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1. Introduction

Psoriatic arthritis (PsA) was first recognized as a specific rheumatic entity in 1964 by the
American Rheumatism Association (later American College of Rheumatology) (Blumberg,
1964). In the forthcoming years it has become clear that PsA belongs to the spondyloarthritis
(SpA) family that comprises several heterogeneous clinical conditions. These are Ankylosing
Spondylitis, Reactive Arthritis (which occurs after bacterial infections), Spondyloarthritis
associated to Chronic Inflammatory Bowel Diseases (Crohn’s disease and Ulcerative
Colitis), Undifferentiated Spondyloarthritis, and juvenile forms (figure 1). The term
spondyloarthritis relates to inflammatory manifestations of peripheral and spinal joint
structures. The Spondyloarthitides are defined by classification criteria (Sieper, 2009; Zeidler
2011, Rudwaleit 2011). The main clinical manifestation will trigger the main group for each
disease entity may have varying degrees of articular, spinal, and extraaticular
manifestations. Furthermore, extraarticular inflammatory manifestations may also occur at
different intensity levels. However, it needs to emphasized that classification criteria are not
diagnostic criteria. Classification criteria were developed for clinical studies in order to
include rather homogenous disease manifestations. In daily clinical practice it may occur
that although the classification criteria are not fully met, the patient still may be allocated to
a certain disease entity.

Peripheral joint Spinal manifestations Extra-articular Manifestations
manifestations

Arthritis Spondylitis Uveitis, Scleritis, Conjunctivitis
Enthesitis Enthesitis Psoriasis

Bursitis Sacroiliac joint arthritis Urethritis

Tendosynovitis Facet joint arthritis Inflammatory bowel disease
Erosive-proliferative joint Bony ankylosis Periodontitis with dental loss
destruction

Table 1. Clinical manifestation of the Spondyloarthritides, which may be present in all the
different disease entities (Fig. 1).
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Fig. 1. Clinical entities of Spondyloarthritis. The overall disease group is the
Spondyloarthritis, which comprises 6 distinct diseases. Psoriasis Arthritis is one disease
entity of the group. Common abbreviations are given in parenthesis.

In clinical practice, articular and extraarticular manifestations overlap quite frequently
among the SpA diseases. Initially, the clinical manifestations of PsA were collected and a set
of manifestations was proposed as classification criteria by Moll and Wright in 1973 (Moll,
1973). These described clinical features were considered to be “Psoriatic Arthritis”.
However, over the following years, 6 modified classification criteria for PsA (Bennet, 1979;
Dougados, 1991; Fournie, 1999; Gladman, 1987; McGonagle, 1999; Vasey, 1984) have been
proposed by different research groups in order to differentiate between the different disease
entities (Taylor, 2002). As in the Moll and Wright criteria proposal, these criteria mainly
have been established in groups of patients with classical and fully developed disease
manifestations. The validity of these criteria have never been formally proven in studies.
Formal prove of PsA criteria was done in 2006 with the publication of the CASPAR
(Classification of Psoriasis Arthritis Study Group)-Criteria (Taylor, 2006) as a joint project of
the EUAR and ACR. As with the other above mentioned 7 criteria sets, the CASPAR criteria
also were established in a group of patients with long standing psoriasis arthritis (mean
disease duration of greater than 10 years (Taylor, 2006). As we know that chronic
inflammatory arthritis like Rheumatoid Arthritis (RA) and PsA can destroy joints and cause
significant disability (see Tab. 1) we need to diagnose arthritis before destruction of tissue
has taken place. For this reason, in RA, arthritis classification criteria have just been revised
to also classify early RA (Aletaha, 2010). Next to the new RA early classification criteria, the
newly proposed classification criteria for spinal spondyloarthritis now include MRI
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diagnostics of the sacroiliac joints (Rudwaleit, 2009). Bone marrow edema around the
sacroiliac joints seen in MRI in water sensitive squences, i.e. STIR (short tau inversion
recovery, T1 plus contrast media) detects inflammatory processes significantly earlier than
actual joint destruction can be seen on conventional X-ray films.

However, we still do not have validated early PsA criteria and early PsA most times does
not present with the classical, fully developed clinical picture as is described in our
textbooks.

This book chapter is dedicated to discuss why we need to detect PsA early and will answer
the question of how patients with psoriasis can be screened for possible early peripheral and
spinal arthritis manifestations. Suggestions on how cooperation between dermatologists and
rheumatologists can be effectively set up will be given at the end.

