
FIGURE 2
The Psoriasis Epidemiology Screening Tool (PEST) is a validated screening tool for psoriatic arthritis and it is
recommended that patients with psoriasis who do not have a diagnosis of PsA complete an annual PEST
questionnaire. A score of 3 or more positive responses to the questions indicates referral to rheumatology
should be considered; score = 1 point for every Yes answer: (a) scoring table (b) joint manikin to be completed by
the patient as a guide only   
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Axial disease
Between 25 and 70% of patients with PsA
have evidence of axial disease, with some
patients exclusively experiencing axial joint
involvement. Axial disease is characterised
by inflammation and post-inflammatory
structural changes of the spine and/or
sacroiliac joints. 

Patients may describe symptoms
consistent with inflammatory back pain
indicating sacroiliitis:6
•Onset before the age of 40  
•Gradual onset 
•Nocturnal pain 
• Improvement with activity 
•No improvement with rest

Given the heterogeneous nature of PsA,
studies are underway to develop clinical
scoring systems to enable clinicians to
make an early clinical diagnosis of PsA.
The new scoring systems will incorporate
both historical, clinical and imaging
findings. It is also hoped that a simple
blood test will eventually be developed.
The CASPAR criteria can be applied in a
clinical setting but only in patients with
inflammation of joints, spine or entheses5

(see table 1, below). These criteria have
been shown to be more sensitive than
other criteria for classifying early PsA.

INVESTIGATIONS 
If a diagnosis of PsA is suspected in
primary care, routine blood tests should
be requested to check for anaemia of
chronic disease and raised inflammatory
markers, although it should be noted
that CRP is raised in only 50% of
patients,2 thus a normal CRP does not
exclude the diagnosis, but if present

rest and improves with activity. Joint
swelling is an important symptom and
clinical sign.

Dactylitis
Diffuse swelling of an entire digit, dactylitis,
can occur in up to half of PsA patients,
most commonly the index finger and 
the fourth toe.1 Dactylitis can present as a
tender, often erythematous, warm digit or
as a swollen, asymptomatic digit: it is
commonly known as a ‘sausage’ digit (see
figure 1A, p17). 

Enthesitis
Inflammation of the enthesis, commonly
affecting the Achilles tendon insertion at
the heel, can also be a presenting feature.
Patients should be assessed clinically for
signs of enthesitis (see figure 1B, p17).  

Psoriasis
Skin inflammation is common in PsA
patients and up to a third of patients with
psoriasis subsequently develop PsA.

Cutaneous risk factors are scalp and nail
involvement, and psoriasis in the flexures
such as the natal cleft, the groin and under
the breasts. During clinical examination
areas such as the elbows, knees, natal cleft
and scalp should be examined for any
signs of psoriasis. Patients with pre-
existing psoriasis should be regularly
screened for PsA using a simple tool such
as the Psoriasis Epidemiology Screening
Tool (PEST) every six months (see figure 2,
below). Regular monitoring and follow-up
of patients with psoriasis to monitor for
joint symptoms should be carried out in
primary care, with regular reminders set 
in patient records. 

Nail disease
The presence of psoriatic nail dystrophy,
including pitting, leukonychia,
discoloration and onycholysis, is
associated with PsA.4 The nails of both
hands and feet should be examined in
patients to assess for any signs of nail
disease (see figure 1C, p17).

Table 1

The CASPAR criteria: In a patient 
with inflammatory musculoskeletal
disease a total score of  ≥3 enables
classification as psoriatic arthritis

Criteria
Skin psoriasis
•Present
•Previous history 
(if patient unaffected)
•Family history 
(if patient unaffected)

Nail lesions

Dactylitis or history of dactylitis

Rheumatoid factor negative

Juxta-articular new bone formation 
on radiograph

Score

2
1

1

1

1

1

1


