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Diagnosis and Management of Psoriatic Arthritis

Introduction

Psoriatic arthritis (PsA) is a chronic
inflammatory joint disease which
may result in joint damage,
deformity and disability. It is one
of a group of conditions known
as spondyloarthropathies which
can affect the peripheral and
axial skeleton and share several
features, namely enthesitis,
dactylitis, uveitis and are
associated with the HLA-B27
genotype.

1-10% of the general population
are estimated to have psoriasis and
15-30% of those with psoriasis
develop psoriatic arthritis. Men and
women are equally affected with a
mean age of onset between 20-40
years. Psoriatic nail signs e.g. nail
pitting, onycholysis are associated
with an increased risk of PsA
(Figure 1 and 2). There appears

to be no correlation between

the severity of skin disease and
development of arthritis. Early
recognition of inflammatory joint
symptoms in psoriasis patients is
important as early diagnosis and
treatment result in better functional
outcomes and reduces the risk of
long-term joint damage.

Clinical Features and Diagnosis

Patients with PsA may present
with either axial or peripheral joint
symptoms or both. Common
symptoms include joint pain, back
pain, joint swelling or stiffness.
Joint pain may be due to arthritis
or enthesitis (inflammation at
tendinous inserts on bone),
commonly Achille’s tendonitis,
plantar fasciitis or lateral
epicondylitis. Visible joint swelling
or synovitis (either on examination
or photos) is helpful in making the
diagnosis of inflammatory arthritis.
Dactylitis is very suggestive of PsA
where swelling involves the entire
digit - ‘sausage digit’ (Figure 2).
Joint stiffness tends to be worse in
the morning after waking or after
prolonged immobility. It usually

lasts more than 30 minutes and Features PsA RA
improves with activity. Number of Joints Involved 30 — 50% with oligoarthritis Usually polyarthritis
Several questionnaires are Joints Involved Any joint, including DIPJ Usually spares DIPJ
available to screen patients with Enthesitis Present in 60-80% Not typical
psoriasis for PsA symptoms Dactylitis Present in 30% Not typical
e.g. PEST. However, these have Axial Involvement Axial SpA phenotype Erosive cervical disease
a high false positive rate due - — . .p . P ypv . - - "
to the high prevalence of other Skin and Nail Disease Psoriasis in 80%, nail disease in | Background population risk or
60% lower
Serology Usually RF and CCP negative Usually RF and/or CCP positive

musculoskeletal diseases in

the general population. In the
Rheumatology clinic, other causes
of arthritis must be considered

e.g. rheumatoid arthritis (RA),
crystal-associated arthritis and
osteoarthritis. Several clinical
features may help to distinguish
PsA from RA (Table 1.) The
CASPAR (Classification Criteria for
Psoriatic Arthritis) criteria can be
helpful in clinical practice, however,
these criteria were designed for
use in clinical trials and fulfilment is
not required to diagnose PsA.

It can be challenging to diagnose
PsA in patients who cannot recall
a personal or family history of
psoriasis. In up to 30%, arthritis
develops before psoriasis.
Occasionally, psoriasis may be
‘hidden’ e.g. in the gluteal cleft,
peri-umbilical area and scalp, and
nail signs overlooked so thorough
exam is required.

Investigations

Only 50% of patients have raised
C-reactive protein and erythrocyte
sedimentation rates. High markers
are a poor prognostic sign. RF
and CCP antibodies are positive
in approximately 10%. In early
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disease plain radiographs are
usually normal. Radiographic
changes suggest more aggressive
disease or perhaps longer disease
activity than reported by the
patient. These include periarticular
erosions, periostitis, pencil-in-cup
deformity, spurs at enthesis sites,
sacroiliitis and syndesmophytes.
Ultrasound can confirm synovitis,
enthesitis and tenosynovitis in the
clinic. Magnetic resonance imaging
(MRY) is the gold standard test

for early detection of sacroiliitis
and spondylitis as it can identify
bone oedema in areas of joint
inflammation.

Multi-Disciplinary Care

The overall goal of treatment is
to achieve clinical remission or
low disease activity as quickly
as possible. Multi-disciplinary
management between
Rheumatology and Dermatology
is often required. PsA can also
be associated with inflammatory
bowel disease, uveitis and
metabolic comorbidities e.g.
diabetes, hypertension, fatty
liver disease and may require
input from multiple specialities.
Allied health professionals such
as physiotherapy, occupational

therapy and pharmacy also play a
key role in order to optimise patient
outcomes.

Pharmacological Agents

The European League Against
Rheumatism (EULAR) published
updated PsA treatment guidelines
in 2019. Initially non-steroidal
anti-inflammatory drugs (NSAIDs)
may be trialled for symptomatic
management. Intra-articular
steroids are useful for monoarthritis
or oligoarthritis. Oral steroids
should be used with caution
because of the risk of rebound skin
disease when they are withdrawn.

Conventional disease modifying
drugs (DMARDs) treat inflammation
and prevent progression of
peripheral arthritis. The choice of
agent will depend on the patient
characteristics and regular blood
monitoring is usually required. If the
peripheral arthritis fails to respond
to DMARDs or patients have axial
involvement unresponsive to
NSAIDs, biologic therapy should
be considered. Screening for latent
tuberculosis and viral hepatitis

is required prior to initiation of
biologics or JAK inhibitors.

Table 1. Differentiating Psoriatic
Arthritis (PsA) and Rheumatoid
Arthritis (RA)

Typical Radiographic Changes

Periosteal new bone formation
(uncommon especially in early
disease)

Erosion and osteopenia

DIPJ = distal interphalangeal joint; SpA = spondyloarthropathy; RF = rheumatoid factor;

CCP = cyclic citrullinated peptide
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