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Psoriasis	is	a	common	and	severe	disease,	impairing	pa7ents’	
quality	of	life	to	the	extent	similar	to	other	major	diseases	such	
as	cancer	or	diabetes.	Life	expectancy	is	reduced	by	
approximately	four	years	in	pa7ents	with	severe	psoriasis,	
primarily	owing	to	their	increased	cardiovascular	risk1.	It	is	
frequently	encountered	in	general	prac7ce.	Extrapola7ng	from	
UK	fugures3	it	is	es7mated	that	the	prevalence	in	Ireland	is	1.6%3	
(approx.	73,OOO	people).	It	affects	males	and	females	equally.		
	
	
Psoriasis	has	been	independently	linked	with	cardiovascular	
events	such	as	stroke	and	MI3,4,5,6.			
	
General	Prac77oners	are	uniquely	placed	to	assess	and	monitor	
the	cardiovascular	risk	for	psoriasis	pa7ents	along	with	other	co-
morbidi7es	of	this	chronic	disease.	NICE	guidelines	state	that	
cardiovascular	risk	should	be	assessed	for	all	pa7ents	with	
psoriasis	(of	any	severity)	at	presenta7on	and	that	a	validated	
risk	assessment	too	should	be	used2.	In	addi7on,	the	guideline	
states	that	pa7ents	should	be	classified	as	mild,	moderate	or	
severe	as	this	confers	a	substan7ally	increased	risk	of	CVD.		
	
	
Using	NICE	clinical	audit	tool:	Psoriasis	for	non-specialists	2013	8,	
an	audit	was	conducted	of	current	pa7ents	with	psoriasis	and	
assessed	the	propor7on	of	those	who	had	appropriate	
assessment	of	cardiovascular	risk.	The	disease	severity	and	
cardiovascular	risk	of	psoriasis	pa7ents	aqending	between	
January	2016	and	May	2016	was	then	prospec7vely	assessed	
using	The	Framingham	Cardiovascular	Risk	Score	as	the	validated	
tool.		

IntroducCon	

73	(23	male,	50	female)	pa7ents	with	psoriasis	were	iden7fied	in	
the	1st	phase	during	data	collec7on.	47%(n=34)	had	the	severity	
of	their	psoriasis	recorded	in	the	notes.	5.4%	(n=4)	were	
assessed	for	their	cardiovascular	risk	using	any	measure	at	
presenta7on.	56%(n=40)	had	their	cardiovascular	risk	assessed	
with	ECG,	BP,	Lipid	profile,	BMI,	glucose/Hba1c	or	a	combina7on	
of	these	in	the	5	years	preceding	January	2016.		
	
None	were	assessed	at	any	stage	using	a	validated	risk	tool.		
	
The	following	are	the	results	of	the	re-audit	post	change	
implementa7on.	The	number	of	pa7ents	on	the	psoriasis	
register	increased	to	80(2	new	cases	and	5	not	previously	
coded).	All	new	pa7ents	(n=2)	underwent	appropriate	
cardiovascular	risk	assessment.	The	number	of	those	pa7ents	for	
whom	severity	of	disease	was	recorded	increased	from	
increased	from	47%(n=34)	to	61%(n=45).	When	taking	into	
account	new	pa7ents	registered	during	the	study	period,	
severity	was	recorded	in	65%	(n=52)	of	psoriasis	pa7ents	on	the	
register.	The	number	of	pa7ents	who	had	any	form	of	
cardiovascular	assessment	grew	from	56%(n=40)	to	67%(n=49).	
21%(n=17)	had	their	risk	assessed	using	a	validated	tool	
(Framingham).		
5	of	those	who	were	assessed	in	cycle	2	using	the	Framingham	
score	had	a	score	of	>10%	conferring	an	intermediate	risk	of	
cardiovascular	disease	in	the	next	10	years.	2	pa7ents	in	this	
cohort	had	had	a	risk	>20%.	Of	this	cohort,	1	of	these	pa7ents	
had	not	had	a	cardiovascular	assessment	previously.		
	

	Given	our	pa7ent	numbers,	our	prevalence	of	1.9%	is	largely	in	
line	with	the	1.6%	prevalence	suggested	by	The	Irish	Skin	
Founda7on3	(which	is	extrapolated	from	UK	figures).	This	
suggests	good	recording	and/or	recogni7on	of	this	condi7on	in	
our	prac7ce.	Overall,	there	was	good	par7cipa7on	levels	among	
the	staff.	Some	staff	were	concerned	that	the	audit	may	lead	to	
extra	work	in	the	future.	There	was	a	concern	that	analysing	
cardiovascular	risk	in	psoriasis	pa7ents	was	not	a	priority	given	
already	limited	resources	and	increasing	demand.	However	at	
the	prac7ce	mee7ng	it	was	explained	that	psoriasis	is	being	
increasingly	recognised	as	a	systemic	illness,	conferring	in	
par7cular,	an	increased	cardiovascular	risk.	General	Prac77oners	
have	a	key	role	to	play	in	the	assesment	and	management	of	this	
risk.	Providing	staff	members	with	a	hard	copy	of	the	assessment	
tool	worked	well	in	term	of	op7mal	data	collec7on	but	was	
somewhat	cumbersome	when	analysing	the	data.	