2. Why is early detection of inflammatory processes important?
2.1 The earlier the better or time is joint function

Early detection and treatment of chronic inflammatory joint disease has been shown in
numerous reports to correlate with better long-term outcome in rheumatoid arthritis (van
der Bijl, 2007; Verstappen, 2007). Severity of joint destruction and loss of quality of life in
PsA has been shown to be similar to RA (Husted, 2001; Rahman, 2001). Therefore, many
aspects in PsA may be compared with aspects in RA. As depicted in figure 2, the chronic
inflammatory process begins with an undulating situation of clinical and subclinical
manifestations of joint pain with or without swelling. A trigger event then sets off the
clinical manifest chronic inflammatory course. Joint destruction begins very early after this
event. If the inflammatory process is not stopped, the natural disease course will occur with
more or less destruction of joint structures.

Beginn of
Psoriasis
Arthritis

Late induced therapy>

Early induced therapy

Remitting
arthritic
inflammation

Idealy, very early induced therapy

Beginn of time

joint destruction

Fig. 2. Time course of the development of PsA. The earlier detection and treatment of
arthritis takes place, the better the outcome in the following years will be, adapted according
to (Machold, 1998).
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However, if we treat to the target of remission and control the inflammatory process, it is
possible to prevent or slow down the destructive process. We have plenty of evidence for
this targeted approach for RA as reviewed elsewhere (Schoels, 2010). Furthermore,
recommendations for physicians (Smolen, 2010) and patients (de Wit, 2011) on how to treat
to the target of remission have recently been published. Very likely, the targeted approach is
also true for PsA, because PsA also shows destructive disease courses and we use the same
outcome measures than for RA. However, this has not yet been formally proven as has been
for RA.

Inflammation of articular structures always is coupled with loss of function. Early in the
disease course inflammation and loss of function correlate very well. This means, if
inflammation is suppressed, function is completely regained. However, the longer the
inflammatory process goes on, the more fibrotic and destructive changes occur which are
not reversible (Aletaha, 2006). This implies that effective suppression of inflammation will
not result in full regain of function anymore (figure 3). Furthermore, fibrotic tissue may
cause destruction by itself thus uncoupling the destructive process from classic immune
mediated mechanisms (Neumann, 2006).

Reversible

decline of function

with early

therapy of inflammation Irreversible functional decline

time (years)

Fig. 3. Correlation of inflammation (black), loss of function (yellow) and joint destruction
(blue) with time. Very early in the inflammatory process loss of joint function is tightly
correlated with the degree of inflammation. In this phase, complete reduction of joint
inflammation will restore joint function. However, the longer the inflammatory process goes
on, the more destruction of joint structures will occur along with continuously more
irreversible loss of function and destruction. Finally, there may occur an uncoupling of
inflammation and irreversible joint destruction with loss of function, adapted according to
(Kirwan, 2001).
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2.2 Chronic inflammation confers a cardiovascular risk factor by itself

An upcoming discussion is that chronic inflammatory processes enhance the cardiovascular
risk to a similar extend like the classical known risk factors diabetes, hypertension,
hyperlipidemia, obesity, smoking and genetics (van Halm, 2009). This implies that treatment
of inflammation may be similar important to the treatment of the classical cardiocascular
risk factors in order to reduce the overall cardiovascular risk. Prospective studies on
reduction of cardiovascular risk by anti-inflammatory treatment are still pending but it was
shown retrospectively that effective reduction of inflammation with combination therapy of
methotrexate and anti-TNF (Tumor Necrosis Factor) medication may reduce the risk for the
first cardiovascular event (Cugno, 2010).

As in RA the cytokine TNF plays an important role in the pathophysiological mechanism of
Ps and PsA. The prothrombotic effects of TNF in cardiovascular disease are discussed in a
recent review and may play an important role in the about 4 fold enhanced cardiovascular
risk compared with the normal population (Jacobsson, 2005). However, Ps and PsA patients
seem to additionally have an increased prevalence of cardiovascular risk factors such as
smoking, hypertension, raised levels of homocysteine, excessive alcohol consumption and
metabolic syndrome compared to the normal population (Tobin, 2010). Therefore, it cannot
be finally answered to what extend chronic inflammation of the skin, joints, and spine in
Ps/PsA add to an enhanced cardiovascular risk.

2.3 Health care costs of PsA are high

Another reason for early detection of PsA is health care costs. PsA shows increasing costs
with the duration of the disease. This seems to mainly be due to the rising risk of work
disability. However, the association of work disability and disease duration has not very
well been studied up to day. Only 3 studies were published on this topic (Mau, 2005;
Verstappen, 2010) and one review gets to the conclusion that the data is too heterogeneous
to draw hard conclusions (Tillett, 2011). Nevertheless the study of Mau et al. describes a
reduction of the standard employment rate in PsA patients from 0,94 to 0,7 within 5 years.
Functional status seems to be the most important factor to predict total costs. Zink et al.
summarize that patients with a poor functional status of 50% (HAQ of more than 1,7) cost
more than double compared to patients with a good functional status (functional status of
70% or HAQ less than 1,2) (Zink, 2006).

