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ABSTRACT

core set assessment for PsD in Multidisciplinary Dermatology/Rheumatology Clinics should comprise all
disease domains and, if possible, quality of life. The
main objective of these clinics is to achieve remission/minimal disease activity. Limitations to these multidisciplinary approaches are discussed, namely financial, time management, and human resources obstacles
that can be a handicap in their implementation, despite
the benefits of PsD integrated care.

Psoriatic disease (psoriasis and psoriatic arthritis, PsD)
is a condition that affects the skin, the musculoskeletal
system, and beyond, impairing patients' quality of life.
A multidisciplinary approach of combined dermatology–rheumatology clinics is recommended and valuable
to respond to PsD diagnosis, management, and treatment challenges. In Portugal, five Hospitals have implemented a multidisciplinary clinic for PsD assessment. This report aims to describe how these
multidisciplinary clinics were developed, their characteristics, and the main obstacles to their implementation. Although the different hospitals adopted distinct
functional models, a consensus respecting the minimal
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Psoriatic disease (PsD) is a heterogeneous condition that
affects peripheral and axial joints and entheses (psoriatic arthritis, PsA)1 as well as the skin (psoriasis, PsO), associated with several systemic manifestations and comorbidities that altogether result in reduced
health-related quality of life (HRQoL)2. Up to 40% of
PsO patients will develop PsA3-6, and 75% of PsA patients have clinically evident PsO when they are diagnosed3, 7.
Early PsA diagnosis is associated with better radiographic and functional outcomes, reduced costs, and
pain relief8-11, while delayed diagnosis precludes optimal therapeutic response, including to biologic diseasemodifying anti-rheumatic drugs (bDMARDs) and drugs
with other mechanisms of action (MOA)2, 12-14. Despite
the number of available diagnostic tools, some not yet
completely validated, early and accurate diagnosis of
PsA is often challenging to establish, due to the absence
of well-characterized disease markers and/or a definitive screening procedure. Interpreting clinical symptoms2 is frequently the only available tool for the deci-
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sion-making process. Diagnosis can also be challenging due to the heterogeneous nature of PsD manifestations and their multiple differential diagnoses 2.
Moreover, treatment of patients with PsD remains suboptimal, despite the evidence on early intervention effectiveness and effective therapeutic options2, 3. Thus,
an early diagnosis, a regular assessment of disease activity, and an appropriate treatment aiming at remission, are essential for the management of PsD2, 6, 15.
The evaluation and management of patients with
PsD by dermatologists and rheumatologists are usually performed separately7, 16. In this context, the diagnosis and subsequent referral of the patient to a
rheumatologist or dermatologist may be frequently delayed, being dependent on the knowledge and skill of
the general practitioner (GP) or the derma tologist/rheumatologist to recognize the manifestations
of PsA/PsO12, 15.
Guidelines from the European Alliance of Associations for Rheumatology (EULAR), the Group for Research and Assessment of Psoriasis and Psoriatic Arthritis (GRAPPA), and the other groups endorsing
Recommendations for the Coordinated Management
of Psoriatic Arthritis by Rheumatologists and Dermatologists all recommend a multidisciplinary approach5,17,18 based on PsA heterogeneous and potentially severe manifestations, as well as risk of irreversible
structural damage. The outcome measures used in the
follow-up of PsO and PsA patients are not consensual.
Overall, these measures include unidimensional or
multidimensional items that capture skin and musculoskeletal activity that dermatologists and rheumatologists, respectively, accurately use.
In line with these recommendations, five Hospitals
in Portugal have implemented Multidisciplinary Dermatology/Rheumatology Clinics (MDRC) for the
management of PsD: Centro Hospitalar Universitário
de Lisboa Norte – Hospital de Santa Maria (CHULNHSM), Lisboa (start date: July 2010); Centro Hospitalar Universitário de São João (CHUSJ), Porto (start
date: January 2014); Hospital CUF Descobertas (CUFD), Lisboa (start date: March 2016); Centro Hospitalar de Lisboa Ocidental – Hospital de Egas Moniz
(CHLO-HEM), Lisboa (start date: March 2018); Centro Hospitalar Baixo Vouga – Hospital Infante D. Pedro
(CHBV-HIP), Aveiro (start date: September 2018).
This manuscript aims to describe how these MDRC
have been established in different Portuguese centers,
detailing the distinct models and their main hurdles,
as a tool to assist other centers in the implementation
process of a joint Dermatology/Rheumatology Clinic.

