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PRACTICE GAPS

Lack of Appropriate Screening for the Metabolic
Syndrome in Patients With Psoriasis Risks
Underrecognition and Undertreatment
of Important Comorbidities

R ecent advances have solidified our understand-
ing that psoriasis is an important systemic in-
flammatory disease. Specifically, characteriza-

tion of the inflammatory cells and the cytokine milieu,
as well as an appreciation of increased cardiovascular risk
factors, vascular disease, and mortality, has been pro-
found. In this issue of the Archives, Love and colleagues
remind us of the presence of these important cardiovas-
cular risk factors, some of which cluster as the so-called
metabolic syndrome. They estimate that nearly 2.7 mil-
lion adults with psoriasis in the United States have the
metabolic syndrome, representing a unique challenge and
an opportunity.

Although dermatology researchers have led these ad-
vances, there are significant barriers to the incorpora-
tion of this knowledge into daily practice. First, physi-
cians must be active learners who give careful attention
to the evidence in the literature. The relationship be-
tween psoriasis and cardiovascular risk factors has be-

come a particularly hot topic for several years, so, while
the average dermatologist is conversant with this topic,
it is the unusual dermatologist who has acted on it. To
bridge this potential gap, educational programs should
be developed aimed at affecting patient care through
courses and continuing medical education at local or na-
tional meetings. Some such programs do exist; eg, a con-
sensus statement that provides guidance with regard to
comorbidities and screening guidelines has been re-
leased by the National Psoriasis Foundation.1

On a practical level, many dermatologists, even those
who are well versed, may be uncomfortable or uncer-
tain how to screen for the individual components of the
metabolic syndrome. Although dermatology has its ear-
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liest roots in internal medicine, specialization has sepa-
rated dermatologists from issues related to general prac-
tice. To simplify this issue, a pocket card or electronic
template can be created to include the diagnostic crite-
ria for the metabolic syndrome in an easy-to-read and easy-
to-use format, as defined by the revised National Cho-
lesterol Education Program Adult Treatment Panel III.
Moreover, these diagnostic criteria can be easily catego-
rized into (1) basic vital signs/examination and (2) ba-
sic laboratory tests. Patients can have their blood pres-
sure, height, weight, and abdominal circumference
measured by a nurse, medical assistant, or other health
care provider at the initial office visit. Providers can or-
der basic fasting laboratory evaluation, including a lipid
profile and blood glucose level. While medical manage-
ment and treatment for obesity, dyslipidemia, and high
blood pressure may beyond the purview of dermato-
logic care, dermatologists may be the only physicians who
are seeing these patients and therefore the only provid-
ers with the opportunity to screen these at-risk patients
to allow early identification and earlier intervention for
their modifiable risk factors. Furthermore, patients with
the metabolic syndrome may exhibit features of athero-
genic dyslipidemia prior to the onset of overt glycemia
and clinical diagnosis of diabetes, so timely interven-
tion may modify the disease process, allow better con-
trol, and prevent long-term complications.2 Close col-
laboration with generalists and other specialists (eg,
cardiologists, endocrinologists) will provide comprehen-
sive and complete care for this high-risk population.

As physicians, we provide patients with counseling and

education regarding the clinical features, pathogenesis,
complications, and treatment of their psoriasis. By in-
corporating this simple screening into routine practice,
dermatologists will become more efficient in their clini-
cal assessment and can reinforce the importance of these
factors to patients. If patients can better understand the
complex relationship between their psoriasis and other
health issues, they may be more inclined to make behav-
ioral modifications and lifestyle changes. Also, they may
even be more adherent to treatment for their psoriasis
and their other medical conditions.
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Announcement

DermatologicPhotographyTips: Take Great Publishable
Images

Tip: Obtain proper written consent to publish the image
if any patient identifiable information is in the picture, such
as a unique tattoo. If in doubt, obtain consent. Consent
forms are available at http://www.archdermatol.com.1 Use
of black bars over the eyes of a patient is not acceptable
to mask the identity of a patient.2

Have a great tip? Send it by e-mail to ashish@derm.md.
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