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Abst rac t
Introduction: Psoriasis is a chronic inflammatory skin disease affecting about 2% of the general population. Al-
though there are many treatment options, and new medications have been introduced, the disease is considered 
not curable, and it may seriously affect patients’ quality of life.
Aim: The authors present contemporary treatment patterns used by dermatologists in Poland to manage plaque 
psoriasis and psoriatic arthritis, particularly regarding systemic treatment. The authors also aimed to analyse how 
these treatment patterns are influenced by the guidelines of the Polish Dermatological Society.
Material and methods: The author’s questionnaire, consisting of 13 questions was used. It included demographic 
and professional characteristics of questioned dermatologists, as well as the assessment of the attitudes towards 
management of plaque psoriasis and psoriatic arthritis.
Results: A total of 132 dermatologists completed the questionnaire. Most of the specialists worked in out-patient 
clinics and private practices. The most commonly used topicals for psoriasis included: glucocorticosteroids, a com-
bination of glucocorticosteroid and vitamin D analogue and salicylic acid. Regarding the treatment of psoriatic 
arthritis, most of the specialists declared using systemic therapy and a combination of systemic therapy and pho-
totherapy. The majority of the respondents were particularly concerned with possible side effects or difficulties in 
qualifying and monitoring the patients, and less frequently on the cost of the therapy.
Conclusions: Observations suggest that 60% of physicians have some reservation to initiate systemic treatment in 
outpatient clinics, and they admit that they lack additional training. On the other hand, it seems also that the or-
ganization of systemic treatment in psoriasis may generate these difficulties and thus necessitate additional effort. 
Another factor could be the budget – not only regarding healthcare professionals, but also the patient, sometimes 
financing various investigations from private resources.
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Introduction

Psoriasis is a chronic inflammatory skin disease af-
fecting about 2% of the general population. Although 
there are many treatment options, the disease is not 
curable, and it may seriously affect patients’ quality of 
life. The development of new drugs for psoriasis does not 
necessarily cause a change in the quality of care given 
to patients. New discoveries frequently take a long time 
to arrive in daily clinical practice. High-quality, evidence-
based guidelines can make an important contribution to 
improving medical care [1, 2].

To meet the expectations of Polish dermatologists, 
in 2014 the Polish Dermatological Society introduced 
guidelines for the treatment of moderate to severe pso-
riasis [2], which were a continuation of the guidelines for 
diagnostics and treatment of mild psoriasis and child-
hood psoriasis published in 2012 [3]. In order to reach 
the majority of Polish dermatologists, the guidelines have 
been implemented in numerous ways, i.e. publication in 
Polish Dermatology Review with online access, and pre-
sentations at national and local meetings of the Polish 
Dermatological Society. 
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Aim

The aim of our study was to assess treatment pat-
terns used by Polish dermatologists in the management 
of plaque psoriasis and psoriatic arthritis, with special at-
tention to systemic treatment, and also how these treat-
ment patterns are compatible with the guidelines of the 
Polish Dermatological Society [2, 3].

Material and methods

The questionnaire consisted of 13 questions, assess-
ing the demographic and professional characteristics of 
the dermatologists: type of practice, scientific title, and 
years in practice. The second section assessed the at-
titudes towards management of plaque psoriasis and 
psoriatic arthritis: the use of topical drugs, systemic 
treatment, and their combination. The specialists were 
also asked if an out-patient introduction of systemic 
treatment causes any doubts or reservations and the 
nature of the latter.

Results

A total of 132 dermatologists completed the ques-
tionnaire. Physician and practice demographics are 
summarised in Table 1. Most of the specialists worked 
in out-patient clinics and private practices. Eighteen  
percent of physicians were employed in outpatient clinics 
within University Hospital or other hospital. Over 70% of 
questioned specialists were MDs, whereas less than 30% 
had a PhD title. Almost 70% of doctors declared at least 
15 years of practice. 

