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INVESTIGATIONS
Diagnosis of PsA can be made on
clinical grounds but blood tests and
radiographs are performed routinely
to aid diagnosis. 

Checking inflammatory markers
(CRP, ESR) can be helpful although
these are only raised in approximately
half of PsA patients so a normal result
does not exclude the disease.
Rheumatoid factor and anti-CCP
antibodies should be checked to
exclude rheumatoid arthritis. These
can be particularly helpful where there
is uncertainty about whether the
diagnosis is rheumatoid arthritis or PsA.

X-rays of the hands and feet (even if
the feet are asymptomatic) are helpful
to look for any early signs of bony
damage. Radiologists can often
identify typical features on x-rays to
support a diagnosis of PsA such as
erosions, pencil-in-cup deformities and
juxta-articular new bone formation. 

Rheumatologists are now
increasingly using other imaging
techniques to look for joint, spine or
entheseal inflammation including
ultrasound and MRI. In the case of
suspected spinal involvement,
imaging is required to make a
diagnosis. Initially an x-ray of the
sacro-iliac joints (SIJs) should be
performed to look for sclerosis,
erosions or fusion of the joints. If this is
normal but there is a high clinical

suspicion, then an MRI of the SIJs and
spine should be performed.

TREATMENT
Input from the multidisciplinary
healthcare team is key to provide
education and advice regarding the
diagnosis. This should include support
from specialist rheumatology nurses,
physiotherapy and occupational
therapy to provide specific support
and education to patients. In axial
disease in particular, physiotherapy
plays a key role in maintaining spinal
mobility and function. A recent
systematic review of treatments for
psoriatic disease has been performed
by an international research group2

who have now published treatment
guidelines based on their findings 
(see box 3, above). 

NSAIDs
Initial therapy for PsA should include
NSAIDs to ease pain and stiffness.
There are a few reports of psoriasis
flare with NSAIDs but the majority of
patients tolerate them well. Local
injections of corticosteroids are
recommended for peripheral arthritis
(given intra-articularly) and dactylitis
(usually by injection into the flexor
tendon or adjacent joints). 

DMARDs
Disease-modifying anti-rheumatic
drugs (DMARDs) are routinely used to
treat all aspects of psoriatic disease,
except spinal disease where they have
no efficacy. In peripheral arthritis,
DMARDs have some moderate
evidence of efficacy and
methotrexate, sulfasalazine,
leflunomide and ciclosporin are
routinely used. They are also
sometimes used for the treatment of
enthesitis and dactylitis although
there is no data to support this.
Methotrexate has additional
advantages as it has also been proven
to be efficacious in the treatment of
skin psoriasis. 

Prescribing of DMARDs and biologics
should be initiated by a specialist.
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Biologics
Tumour necrosis factor (TNF) α
blockers have been shown to be
effective in patients resistant to
standard DMARDs and to have large
effect sizes. They have also shown
clear evidence of reduction of
structural damage progression in
peripheral joint disease that has not
been clearly demonstrated with
traditional DMARDs. 

In the UK, TNFαblockers are used
for peripheral arthritis following
guidance from NICE which
recommends these drugs for patients
who have failed to respond to at least
two standard DMARDs (through
intolerance or inefficacy) and who
have active disease with at least three
tender and three swollen joints.3,4

Evidence from large randomised
controlled trials (RCTs) for all of these
drugs has shown equivalent efficacy in
peripheral arthritis and therefore all
three TNFαblockers (infliximab,
etanercept and adalimumab) are
recommended for use. 

TNFαblockers also have evidence of
efficacy in other aspects of psoriatic
disease. They are recommended for
use by NICE for resistant skin psoriasis
based on the results of large RCTs.
Although they have not been
specifically evaluated in axial PsA, all
three of the TNFαblockers have
demonstrated significant efficacy in
AS. The consensus of the GRAPPA

Box 3
GRAPPA treatment guidelines for psoriatic arthritis by disease aspect 

First line
Localised 
therapy
Systemic 
DMARDs
Biologics

Peripheral arthritis
NSAIDs
IA steroids

methotrexate, ciclosporin,
sulfasalazine, leflunomide
Anti-TNFα

Skin and nail disease
Topicals
PUVA/UVB

methotrexate, ciclosporin,
acitretin
Anti-TNFα and others

Axial disease
NSAIDs
Physiotherapy

No evidence 
of benefit
Anti-TNFα

Dactylitis
NSAIDs
Local steroid
injection
No evidence 
of benefit
Anti-TNFα

Enthesitis
NSAIDs
Local steroid
injection
No evidence of
benefit
Anti-TNFα

‘The key to
recognition of
PsA is a high
index of
suspicion in
patients with
known psoriasis
and ...’

‘...thorough
clinical
assessment 
for psoriasis 
in those 
with arthralgia’




