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Joints
Inflammatory joint pain (worse with
rest, improved with activity) is
characteristic. It may be asymmetrical.
Large or small joints, often the distal
interphalangeal joints (DIPJs) in the
hands, may be affected. Inflammatory
spinal pain may also be present.

Dactylitis 
Dactylitis i.e. fusiform swelling of an
entire digit (finger or toe) may be
present. 

Enthesitis
Enthesitis pain and tenderness at the
insertion of any tendon onto the bone,
is characteristic. Patients may report
recurrent heel, elbow, or groin pain
from plantar fasciitis, ‘tennis elbow’
(lateral epicondylitis) or adductor
tendons respectively. Screening for
enthesitis should include palpation of
three sites:
• Lateral epicondyle of the humerus
• Medial condyle of the femur
• Achilles tendon insertion

Skin 
The skin may be erythematous and
flaky, with well defined patches of skin
with silvery white scales. It may or may
not be itchy. Any part of the skin

(including intraoral areas) can be
affected. Typical sites are the ears,
umbilicus, posterior hairline, extensor
surfaces of elbows/knees, and the
natal cleft.

Nails 
Look for changes affecting the nail
bed: oil drop or salmon patch,
hyperkeratosis, onycholysis, splinter
haemorrhages. 

Changes affecting the nail matrix
such as pitting, Beau lines of the
proximal nail matrix, leukonychia of
the midmatrix, nail plate crumbling,
spotted lunula may also be present.

INVESTIGATIONS
Laboratory
There are no diagnostic blood tests for
PsA. Erythrocyte sedimentation rate
(ESR) and C-reactive protein (CRP)
are non-specific and may be normal or
only moderately raised. The presence
of rheumatoid factor (RF) or anti-CCP
antibodies does not preclude a
diagnosis of PsA, but should prompt
careful scrutiny of the diagnosis. 

Imaging
X-rays of the hands and feet should be
performed at baseline for all those
with suspected inflammatory arthritis.
They are usually normal in early
disease. The radiographic changes
found in PsA are often confused with
degenerative change and should be
reviewed by a musculoskeletal
radiologist where the index of
suspicion is high. 

Key radiographic features include
joint erosions, joint space narrowing,
bony proliferation, osteolysis
(including pencil-in-cup deformity),
ankylosis, and new bone formation at
enthuses, both central and peripheral,
see figure 1, p21. 

Soft tissue abnormalities such as
enthesitis and dactylitis as well as
synovitis may be visualised on
ultrasound.

Periarticular soft tissue, ligaments,
tendon sheath and bony abnormalities
as well as synovitis may be demonstrated
on MRI in patients with even subclinical
disease.2

DIFFERENTIAL DIAGNOSIS
The differential diagnosis depends on
the particular pattern of joint involvement.
• In patients with symmetrical
synovitis of the small joints of the
hands, the main differential diagnosis
is rheumatoid arthritis
• In those with predominantly DIPJ
involvement, appearances are similar
to Heberden’s nodes of osteoarthritis  
• In patients with inflammatory back
pain, the differential diagnosis 
includes other seronegative
spondyloarthropathies (SpA), 
e.g. ankylosing spondylitis, reactive
arthritis, enteropathic-associated SpA.
Any of these conditions can also
present with peripheral joint
arthropathy, enthesitis or dactylitis 
• Care must be taken to avoid
misdiagnosing patients as having
fibromyalgia, as the tenderness
associated with enthesitis or periosteal
lesions may be falsely attributed to
tender fibromyalgic trigger points

Features of back pain that suggest
an inflammatory cause, rather than a
mechanical problem, include the
presence of early morning stiffness
and pain that is relieved by exercise
and exacerbated by rest.

MANAGEMENT
Any patient with suspected
inflammatory arthritis and a six-week
history of painful, swollen joints should
be referred for specialist assessment.

‘Around 20% of
patients develop
psoriatic arthritis
before psoriasis,
often many
years before skin
or nail changes’

Box 1

CASPAR classification criteria for psoriatic arthritis

Inflammatory articular disease (joint, spine or entheseal) with 3 or more points from the list below. 
NB Current psoriasis scores 2 points, all other features score 1 point

Skin psoriasis; current, personal or family history:
— Cutaneous psoriasis Skin or scalp disease judged by a rheumatologist
— History of psoriasis  From patient, dermatologist, rheumatologist or GP
— Family history of psoriasis  In first- or second-degree relative
Psoriatic nail dystrophy Onycholysis, pitting or hyperkeratosis
Negative rheumatoid factor By any method except latex
Current dactylitis Swelling of entire digit
History of dactylitis  Recorded by a rheumatologist
Radiological evidence of juxta-articular new bone On hand or foot X-rays, excluding osteophytes


