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A. Yes
B. No

Did You Complete 
the ReachMD Prework?



Pretest Question 1

Which of the following statements is most accurate? 
A. One in 10 patients with psoriasis develops psoriatic arthritis (PsA). 
B. Morning stiffness associated with PsA typically lasts less than half an hour. 
C. Dermatologists should be involved in the diagnosis but not the management 

of PsA.
D. Nearly half of patients with psoriasis and symptoms of arthritis have 

underdiagnosed PsA.
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Pretest Question 2

A 35-year-old man, a smoker, with psoriasis and PsA, came to see you for a 
follow-up visit after he was started on etanercept three months ago. You found 
improvement in skin and reduced morning stiffness in joints. When monitoring 
for relevant comorbidities, which of the following actions is LEAST relevant for 
this patient? 
A. Blood pressure measurement
B. Measurement of hemoglobin A1C levels
C. Measurement of fasting lipids
D. Colonoscopy
E. Advice on smoking cessation

4



DMARD=Disease-modifying antirheumatic drug.

Pretest Question 3

A 22-year-old man with psoriasis and joint pain, which both dermatology and 
rheumatology agree, needs treatment for moderate psoriasis and PsA without 
history of depression. Patient is otherwise healthy and doesn’t want to come in 
for regular follow ups. His ideal follow ups are once a year. What would be the 
best medication for this patient from the arsenal of the DMARDs listed below?
A. Adalimumab
B. Apremilast
C. Methotrexate
D. Sulfasalazine
E. Tofacitinib
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PsA

• Inflammatory seronegative spondyloarthropathy
• Approximately 25-30% of psoriasis patients will go on to develop PsA
• Psoriasis precedes arthritis in 80% of patients by 10-12 years 
• It is critical to identify patients with symptoms as dermatology providers 

are front line for the diagnosis of PsA which, if left untreated, can lead 
to deforming arthritis

You can’t make the diagnosis of PsA if you don’t ask about it!
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Signs and Symptoms of PsA
• Morning stiffness lasting more than 30 min
• Joint pain improves with activity
• Enthesitis—inflammation at insertion 

of ligament or tendon into bone
• Dactylitis—entire swollen digit
• Inflammatory spine symptoms

Courtesy of 
Dr. Joel Gelfand

Copyright 2018 ACR.Copyright 2018 ACR.

9Helliwell P, et al. Ann Rheum Dis. 2007;66:113-117. Mease P, van der Heijde D. Int J Adv Rheumatol. 2006;4:38-48.



PsA is underdiagnosed1-3

PsA Is Underdiagnosed 

Survey of ~1000 patients and 
~100 dermatologists1

• Almost 30% of patients diagnosed 
with PsA

• Over 50% without diagnosis had joint pain

Up to 50% of patients with psoriasis have 
undiagnosed PsA1,2

10

35%
NO SYMPTOMS

30%
PsA DIAGNOSIS

35%
JOINT PAIN

1. Lebwohl MG, et al. Am J Clin Dermatol. 2016;17:87-97. 2. Helliwell P, et al. Arthritis Care Res (Hoboken). 2014;66:1759-1766. 
3. Armstrong AW, et al. JAMA Dermatol. 2013; 149:1180-1185.



PsA Is Underdiagnosed (cont.)
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Of the 30% of patients with 
psoriasis who have PsA,

have PsA when assessed 
by rheumatologists

30%

had not previously 
been given the diagnosis

41%

Among patients with psoriasis seen in European and North American dermatology clinics

Mease PJ, et al. J Am Acad Dermatol. 2013;69:729-735.



PsA: Delayed Diagnosis=Worse Outcomes

• Diagnostic delay of >6 months contributes to poor outcomes
• Diagnosis >6 months after onset of joint pain
• More erosive disease on X-rays OR=4.6
• More osteolysis/sacroiliitis on X-rays OR=2.2-3.6
• More deformed joints OR=2.3
• More likely to not respond DMARD/TNFi OR=1.5
• Greater disability OR=2.2

12OR=odds ratio.
Haroon M, et al. Ann Rheum Dis. 2015;74:1045-1050. 