2.4 Psychosomatic comorbidity is important to consider

Finally, the psychological and psychiatric comorbidities resulting from the cutaneous
stigmatization and the painful, debilitating arthritic manifestations of joint and spine add to
the disease burden of PsA (Devrimci-Ozguven, 2000; Esposito, 2006). There seems to be no
difference in depression rate among sex and age of patients with PsA. Effective therapy of
cutaneous manifestations and arthritis may reduce depressive disorders, which will
significantly reduce health costs and therefore needs to be balanced against the high costs of
modern treatment with biologics.

3. How can patients with PsA be identified in daily clinical routine?

In clinical practice, psoriatic patients with a dominant skin manifestation primarily consult
dermatologists and patients with a dominant peripheral or spinal manifestation primarily
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consult rheumatologists or orthopedics. However, the vast majority of Ps patients gather
within the dermatology setting. Therefore, it seems rational to screen patients for arthritic
manifestations in the dermatology setting.

From July 2005 until October 2008, we validated and established the self-administered
patient-screening questionnaire GEPARD (GErman Psoriasis ARthritis Diagnostic
questionnaire) to detect PsA in psoriatic patients seeking primarily dermatologic care
(Héarle, 2010) (Tab. 2 and www.kkm-mainz.de/rheumatologie). In order to keep the
questionnaire simple, only dichotomous answers (yes/no) were used. The twelve questions
were derived from discussions about appropriate questions among the authors and
additional advice provided by other experienced rheumatologists. Questions number 1 to 4
relate to clinical signs of arthritis but do not necessarily impose a momentary active state of
arthritis by asking if the patient ever had these signs. It was considered that these questions
take into account the remitting and relapsing nature of PsA. We considered the detection of
these patients being especially important in the context of a longitudinal follow-up of
fluctuating arthritis, which might eventually lead to establishing prognostic parameters for
PsA. Questions number 5 to 8 pertain to arthritis in a more indirect way by relating to the
discomfort caused by joint pain or dysfunction. Questions number 9 to 13 relate to the
clinical signs of inflammatory back pain which can be associated with PsA. An additional

# Question Yes No

1 Have you ever had joint pain accompanied by swelling?

2 Have you ever had a completely swollen digit or toe?

3 Have you ever had joint pain accompanied by redness of that
joint?

4 Do your joints feel stiff after waking up in the morning?

5 Have you ever thought of having a joint disease?

6 Have you ever consulted a doctor because of your joint
problems?

7 Have you ever received the diagnosis of "arthritis" ?

8 Do you take pain medication for your joint pain?

9 Do you suffer from back- or buttock pain? If yes, does/is this
pain.... (please, answer questions 8a to 8d)

10 | ... most intense in the early morning hours?

11 | ... improve through exercising or moving around?

12 | ... persist while resting?

13 | ... accompanied by back stiffness in the morning hours?

14 | If you answered one of the above questions with “YES”:
Since when do you have these complaints?

More than | More than | More than | More than | More than | More than | More than
1 week 1 month 3months | 6 months | 1year 3 years 5 years

Table 2. The GEPARD questionnaire targets arthritic complaints of peripheral joints and
spinal manifestations in addition of duration of arthritic symptoms thus enableing early
detection of PsA. The patient alone answers the questionnaire. The physician or assistant
counts the positive answers. The cut-off value of equal or more than 4 positive answers
showed a sensitivity of 89% and a specificity of 73% to detect PsA in Ps patients
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question related to the time period since the first occurrence of complaints lasting from one
week up to more than 5 years in order to detect early PsA manifestations. In the statistical
evaluation of the study, we calculated a cut-off value of greater than or equal to 4 positive
answered questions. This cut-off showed a sensitivity of 89% and a specificity of 73% to
detect PsA in Ps patients (Harle, 2010).

In the final evaluation, we clinically evaluated 54 patients. These patients were selected by
the GEPARD questionnaire from dermatology outpatient clinics. We found 43 patients who
had some arthritic manifestations according to clinical examination, ultrasound, x-ray, MRI,
and Technecium-Szintigraphy. This accounts for 79,6% patients being positive for PsA
manifestation. This percentage of PsA among patients with Ps is in line with earlier
publications (Sadek, 2007). Furthermore, 23 patients were first diagnosed as having PsA.