METHODS
This is a clinical practice expert position paper. In
February 2020, a panel of Dermatology and Rheumatology experts with experience in treating patients with
PsO and PsA, respectively, met to discuss the management of patients with PsD. Due to the lack of scientific evidence, the primary source of information was the
Experts' Opinion. The benefits of a collaborative approach to patients with PsD were debated and the experts decided to gather in this written manuscript the
format of their clinics to document the main differences
and commonalities identified in each MDRC in Portugal. The paper structure was debated and agreed upon
in this presential meeting, whereas the following process was discussed in communication by email.
The final text was agreed upon in December 2020.
All authors contributed and were actively involved in
preparing the article.

RESULTS
MODELS Of MULTIDISCIpLINARy
DERMATOLOgy/RHEUMATOLOgy CLINIC
IMpLEMENTED IN pORTUgAL fOR ASSESSINg
pSORIATIC DISEASE

The five MDRC for PsD patients implemented in Portugal have specific characteristics, as reported in Table
I, but all share similar objectives and referral criteria.
The main objectives of these MDRC are: 1) to establish
an early and definite skin and/or musculoskeletal
(MSK) diagnosis in patients with suspected PsD; 2) to
use the most effective therapy for both skin and MSK
manifestations, minimizing adverse events for each patient; 3) to achieve PsD remission/minimal disease ac*several remission definitions for MsK manifestations based on
different composite scores are in discussion without
Consensus19. Therefore, the Rheumatology experts considered
that an absence of inflammation for all MsK manifestations
should be aimed. Regarding skin manifestations, there is
currently no consensus about treatment goals in skin psoriasis,
mainly resulting from a lack of correlative data concerning
available criteria and patient satisfaction. however, some
authors suggest that an absolute PAsi ≤3 and a DLQi 0/1 should
be attained20.ideally, disease modification using drugs that
can shut down the biological processes involved in persistent
psoriatic inflammation and potentially prevent comorbidities is
currently the main therapeutic challenge. in this scenario, skin
clearance that persists beyond the interruption of the drug
could offer patients a true long-term, treatment-free skin
remission21.
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Main Objectives

Clinical Discussion

Registry

At the end of each
patient assessment
(with patient
participation)

On the 4th Tuesday of
Every Wednesday
each month
(20 min per patient for
(30 min for each patient) Dermatology and 20 min
per patient for
Rheumatology)

On the last Friday of
each month (3 hours)
(15 min with
Dermatology; 30 min
with Rheumatology, for
each patient)
EMR using whenever
possible the Reuma.pt
and Derma.pt
EMR using whenever
possible the Reuma.pt

3 patients

At the end of each
It occurs on the day of
patient assessment
the MDRC
(with patient
participation)
Definite diagnosis
Therapeutic decision
Skin and MSK manifestations remission
Increased HRQoL

EMR using SClínico

Minimum of 4 patients

Minimum of 12 patients

Two dermatologists and
one rheumatologist

Once a week
Patients are observed by
the dermatologist and
rheumatologist separately

Number of patients
observed per day
Time

Team

Once a month
Patients are observed by
a dermatologist and a
rheumatologist in the
same room
One dermatologist and
one rheumatologist

CUF-D

Once a month
Patients are observed by
the dermatologist and
rheumatologists separately
(3 offices in proximity)
One dermatologist and
two rheumatologists and
trainees from both
specialties in rotation at
this clinic

CHUSJ

Periodicity
Consultation office

CHULN, HSM

TABLE I. CHARACTERISTICS Of THE 5 MDRC MODELS CURRENTLy IMpLEMENTED IN pORTUgAL

At the end of each
patient assessment
(with patient
participation)

Variable (maximum
12 patients)
On the 1st Monday of
each month
(40 min for patients
observed for the first
time and 30 min for the
remaining patients)
EMR using whenever
possible the Reuma.pt

CHLO,
HEM
Once a month
Patients are observed by
a dermatologist and a
rheumatologist in the
same room
One dermatologist and
one rheumatologist, and
trainees from both
specialties in rotation
at this clinic

continues on the next page

On the 2nd Thursday of
each month
(45 min for patients
observed for the first time
and 30 min for the
remaining patients)
After filling out the
patient report outcome in
the shared EMR using
whenever possible at
Reuma.pt
At the end of each patient
assessment
(with patient
participation)