CRITERIA BREAKDOWN
Current psoriasis=2 points

Other criteria=1 point

³3 points yields
99% specificity and 
91% sensitivity for 

classification of PsA

How to Diagnose PsA—Caspar Criteria

• Current psoriasis or
• A history of psoriasis or family history

(in the absence of current psoriasis)
• Nail dystrophy
• Negative rheumatoid factor 
• Dactylitis—current or previous
• Radiographic evidence of juxta-articular 

new bone formation

13CASPAR=the ClASsification criteria for Psoriatic ARthritis.
Taylor W, et al. Arthritis Rheum. 2006;54:2665-2673.



SCREENING FOR PsA: PATIENT PEST QUESTIONNAIRE

• Have you ever had a swollen joint (or joints)?
• Has a doctor ever told you that you 

have arthritis?
• Do your fingernails or toenails have 

holes or pits?
• Have you had pain in your heel?
• Have you had a finger or toe that was 

completely swollen and painful for 
no apparent reason?

14

Yes=1 point

3+ points suggests PsA

Sensitivity=97%

Specificity=79%

PPV=65%

NPV=99%

PEST=Psoriasis Epidemiology Screening Tool.
Ibrahim GH, et al. Clin Exp Rheumatol. 2009;27:469-474.



Talk with our patients 
about joint signs 
and symptoms

Educate them about 
the relationship 

between skin and joints

If we identify features 
suggestive of PsA, 

we must refer 
to rheumatology

EDUCATE PATIENTS REFER TO RHEUMATOLOGYHAVE A CONVERSATION

PSORIATIC ARTHRITIS—CALL FOR ACTION FROM 
DERMATOLOGY PROVIDERS

We are the front line in making a diagnosis of PsA and helping to prevent 
joint destruction. Therefore, we must

15
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QUESTIONS?

Please pass your question card to a staff member.
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Treatment Management

The approach to treat PsA includes therapy for both
• Musculoskeletal disease
• Diseases of the skin and nails

20



CONTROLLING 
INFLAMMATION 

PREVENTING 
DISCOMFORT 

REDUCING 
JOINT DAMAGE

PREVENTING 
DISABILITY

PsA Treatment Is Aimed at

21



Treatment of PsA by Musculoskeletal Domain

• Peripheral PsA
• Axial arthritis
• Enthesitis
• Dactylitis

Common:
• More than one type of musculoskeletal involvement 
• Cutaneous involvement

22



Patients benefit from 
evaluation and treatment 

early in the disease 

Differences in response to individual 
therapies between the skin and 

joints, and between different 
musculoskeletal manifestations, 

are commonly observed 

EARLY TREATMENT TREATMENT RESPONSE

Key Principles in Management of PsA
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THE DEGREE OF 
DISEASE ACTIVITY

DAMAGE IMPACT ON THE 
PATIENT FOR EACH 
CLINICAL DOMAIN 

PsA Treatment Should Be Guided By

Assessment of disease severity, including

Attention to the most severely involved region, such as axial or peripheral arthritis 

24



Treatment Goals

• A treat-to-target approach should be employed for peripheral and axial 
arthritis, with a target of remission or minimal disease activity
• Comorbidities should be identified and addressed in the treatment plan
• The following are prevalent in PsA:

25

Diabetes

Metabolic syndrome

Fatty liver

Coronary artery disease



PHYSICAL ACTIVITY WEIGHT REDUCTION PATIENT EDUCATION
Exercise, physical 

therapy, 
and occupational 

therapy

Obesity and metabolic 
syndrome are 

common in PsA and 
may lessen treatment 
response to DMARDs

Appropriate patient 
education is 
important

Nonpharmacologic Treatment

26



Pharmacological Approach: 
GRAPPA Recommendations

• Group for Research and Assessment of Psoriasis and Psoriatic Arthritis 
(GRAPPA) is an international group of rheumatologists and dermatologists
• GRAPPA made treatment recommendations in 2009 and 2015 for psoriasis 

and PsA
• Updated recommendations are planned in 2018 by:
• GRAPPA
• American College of Rheumatology/National Psoriasis Foundation

27



Coates LC, et al. Arthritis Rheumatol. 2016;68:1060-1071. 

GRAPPA Treatment Schema for Active PsA
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Which Domains Are Involved?

Peripheral Arthritis Axial Disease Enthesitis Skin Nails

Key:

Dactylitis



FDA-Approved Biologic Therapies for PsA
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APPROVED FOR PsA APPROVED FOR PSORIASIS?
TNFi

adalimumab Yes
certolizumab Yes
etanercept Yes
golimumab No
infliximab Yes

PDE4i
apremilast, small molecule Yes

IL12/23i
ustekinumab Yes

IL-17i
ixekizumab Yes
secukinumab Yes

CTLA4
abatacept No

Jak2/3i
tofacitinib, small molecule No



NEWEST THERAPIES

Approved for PsA in 2017
• Abatacept
• Golimumab infusion
• Ixekizumab
• Tofacitinib

Approved for psoriasis in 2018
• Certolizumab pegol
• Tildrakizumab
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QUESTIONS?