Doctors said they could treat psoriasis with com-
bined therapy: systemic and topical (49%) plus photo-
therapy and topical (39%). Oral methotrexate (55%), reti-
noids (49%), and UVB radiation (38%) were among the 
most frequently used systemic regimens. The most com-
monly used topicals included: glucocorticosteroids (95%), 
a combination of glucocorticosteroid and vitamin D  
analogue (85%), and salicylic acid (76%).

Regarding the treatment of psoriatic arthritis, most 
of the specialists declared using systemic therapy and 
a combination of systemic therapy and phototherapy. 
Methotrexate in its oral form was the most frequently 
used systemic treatment in psoriatic arthritis. The sub-
cutaneous form of methotrexate was declared to be used 
less often (42%). Sixteen percent of the respondents 
pointed to the use of biologicals and 12% to the use of 
cyclosporine A.

The majority of the respondents were particularly 
concerned with possible side effects or difficulties in 
qualifying and monitoring the patients, and less fre-
quently on the cost of the therapy. Vast majority of re-
spondents claimed that their decision on the systemic 
management of plaque psoriasis was mainly influenced 
by the lack of training/courses.

Another part of the study included the analysis of po-
tential statistically significant associations between the 

Table 1. Demographics and professional characteristics  
of interviewed dermatologists

Demographics and professional 
characteristics

Percent

Practice type:

Outpatient clinic 72

Private practice 53

Hospital 18

Scientific title:

Medical doctor (MD) 71.2

PhD 28

Ass. Prof./Prof. 0.8

Professional experience:

5–10 years 15.3

11–15 years 14.5

16–20 years 31.3

More than 20 years 38.9

Figure 1. Psoriasis treatment trends and doctors’ years of practice

16 years of practice and more

Up to 15 years of practice

Only intensified local treatment Intensified local treatment and systematic treatment

16.9% 83.1%

91.4%8.6%
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mode of treatment of patients with moderate to severe 
plaque psoriasis and the doctors’ experience, workplace, 
and title/grade. For the needs of the analysis, Fisher’s 
exact test was used, by means of which dependencies 
in contingency tables containing small numbers in some 
cells could be detected. The application of this test re-
sulted from the fact that 132 physicians took part in the 
whole questionnaire, which, with the necessity of con-
structing appropriate contingency tables for variables 
containing at least two variants, meant that in some cells 
of such a table the abundance did not exceed five. The 
level of significance was assumed as a = 0.05. Statistical 
analysis was performed using the R software. 

First, we analysed whether there was a statistically 
significant association between the way patients are 
treated and the work experience (Figure 1). The p-value 
determined with the use of Fisher’s exact test was 0.3892, 
indicating no dependency between the analysed variables.

Regardless of the length of experience in medicine, 
the vast majority of physicians used two forms of treat-
ment, i.e. intensified local treatment and systemic treat-
ment (Figure 2). The percentage of doctors using only in-
tensified local treatment was slightly higher in the group 
of subjects being in practice 16 years or more (nearly 

17%) than in the group of doctors with an internship of 
up to 15 years (nearly 9%). However, these were not sig-
nificant associations in the statistical sense.

A similar analysis was performed between the title/
grade of the physician and the treatment. With regard 
to the first variable, two categories were distinguished: 
medical doctor or PhD as well as associated professor or 
professor of medical sciences. The p-value determined in 
the exact Fisher test was 0.998, meaning there was no 
relationship between the two variables analysed (Figure 2).

The vast majority of physicians, regardless of the ti-
tle or the academic degree, treated moderate to severe 
plaque psoriasis, using both intensified local and systemic 
treatment. In the group of medical doctors as well as those 
with PhDs (associated professors) the frequency of usage 
of only intensified local treatment was low (12–15%).

