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There is evidence from randomised,
controlled trials (RCTs) that anti-TNF
therapycan bring about improvements
in symptoms, functional status, quality
of life and radiographic progression.6

A meta-analysis has found these
drugs to be superior to conventional
DMARDs for the treatment of PsA.7
In routine clinical practice, they have
been found to be more effective than
methotrexate.8 Safety of anti-TNF
therapy seems acceptable on the basis
of several large RCTs and cohort
studies, with infection and elevation of
liver transaminases the most
worrisome findings. 

Specialist care is required for
initiation and monitoring. NICE
guidance on the use of anti-TNF
agents to treat PsA requires that the
patient has active disease (three
swollen and three tender joints) and
has failed to improve after two or more
conventional DMARDs.9

The 2012 British Society for
Rheumatology and British Health
Professionals in Rheumatology
guidelines for the treatment of PsA
with biologics is a useful document
containing treatment algorithms and a
review of the evidence surrounding
anti-TNF use in PsA.10

There are currently four anti-TNF
agents approved by NICE for the
treatment of PsA:
• Etanercept – weekly SC injection
• Infliximab – IV infusion
• Adalimumab – fortnightly SC
injection 
• Golimumab – monthly SC injection

NICE is currently discussing
whether to recommend ustekinumab
for the treatment of PsA. If approved,
this would increase our therapeutic
options for this condition.

Surgery
Surgery does not appear to offer
beneficial effects for enthesopathies

Sulfasalazine is effective as
monotherapy in PsA,5 as oral therapy,
initially 500 mg daily, increased by
500 mg at one week intervals to a
maximum of 2-3 g daily in divided doses 

Methotrexate can be used as an
alternative first-line agent to
sulfasalazine. It is given as a weekly
dose either orally or by subcutaneous
injection. It is usually co-prescribed
with folic acid (e.g. 5 mg weekly PO),
the dose of which can be increased to
counteract mucosal or gastrointestinal
side effects (e.g. oral ulceration,
abdominal discomfort, diarrhoea).

Leflunomide may be used when
there are contraindications or side
effects from methotrexate or
sulfasalazine. The therapeutic effect
starts after 4-6 weeks and
improvement may continue for a
further 4-6 months. 

The long half-life of the active
metabolite necessitates active 
wash-out therapy in the case of
serious adverse events, before a
change in treatment, or (in both
genders) prior to conception.

Anti-TNF therapy: A number of agents
have been produced that block the
effect of tumour necrosis factor (TNF),
an important cytokine in systemic
inflammation. 

The key objectives of treatment 
are to:
• Achieve disease remission, by
suppressing inflammation as
comprehensively as possible
• Prevent the development of erosions,
joint damage, deformity and disability
• Identify and treat comorbidities and
risk factors (e.g. cardiovascular risk
factors such as obesity, diabetes
mellitus, hypertension and
hypercholesterolaemia should be
addressed)
• Address psychological and social
wellbeing with appropriate referrals
made (e.g. to mental health or social
services)
• Patients should be encouraged to
adopt a healthy lifestyle incorporating
regular exercise and should maintain 
a healthy weight (BMI 18.5-24.9).
Cessation of smoking and moderation
of alcohol consumption should be
encouraged

Patients are best managed by a
multidisciplinary team ideally involving
a rheumatologist, dermatologist,
physiotherapist, occupational therapist,
specialist nurses and rheumatology
practitioners along with the patient’s GP.

Pharmacological treatment
NSAIDs have an important role but also
have drawbacks, and do not prevent
disease progression, see table 1, above.

Corticosteroids: Intraarticular
injections may be given for
monoarthritis, or when only a limited
number of joints are involved.3 Oral
steroids can be used occasionally for
polyarticular symptom relief. Avoid
long-term use because of the potential
for significant toxicity.

DMARDs: DMARDs may be initiated
under specialist care. All DMARDs
require monitoring, often through
shared care arrangements (see the
British Society for Rheumatology
guidelines).4 »

Table 1

The benefits and risks of NSAID treatment in psoriatic arthritis

Benefits
• Symptom relief from pain and 
stiffness
• Eases spinal pain in ankylosing 
spondylitis (likely to help those 
with psoriatic arthritis)
• May be used as sole therapy in 
treating mild psoriatic arthritis

‘Anti-TNF therapy
can improve
symptoms,
functional
status, quality 
of life and
radiographic
progression’

Risks
• May worsen skin psoriasis
• Increased, albeit small, risk of
cardiovascular thrombotic disease
with most NSAIDs (naproxen may
be relatively safe)
• Risk of peptic ulcer disease and 
GI bleed
• Risk of renal side effects

‘Patients with
psoriatic arthritis
have a 60%
higher risk of
premature
mortality than
the general
population’