Please pass your question card to a staff member.
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Case Simulation Exercise
Facilitated by Rebecca R. Muntean, MD, ND, FACR
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1. Nieuwlaat R, et al. Cochrane Database Syst Rev. 2014;11:CD000011. 2. Thorneloe RJ, et al. J Invest Dermatol. 2017; 138: 785–794. 

Adherence to Therapy in Patients 
With Psoriatic Disease

• Treatment effectiveness is lower in routine practice than in clinical trials
• Up to half of medications are not taken as prescribed1

• Study of patients given self-administered systemic therapies found2

• Intentional and unintentional nonadherence with treatment
• Association between patients’ medication beliefs and 

intentional nonadherence
• These results emphasize the importance for practitioners to carefully assess 

adherence when determining factors influencing treatment response
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BSA=body surface area. AEs=adverse events.
Armstrong AW, et al. J Am Acad Dermatol. 2017;76:290-298.

Treat-to-Target: Psoriasis

• Many patients are undertreated due to variability in treatment expectations 
and quality of care

• Treatment targets are important

Recommendations
• 3 months after starting a new systemic therapy, an acceptable response is either BSA 

of 3% or less or BSA improvement of 75% or more from baseline 
• The target response at 3 months after starting a new therapy is a BSA of ≤1% 
• During the maintenance period, evaluation every 6 months is most preferred 

• Patients should be asked about new AEs and comorbidities

• The target response at every 6-month, maintenance evaluation is a BSA of ≤1%
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PASI=Psoriasis Area and Severity Index. PG-VAS=Patient Global Disease Activity Visual Analogue Scale.
Coates LC, et al. Ann Rheum Dis. 2010; 69:48-53.; Coates LC, Helliwell PS. J Rheumatol. 2016;43:371-375.

Treat-to-Target: PsA
Minimal Disease Activity (MDA)

• The MDA criteria assess 7 domains:
• Tender joint count ≤1
• Swollen joint count ≤1
• Enthesitis count ≤1
• Skin (PASI ≤1 or body surface area ≤3%)
• Function (Health Assessment Questionnaire) ≤0.5
• PG-VAS on a 100-mm scale ≤20
• Pain (patient pain VAS ≤15)

If 5 of 7 of the cutoffs for these domains are met, 
then the patient is deemed to be in “MDA.”
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Specific concerns with IL-17 
inhibitors include worsening 

or new onset of Crohn’s 
disease or ulcerative colitis 

and candida infections

No specific concerns 
with ustekinumab

or guselkumab

Recommend baseline 
and yearly 

QuantiFERON-TB 
testing for all biologics

No monitoring or 
increased risk of 

infection with apremilast

Potential Adverse Events and Monitoring Guidelines

There are no specific 
guidelines as risks vary 

depending upon the agent

All of the biologic agents are 
potentially immunosuppressive 

and could increase the 
risk of infections 

Specific concerns with TNF 
inhibitors include worsening or new 

onset of demyelinating diseases 
and congestive heart failure
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Psoriatic Disease Comorbidities

• Patients with psoriasis may have a higher risk for multiple comorbidities
• These include:

41

PsA
Cardiovascular disease

Metabolic syndrome

Obesity

Diabetes

Dyslipidemia

Nonalcoholic fatty liver disease

Crohn’s disease
Ulcerative colitis

Cancer 

Psychological disorders

Anxiety

Hypertension

Alcoholism

Smoking

Depression

Sexual dysfunction



PCPs=primary care providers.

Comorbidity Identification and Management

• Approach psoriasis as a multisystem disease
• Work with patients to identify potential comorbidities
• Screen patients for blood pressure, weigh them, measure their lipids 

and HbA1c levels, recommend smoking cessation, and refer to PCPs 
for management
• Educate and alert patients
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CV=cardiovascular.

Why Monitor for CV Risk Factors?

• Multiple CV risk factors are present in patients with psoriasis 
at a significantly higher incidence than in controls
• CV disease is the most common cause of morbidity and 

mortality in the Western world, and we must contribute to 
decreasing this burden for our patients  
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Why Monitor for CV Risk Factors? (Cont.)