The study also included the relationship between the 
treatment of psoriasis and the workplace. At the same 
time, three categories were distinguished because of 
small numbers: private practice only, outpatient clinic 
at the University Hospital or outpatient dermatology 
clinic only and outpatient clinic at the University Hospi-
tal or outpatient dermatology clinic plus private practice. 
The determined p-value of 0.1075 indicates the lack of 

Figure 3. Psoriasis treatment trends and doctors’ place of practice

Figure 2. Psoriasis mode of treatment and doctors’ grade/scientific title

PhD or Professor

Medical doctor

Only intensified local treatment Intensified local treatment and systematic treatment

12.5% 87.5%

85.1%14.9%

Outpatient clinic at the University Hospital 
or outpatient dermatology clinic plus private 

practice

Outpatient clinic at the University Hospital 
or outpatient dermatology clinic only

Private practice only

Only intensified local treatment Intensified local treatment and systematic treatment

7.8%

22.0%

92.2%

78.0%

88.2%11.8%
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a statistically significant relationship between the place 
of work and the mode of psoriasis. The vast majority of 
doctors, regardless of the place of their practice, applied 
both intensified local treatment and systemic treatment. 
The percentage of those who only used intensified local 
treatment was generally low – 11.8%, 22%, and 7.8%, re-
spectively (in the categories indicated above – Figure 3).

Discussion 

Despite the undeniable progress that has been made 
in medicine and pharmacology, the treatment of psoria-
sis and psoriatic arthritis remains a challenge. There is no 
ideal antipsoriatic agent; however, because we consider 
both patients’ and doctors’ points of view, an adminis-
tered drug should be effective as monotherapy and have 
a rapid onset of action. It should also be characterised by 
the low risk of organ toxicity, malignancy, and infection, 
and patients of all ages should benefit from its use [4]. 
Although there is currently no definite cure for psoriasis, 
antipsoriatic medications are expected to gain continu-
ous effective control of the disease, and their cost should 
be affordable to most patients and to the national health 
services.

According to our knowledge, this is the first study in-
vestigating treatment patterns of plaque psoriasis and 
psoriasis arthritis in Poland.  We interviewed 132 derma-
tologists out of 2555 active Polish representatives of this 
specialty. Systemic treatment, with reference to Polish 
psoriasis guidelines, is indicated in cases of moderate to 
severe psoriasis (PASI greater than 10, BSA greater than 
10) if the disease has a severe impact on quality of life 
(DLQI ≥ 10) or in the case of patients with an active pso-
riatic arthritis. The use of biologics is also recommended 
for patients with moderate to severe psoriasis, but only 
if other systemic drugs have not been effective, or if they 
are not tolerated or are contraindicated. 

The vast majority of participating dermatologists 
(85%) claimed to use both systemic and topical treat-
ment in patients with moderate to severe psoriasis, 
which seems to be an appropriate ratio. According to our 
observations, neither the doctors’ seniority and work-
place, nor the doctors’ scientific title and grade signifi-
cantly influenced the mode of moderate to severe plaque 
psoriasis treatment. The most frequently prescribed drug 
was methotrexate. Methotrexate has remained the treat-
ment of choice for many patients since its first use over 
half a century ago, due to its high efficacy, low cost, rela-
tively easy administration, and efficacy in concomitant 
psoriatic arthritis [5, 6]. Without doubt patients have to 
be selected carefully and monitored regularly, particularly 
with respect to liver and bone marrow toxicity, because 
this helps to reduce severe side-effects even during long-
term treatment with methotrexate [5]. The second most 
frequently prescribed agent was acitretin, which was 
applied in preference to cyclosporine. Only half of the 

responders ordered cyclosporine; however, it is a well-
known indicated first-line therapy for women of repro-
ductive age [2, 7]. 

The introduction of biological drugs became the 
greatest advance in the management of moderate to 
severe psoriasis of the past decade. It should be empha-
sised that biologicals have significantly changed psoria-
sis treatment by selectively targeting immune signalling 
molecules involved in psoriasis pathogenesis [8].

However, the use of biologics is still not widely avail-
able in Poland. According to Rencz et al. [9], on average 
0.25% of all psoriasis patients, or five psoriasis patients 
per 100,000 population are treated with biologics in Cen-
tral and Eastern Europe (Poland – 0.04%). According to 
the authors, the main drawbacks influencing the use of 
biologic drugs include financing and coverage eligibil-
ity criteria. The high baseline PASI and DLQI scores re-
quired in Bulgaria, Croatia, and in Poland largely explain 
the lower use observed in these countries. Therefore, it 
seems that the use of biologics as a cure for psoriasis in 
Poland might not be hampered by the high costs of these 
medications, but is rather influenced by disadvantageous 
coverage policies and guidelines.

