement, professional 
publications, and more. 

• More information about the largest dermatologic clinical data registry, 

DataDermTM, is available at: https://www.aad.org/member/practice/dataderm
or contact AAD directly at Dataderm@aad.org

https://www.aad.org/
https://www.psoriasis.org/guidelines-treating-your-psoriasis-patients
https://www.aad.org/member/practice/dataderm
mailto:Dataderm@aad.org
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