CHBV,
HIP
Once a month
Patients are observed by
a dermatologist and a
rheumatologist in the
same room
One dermatologist, one
rheumatologist, one
nurse, and trainees from
both specialties and
general medicine in
rotation at this clinic
Minimum of 7 patients
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*After a first MDRC, patients can be reassessed in a follow up MDRC visits (evaluation of skin/nails biopsy, lab tests, ultrasound, MRI, or others) or if this is not required can be
addressed to their dermatologist or rheumatologist assistant physician.

Payment

CHUSJ- Centro Hospitalar Universitário de São João, Porto; CHLO-HEM - Centro Hospitalar de Lisboa Ocidental – Hospital de Egas Moniz, Lisboa CUF-D - Hospital CUF
Descobertas, Lisboa; CHBV-HIP - Centro Hospitalar Baixo Vouga – Hospital Infante D. Pedro, Aveiro; MDRC-Multidisciplinary Dermatology/Rheumatology Clinic;
MSK- musculoskeletal system; HRQoL- Health-related Quality of Life; EMR- Electronic Medical Registry

The patient pays for one
consultation
The patient pays for two
consultations

The patient pays for
one consultation

Usually not, a follow-up
visit with the referring
specialist alone. Can be
referred again if necessary
The patient pays for
The patient pays for
one consultation
two consultations
As required
As required
Follow Up Visit*

CHULN, HSM

TABLE I. CHARACTERISTICS Of THE 5 MDRC MODELS CURRENTLy IMpLEMENTED IN pORTUgAL

CHLO,
HEM
As required
CUF-D
CHUSJ

CHBV,
HIP
As required
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tivity*.
The general referral criteria for these MDRC are:
1. Patients with suspected PsO or PsA, without a definite diagnosis.
2. PsO or PsA patients with an established diagnosis
but uncontrolled skin or MSK manifestations, respectively, for an improved treatment decision.
3. New skin or MSK manifestations in previously diagnosed and treated PsA or PsO patients for differential diagnosis.
4. The occurrence of an adverse event with current PsD
medication that requires treatment modification.
The characteristics of the five different PsD disease
MDRC models currently implemented in Portugal are
summarized in Table I.
CONSENSUS ON MINIMAL CORE SET ASSESSMENT
fOR pSORIATIC DISEASE

PsD involves distinct skin and MSK domains, reflecting a high disease heterogeneity that must be embraced
in the regular assessment of patients22. The experts
agreed that for a proper patient's follow up, it is essential to register the relevant information from distinct
PsD manifestations in the hospitals Electronic Medical
Registry (EMR), and whenever possible, in the national Rheumatic disease Portuguese Registry (Reuma.pt)
and Dermatology (Derma.pt) registry. They also underlined that quality data in national registries could be
a source to advance the research agenda in this complex
disease.
Although different core set has been used and published in clinical trials, there is no consensus, regarding core set that should be used to assess psoriatic
disease23-26. The described minimal core set outcome
measures are included in Table II according to the experts leading these MDRCs.

DISCUSSION
AROUSINg INTEREST IN A MULTIDISCIpLINARy
AppROACH – A CALL fOR ACTION TO IMpROvE
THE EffECTIvE MANAgEMENT Of pSD

Different models of MDRC have been implemented in
five Portuguese hospitals aiming to treat patients with
PsD better. The main goal of these clinics is to promote
early diagnosis and the control of PsA and PsO manifestations, fostering disease remission/low disease activity through pharmacologic and non-pharmacologic
approaches44. It is closely related to the aim of treat-to-
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TABLE II. MINIMAL CORE SET ASSESSMENT fOR pSORIATIC DISEASE IN MDRC.
Manifestation
Peripheral arthritis
Dactylitis
Enthesitis
Axial disease

Systemic inflammation laboratory parameters
Skin/nails manifestations

Quality of life (optimal setting)

Outcome measures
- 68TJ/66SJ count27
- DSS28
- LEI29 or SPARCC Enthesitis Index (peripheral phenotypes)30
- MASES (axial phenotype)31
- BASDAI32,33
- BASFI34
- BASMI35
- ESR and/or CRP36
- PASI37
- BSA38
- NAPSI39
- DLQI40
- PsAQoL41-43