• For many younger patients, their dermatology provider is 
their only provider
• The risk of CV disease associated with psoriasis is relatively 

high in young patients with psoriasis, especially those with 
severe disease
• Since psoriasis has an early age of onset and is chronic, 

most patients will be exposed to the increased CV risk for 
their entire lives
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© 2018 DermNet New Zealand. Used with permission.

Why Monitor for CV Risk Factors? (Cont.)
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EDUCATE PATIENTS FOLLOW UP PARTNER WITH A PCP
Educate patients about 

the comorbidity risks 
of their psoriasis

Make sure patients see 
a PCP by following up 
with them to ensure 

that it happens

If patients do not have a 
PCP, find a PCP (or a 

cardiologist) for them to see 
and make sure to educate 

that physician about the CV 
comorbidities of psoriasis 

What Should Dermatology Providers Do if They Are 
Not Willing to Monitor For CV Risks? 
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IBD=inflammatory bowel disease. CHF=congestive heart failure. MS=multiple sclerosis.

Summary

• Clinicians should assess for adherence to therapy 
• Treating to target is an important concept for psoriasis and psoriatic arthritis
• Biologic agents may increase the risk of infection and there are specific agents 

for which concerns regarding IBD, CHF, and MS are present 
• There are multiple psoriasis co-morbidities 
• Identifying and managing these comorbidities, especially CV risk factors, 

is critical
• If not monitoring patients, educate patients and refer them to PCPs 

or cardiologists
• In doing so, we can save lives
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QUESTIONS?

Please pass your question card to a staff member.
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Discussion of Patient-Centered 
Care for Patients With 

Psoriasis and PsA
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Polling Question 1

Which of the following agents that have been approved for the treatment 
of PsA has the lowest efficacy? 
A. Etanercept
B. Secukinumab
C. Apremilast
D. Adalimumab
E. Guselkumab
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Polling Question 2

Which of the following is the LEAST reasonable approach to handling the 
scenario when a patient who has both active psoriasis and PsA has discordant 
response to one biologic agent (ie, the skin is improving but the joints are not 
or vice versa)?
A. The dermatology and the rheumatology providers should have a real-time telephone 

conversation about the details of the situation to work out the best approach.
B. Explain to the patient the issue and find out what they think is the best approach and 

then communicate with the rheumatology provider electronically about the 
patient’s preferences.

C. Make sure that the patient understands the concern about the potential for joint 
destruction in uncontrolled PsA.

D. Tell the patient that this difficult situation can only be resolved by sending them for 
consultation to a center where patients with psoriasis and PsA are seen together by 
a dermatologist and a rheumatologist in a combined clinic.
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Polling Question 3

A 50-year-old woman with palmar pustular and plaque psoriasis, peripheral and 
axial arthritis, treated in the past for her disorders with adalimumab and 
golimumab, stopped due to severe flares of her pustular despite topicals and 
methotrexate 25 mg sq. What would be the next best treatment for her? 
A. Secukinumab
B. Ustekinumab
C. Apremilast
D. Abatacept 
E. Ixekizumab
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Polling Question 4

A 30-year-old man with PsA mutilans with axial involvement and plaque psoriasis 
with nail pitting is on infliximab infusions 7 mg/kg every 5 weeks (increased 
from 5 mg/kg every 8 weeks gradually to current dose). He is also on 
methotrexate 25 mg sq weekly, for 6 months, with persistent active arthritis in 
his hands and feet, as well as active skin disease. How would you step up his 
therapy at this time? 
A. Decrease the dosing interval for the IFX infusions to every 4 weeks?
B. Add sulfasalazine 1000 mg bid
C. Add apremilast
D. Increase IFX infusions to 8 mg/kg every 5 weeks
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Polling Question 5

A 19-year-old man with whole body plaque psoriasis and axial arthritis 
on adalimumab every other week, doing well for 1 year, no residual skin 
psoriasis or lower back pain or stiffness, comes in for his regular follow up 
and complains of worsening back pain and hand swelling. What will you do 
to address his complaints? 
A. Increase adalimumab to weekly
B. Change to a different MOA bDMARD
C. Add sq methotrexate
D. Add sulfasalazine full dose
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QUESTION AND ANSWER SESSION
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To download activity slides and additional resources, please visit
forefrontcollabactivities.com/nppa2018


