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the Achilles tendon insertion at the heel. 
While severity of skin psoriasis may

predict co-existing joint disease,3 the
presence of psoriatic nail dystrophy e.g.
pitting, onycholysis, see figure 2, left, is
more often associated with PsA.4 Areas
such as the elbows, knees, natal cleft and
scalp should be examined for any signs
of psoriasis. Patients should be
examined for enthesitis especially at the
Achilles tendon.     

Currently studies are underway to
develop clinical scoring systems to
enable clinicians to make an early clinical
diagnosis of PsA. The CASPAR criteria
can be applied in a clinical setting but
only in patients with inflammation of
joints, spine or entheses,5 see table 2, left.
The CASPAR criteria have been shown
to be more sensitive for classifying 
early PsA. 

A variety of screening questionnaires
have also been developed for use in
dermatology clinics and general practice
to help identify psoriasis patients who
may also suffer from PsA. Patients
complete questionnaires such as the
Psoriasis Epidemiology Screening Tool
(PEST) see figure 3, opposite. For those
who score ≥3 out of 5, referral for a
specialist rheumatology opinion should
be considered. 

Head-to-head trials comparing the
different questionnaires available have
shown limitations in correctly identifying
PsA, so studies are ongoing to develop
an appropriate tool for clinical practice.6

INVESTIGATIONS 
Routine blood tests should be requested
to check for anaemia of chronic disease
and raised inflammatory markers,
although it should be noted that 
C-reactive protein (CRP) is positive in
only 50% of patients,2 thus a negative
CRP does not exclude the diagnosis, but
if positive could predict a more severe
disease course. PsA patients are usually,
but not always, negative for rheumatoid
factor and anti-cyclic citrullinated
peptide antibodies, so the presence of
these autoantibodies can help
distinguish between RA and PsA. 

Patients should have plain
radiographs of their hands and feet
requested. PsA has typical appearances
on X-ray which can aid in diagnosis. 

 

 

Table 2

CASPAR classification criteria for psoriatic arthritis

A patient must have inflammatory articular disease (joint, spine or entheseal)
and ≥ 3 points from the following categories:

Category
Current psoriasis 
or personal 
or family history 
of psoriasis

Psoriatic nail 
dystrophy on 
current examination

Negative rheumatoid 
factor

Current dactylitis
(or a history of dactylitis
as recorded by 
a rheumatologist)

Radiographic evidence 
of juxta-articular 
new bone formation

Description 
Current psoriasis: skin or plaque disease
confirmed by a rheumatologist or
dermatologist

Personal history: obtained from patient,
family physician, dermatologist,
rheumatologist or other qualified
healthcare provider

Family history: Presence of psoriasis in
first- or second-degree relative as
reported by the patient

Onycholysis, pitting, hyperkeratosis

Any method except latex, but preferably
enzyme-linked immunosorbent assay
(ELISA) or nephelometry, using local
laboratory reference range

Swelling of an entire digit

Ill-defined ossification near joint margins
but excluding osteophyte formation on
plain X-rays of the hand or foot

Points
2 

OR

1 

1

1

1

1

1

FIGURE 2
Onycholysis in a
patient with
psoriatic arthritis

‘In 15% of cases
arthritis can
precede any skin
features’