PsA- Psoriatic arthritis; MSK – musculoskeletal system; 68TJ/66SJ count-Tender Joints count (0-68) and Swollen Joints count (0-66);
DSS-Dactylitis Severity Score; LEI-Leeds Enthesitis Index; SPARCC - Spondyloarthritis Research Consortium of Canada;
BASDAI- Bath Ankylosing Spondyloarthritis Disease Activity Index; BASFI -Bath Ankylosing Spondyloarthritis Functional Index;
BASMI- Bath Ankylosing Spondyloarthritis Metrology Index; ESR- erythrocyte sedimentation rate; CRP- C reactive protein;
PASI-Psoriasis Area and Severity Index; BSA- Body Surface Area; NAPSI- Nail Psoriasis Severity Index; DLQI-Dermatology Life
Quality Index; PsAQoL-Psoriatic Arthritis Quality of Life

target medicine while avoiding exposing patients to unnecessary procedures, delayed treatment introduction,
and ineffective therapies16, 45, 46. This is even more important with the approval, over the last years, of a wide
range of treatments, including bDMARDS and drugs
with others MOA, that demonstrate different efficacy
rates among the various PsD domains13, 14, 47.
Thus it seems to be consensual, not only within the
expert panel but only also in the literature, that patients
benefit from a holistic approach and mutually supported decision while being evaluated jointly by a
rheumatologist and a dermatologist in the same clinic3,6,12,45,48. As an example, a PsO diagnosis confirmed
by a dermatologist, especially when the skin presentation of the disease is uncommon, can be an essential
requirement, for the validation of a diagnosis of PsA by
a rheumatologist, as well as for fulfilling the CASPAR
criteria for classification purposes47. Furthermore, the
differential diagnosis of a patient with PsA performed
by a rheumatologist can influence therapeutic decisions
by the dermatologist. Both patients with a difficult diagnosis or complex management of their disease can
gain from this collaborative approach and all the advantages it entails17. MDRC has advantages over a referral to the Rheumatology or Dermatology department
because early detection, understanding of the hetero-

geneity and potential severity, in particular, difficult to
treat manifestations of PsD, demands a multidisciplinary clinical approach.
Therefore, it is essential to design referral criteria
and patient management protocols to promote systematization and standardization of joint consultations
to evaluate the benefits of this approach and provide
better care to patients7. The implementation of the five
MDRC in Portugal described in this work would be a
reference that can be followed by other institutions,
filling an essential gap in the treatment optimization of
PsD patients and allowing standardization of care. Aiming to obtain objective data from MDRC, standardization of the outcomes measures is fundamental, and
therefore the use of the minimum core set assessments
should be used.
In Spain, the implementation of this consultation
model happened some years ago and has shown
promising results7, 17, 49, 50. During the first four years after implementing a PsO rheumatology and dermatology unit, a definitive diagnosis of PsA was made in 45%
of the patients, including 24% of de novo disease. The
change of diagnosis occurred in 32% of the cases and
in 47% of patients, the multidisciplinary team decided
to change the treatment: 45% changed the systemic
therapy including conventional synthetic DMARDs,
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12% changed the bDMARDs (switched or added a biologic agent), and 43% changed the topical agent49.
In Italy, a two-year clinical experience of a dermarheumatologic clinic showed that the therapeutic was
changed in 73.3% of the patients after attending
MCRD. In addition, the percentage of patients under
bDMARDs changed from 24.14% before attending
MCRD to 84% after 48 weeks of follow-up in the
MCRD18.
PsD is associated with disability and consequently
with reduction of HRQoL46. A comparative populationbased study (EpiReumaPt) conducted from 2011 to
2012 showed that the Portuguese adult patients with
PsA had a worse HRQoL (p=0.031) and retired early
(OR=4.95; 95% CI 1.54-15.93) than those with other
rheumatic diseases51.
This study highlights the impact of PsD on HRQoL
and the indirect costs associated with the disease due to
early retirement and absenteeism in Portuguese patients51.
Therefore, a better control of PsD disease will impact not only the HRQoL but potentially reduce associated direct costs (as, for instance, inpatients admission, emergency department visits, outpatients visits)
and indirect costs (income reduction, absenteeism, presenteeism, loss of work, early retirement, among others)22, 45, 48, 52, 53.
Furthermore, it also maximizes the collaboration between physicians with different specializations 3,
through joint delivery of information and decisions7,
helping to establish an integrated and patient-focused
approach. MDRC becomes therefore a strategy with
higher efficacy not only to obtain an accurate diagnosis, improve HRQoL, reduce costs2, 16 but also to facilitate treatment regimens that are effective for both skin
and MSK manifestations, taking into consideration individual response factors and multiple comorbidities3.
It will ultimately lead to greater patient and healthcare professionals' satisfaction compared to conventional appointments2, 7, 16, 45, 54.
Multidisciplinary consultations also allow better education of trainees, and other healthcare professionals,
while contributing to innovation through multidisciplinary research7, 49. Of utmost importance, these clinics
are also an opportunity to promote '" patient’s education, foster the empowerment of patients, and allow
their participation in the decision-making process55.
For the success of MDRC, communication and registry of relevant information are fundamental. The communication should include the dermatologist, the
rheumatologist, and the primary care physician, if ap-