Discussion	

As	a	result	of	this	audit	we	recommend	that	assesment	of	
cardiovascular	risk	in	pa7ents	with	psoriasis	be	done	using	a	
validated	risk	tool,	at	least	every	five	years	and	for	the	risk	to	be	
managed	accordingly.	We	plan	to	implement	this	as	prac7ce	
policy	over	7me.	We	also	plan	to	assess	the	outcome	measures	
of	this	interven7on	and	would	hope	to	see	reduced	morbidity	
and	mortality	in	our	psoriasis	cohort	resul7ng	from	7mely	
assessment	and	risk	management.		We	have	created	a	medi-
form	on	Health	One	which	we	hope	will	facilitate	the	ease	and	
efficiency	with	which	staff	are	able	to	perfom	this	assessment	
(See	below).	We	would	also	hope	that	in	the	future	General	
Prac7ce	is	resourced	to	manage	psoriasis	as	a	chronic	systemic	
disease.		
		

A	register	of	psoriasis	pa7ents	was	obtained	from	our	Health	
One	database	using	disease	codes	and	searches	for	drugs	
commonly	used	in	psoriasis.	Psoriasis	is	coded	on	our	system	to	
ICD-10/	ICPC	automa7cally	when	it	is	inserted	into	the	problem	
list.	73	pa7ents	were	iden7fied.	Our	prac7ce	has	2196	GMS	
pa7ents	with	approximately	1500	regularly	aqending	private	
pa7ents	giving	a	total	prevalence	for	psoriasis	of	1.9%,	or	slightly	
higher	than	the	es7mated	na7onal	prevalence.	This	was	a	
straighyorward	undertaking.		
	
A	retrospec7ve	analysis	of	the	case	notes	was	then	conducted	
and	the	following	data	was	gathered	as	per	NICE	guidelines	
referenced	above;	(	1)	Did	the	pa7ent	have	severe	psoriasis	and	
was	that	documented?	(2)	Were	they	assessed	for	
cardiovascular	risk	at	presenta7on?	(3)	Was	a	validated	
es7ma7on	tool	used	for	this	assessment?	(4)	Have	they	had	
their	cardiovascular	risk	assessed	at	least	every	five	years?	
	
All	pa7ents	with	psoriasis	who	aqended	between	January	2016	
and	May	2016	were	to	have	an	opportunis7c	cardiovascular	
assessment	carried	out.	A	prac7ce	mee7ng	was	arranged	to	
discuss	the	audit	and	address	any	ques7ons	or	concerns	from	
staff.	The	severity	scoring	system	and	cardiovascular	risk	
assessment	was	explained.	It	was	important	that	we	had	good	
par7cipa7on	from	nurses	and	doctors	to	ensure	that	we	
adequately	recorded	data	on	all	pa7ents	presen7ng	during	the	
study	period.	In	order	to	facilitate	this,	some	staff	members	who	
were	less	familiar	with	the	IT	system	were	given	hard	copies	of	
the	assessment	tool.	3	doctors	and	one	nurse	took	part	in	the	
study.	Administra7ve	staff	were	instrumental	in	the	data-
gathering	phase,	and	in	se{ng	up	a	dedicated	‘medi-form’	for	
the	assessment	of	cardiovascular	risk	in	psoriasis	pa7ents	
	
A	prompt	was	inserted	in	Health	One	to	alert	health	
professionals	to	conduct	assessment.	This	was	in	the	form	of	an	
alert	that	was	ac7vated	when	the	case	notes	of	pa7ent	from	our	
psoriasis	register	were	accessed.	The	alert	prompted	the	health	
professional	to	conduct	a	cardiovascular	assessment	using	the	
Framingham	medi-	form,	record	disease	severity	and	discuss	the	
risk	with	pa7ents.		
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A	literature	review	was	conducted	on	PubMed	in	order	to	select	
an	appropriate	tool.	Based	on	the	evidence.	The	Framingham	
score	was	selected	because	of	its	usefulness	in	the	assessment	
of	CVD	risk	in	pa7ents	with	psoriasis7	.	This	was	not	a	head	to	
head	study	with	any	other	risk	tool	e.g.	Qrisk	.	NICE	does	not	
specify	which	tool	should	be	used.	Severe	psoriasis	was	defined	
as	affec7ng	>10%	of	body	area	and/or	need	for	inpa7ent,	
systemic	or	UV	light	therapy.	Moderate	psoriasis	is	defined	as		
affec7ng	3-10%	of	body	area	and	mild	affects	<3%	body	surface	
area.		A	re-audit	into	assessment	of	cardiovascular	risk	in	our	
psoria7c	pa7ents	was	then	carried	out.		
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