Our survey has shown that 60% of physicians had 
some reservations regarding initiation of systemic treat-
ment in outpatient clinics. Among these respondents, the 
majority had some concerns, mainly about side effects, 
but also about indications and monitoring therapy. These 
dermatologists declared that they were lacking training. 
Similarly to Nast et al. [10], it is reasonable to conclude 
that these uncertainties lead to underuse of systemic 
therapy. It is, however, worth emphasising that Polish 
guidelines include detailed data on recommendations, 
contraindications, and diagnostic procedures before ini-
tiating and also during treatment, as well as possible side 
effects. According to our observations, at least five large 
dermatological conferences take place in Poland every 
year, and even more local meetings are available with 
psoriasis discussed as a frequent subject. It seems that 
there are lot of opportunities to train and ask questions 
in case of any doubts. Hence, perhaps it is not only the 
need for training but also the whole organisation of sys-
temic treatment that influences all the difficulties and 
necessitates additional effort. We have to remember that 
initiation of systemic treatment is time consuming and 
requires thorough knowledge of, and experience with, 
the different treatment options. It also demands more 
comprehensive patient history taking and exclusion of 
chronic infections or malignancies. It may also affect an-
other important factor: the budget – not only of the doc-
tor but also of the patient, with the latter often financing 
lab tests and other investigations from private resources.

It is acknowledged that this study has some limita-
tions. The questionnaire is the simplest and cheapest 
way of collecting information on treatment patterns, but 
it is not accurate. Dermatologists were supposed to point 
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out the methods of treatment they use, not the percent-
age of patients they treat with systemic drugs. To provide 
reliable data on the percentage of patients with mod-
erate to severe psoriasis, who are undergoing systemic 
treatment, we should have an insight into the patients’ 
history because neither a general medical database nor 
electronic prescriptions are available in Poland. 

When it comes to the treatment of psoriasis arthri-
tis, most of the dermatologists declared using systemic 
therapy and a combination of systemic therapy and pho-
totherapy. The most frequently used drugs were metho-
trexate, followed by biologicals and cyclosporine A. How-
ever, not all participants responded to this question; 11% 
abstained from answering. The guidelines created by the 
Polish Dermatological Society do not include treatment 
of psoriasis arthritis because it is the domain of rheuma-
tologists, and dermatologists may not feel confident or 
have enough experience in this field. As a heterogeneous 
disease, psoriasis arthritis should be evaluated and man-
aged by a multidisciplinary care unit, not by a dermatolo-
gist and rheumatologist separately. A retrospective obser-
vational study performed by Urruticoechea-Arana et al. 
[11] showed that close collaboration between dermatolo-
gists and rheumatologists with experience and interest 
in psoriatic disease facilitates a proper evaluation of the 
skin and joint condition, subsequently resulting in an 
earlier diagnosis of psoriasis arthritis and comorbidities, 
leading to a more comprehensive treatment approach, 
and finally improving patient satisfaction. 

In 2008 Nast et al. [12] designed a study in which pri-
vate-practice dermatologists were asked to provide contin-
uous documentation from every visit by patients with pso-
riasis vulgaris. The documentation form included, among 
others: disease activity and treatment choices. It is impor-
tant to mention that participating dermatologists were 
offered €250 reimbursement. In total, 54 dermatologists 
engaged in this study, and 4797 patient visits were docu-
mented. For patients with moderate to severe psoriasis, 
systemic treatment was prescribed in 31%, and in 17% of 
cases patient received a combination of phototherapy and 
topical treatment. It was an example of a well-designed 
study that provided reliable data on treatment pattern of 
psoriasis. We are also considering a similar study in the 
future, providing more precise date; however, it would re-
quire a sponsor that would cover the expenses. 
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