plicable. The access to shared EMRs, colleagues’ notes,
and access to avenues for direct communication (e.g.,
institutional emails) are also a challenge in settings that
are not integrated3. It would, therefore, be of interest to
assess the results obtained in different settings and the
creation of standardized protocols, including the minimal core set assessment of the multiple manifestations
and joint patient registries, two measures that would
make it possible to draw much more evidence from this
kind of work with patients in daily practice47.
OBSTACLES TO AN MCRD

There are several obstacles to the establishment of a
multidisciplinary consultation for PsD patients. The
lack of rheumatologists and/or dermatologists, and the
type of organizational framework in which the multidisciplinary units are placed, not depending exclusively
on one medical department, are two hurdles6. Also, the
imbalances between the number of rheumatologists
and dermatologists and the shared time with the same
patient might prevent the dedication of a sufficient
amount of time to patients with PsD15.
The combination of schedules for both dermatologists and rheumatologists could be a challenge since, in
general rheumatology assessments take more time than
dermatology evaluations2. In Portugal, the implemented MCDR has a different number of patients per
day with different durations according to the capacity
of each hospital. Also, the time available for each patient varies with whether the two clinicians are or not
together in the same room. Thereby, MCDR should be
organized, maximizing physician time and in a costeffective practice3.
Finally, financial issues have to be considered, namely from the participation of two specialists in a single
appointment , although the quantification of the economic viability of this option has not yet been studied47. The vast majority of providers bill through their
departments, even in combined clinics, which results
in patients often having to pay 2 consultations3. However, on the other hand, in MDRC, patients are observed by the two physicians on the same day which
can provide faster and improved disease control and,
therefore, potentially reducing hospital visits, saving
travel costs, and decreasing work absenteeism. It will
indeed impact not only the ’patient’s HRQoL but potentially reduce the direct and indirect costs associated
with PsD45, 48, 52.
STRENgTHS AND LIMITATIONS
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MDRC were implemented, independently, in five Portuguese hospitals according with each reality and therefore they have the inherent variability to these circumstances. Since there is a lack of scientific evidence
regarding the MDRC in Portugal, both the implementation and the source of information for this paper are
the opinion of Portuguese Experts, with great experience and knowledge in treating patients with Psoriatic
Disease. When this paper was submitted, we were informed that another joint consultation has been implemented in Hospital de Leiria, led by Dra Martinha
Henrique (dermatologist) and Dra Marília Rodrigues
(rheumatologist). Hopefully, this paper will serve as inspiration for other colleagues in Portugal to implement
new dermatology-rheumatology joint consultations in
order to optimize PsD care.

2.

3.

4.

5.

6.

7.

CONCLUSION
The benefits of a dermatology–rheumatology multidisciplinary approach in MDRC are consensual, among
the consulted experts, due to the challenges in managing patients with PsD. In Portugal, at the moment, 5
MDRC are implemented to achieve earlier diagnosis of
PsA, better management of therapeutic resources and
comorbidities, and more successful education of patients. In the future, it will be essential to explore the
real impact of these consultations to further evaluate
the obstacles and benefits of MCDR.
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