According to the time duration of arthritic complaints we found 57% suffering over 4 years
but 43% of patients below 4 years (figure 4) which may still be considered as being early
arthritis. From these patients with complaints of less than 4 years 80% could be classified for
PsA just by clinical examination according the CASPAR criteria without the use of
sonography, x-ray, MRI, or szintigraphy (figure 5). Considering that the initial screening
process was exclusively based on patients” answers, without evaluation by a physician, the
GEPARD patient - questionnaire is well suited for routine clinical usage. In addition, the
screening tool does not consume additional time from the dermatologist but still enables
him to identify patients who need to be referred to a rheumatologist for further evaluation
of arthritic manifestation.

I Arthritis <1 year

B Arthritis >1<2 years

[ Arthritis >2<3 years

I Arthritis >3<4 years 57%
[ Arthritis >4 years

8%

1% 15%

Fig. 4. Pie chart of arthritis duration according to the GEPARD patient-questionnaire. Forty-
three percent suffered of symptoms of less than 4 years. Less than 4 years is considered to be
early arthritis.
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B Arthritis
I Arthralgia
1 No complaints

16%

80%
4%

Fig. 5. Distribution of arthritis, arthralgia and no complaints in percent of GEPARD patient-
questionnaire early arthritis patients (< 4 years). According to the CASPAR classification
criteria, eighty percent were classified as having PsA.

4. How could the cooperation between dermatologist and rheumatologist be
set up?

As described in the previous paragraphs screening of patients with Ps can easily be done by
using the GEPARD patient self-administered questionnaire. In the case of equal or more
than 4 positive answers in the questionnaire, the dermatologist may refer the patient to a
cooperating rheumatologist. Since the end of the 90s most rheumatologists have set up an
early arthritis schedule. With the GEPARD questionnaire the patient is already screened for
arthritis and is more likely to have an arthritic manifestation. After the rheumatologic
assessment the decision has to be made which discipline is advantageous to take the lead in
guidance and treatment of the patient. Usually a cooperative way is chosen, taken into
consideration that the general practitioner is the stearing physician for the other comorbid
and social problems of the individual patient (figure 6).
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In the case of leading arthritis, the consultation of the dermatologist is necessary to confirm
the diagnosis of Ps by clinical means or by biopsy in unclear situations (figure 7).
Furthermore, topical treatment may be instituted if systemic therapy of PsA does not lead to
full treatment success of the skin. The same treatment cycle as described before is necessary
in order to treat all facets of PsA.

Psoriasis patient in
primary care by the Dermatologist

|

positiv
PrSc:ir':;r:ér / : : : Psychosomatics/
. Appointment with Rheumatologist Psychiatry
Internist

(early arthritis clinic)

. =

Fig. 6. Flow chart of possible cooperation among the medical disciplines. Screening starts
in the dermatology practice by using the GEPARD patient self-administered
questionnaire.
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Arthritis-patient in primary care by the
Rheumatologist / Internist /
General Practitioner

General ‘

Practitioner / Psychosomatics /
Internist Appointment with Dermatologist Psychiatry

L

Fig. 7. Flow chart of possible cooperation among the medical disciplines. In the case of
suspected psoriatic manifestation or in the case of suboptimal treatment response of Ps by
systemic therapy the rheumatologist confers the patient to the dermatologist for further
evaluation.

5. Summary

Considering all the many facets of PsA and the different diagnostic and therapeutic
strategies is the art of modern medicine and good clinical practice. We need to understand
the context of inflammatory skin, joint, and spine manifestations with mental health, extra
articular problems and economical considerations. This can only be accomplished by good
cooperation between dermatologist and rheumatologist in addition to the comprehensive
care by the general practitioner, internist, and psychological disciplines (figure 8).
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economical
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manifestations

Fig. 8. Interdisciplinary, holistic view of Ps and PsA.

6. References

Aletaha, D., Neogi, T., Silman, A. ]J., Funovits, J., Felson, D. T., Bingham, C. O., 3rd,
Birnbaum, N. S., Burmester, G. R., Bykerk, V. P.,, Cohen, M. D., Combe, B,
Costenbader, K. H., Dougados, M., Emery, P., Ferraccioli, G., Hazes, J. M., Hobbs,
K., Huizinga, T. W., Kavanaugh, A., Kay, J., Kvien, T. K., Laing, T., Mease, P.,
Menard, H. A., Moreland, L. W., Naden, R. L., Pincus, T., Smolen, J. S,
Stanislawska-Biernat, E., Symmons, D., Tak, P. P., Upchurch, K. S., Vencovsky, J.,
Wolfe, F., & Hawker, G. (2010). 2010 rheumatoid arthritis classification criteria: an
American College of Rheumatology/European League Against Rheumatism
collaborative initiative. Ann Rheum Dis 69(9), pp. 1580-1588.

Aletaha, D., Smolen, J., & Ward, M. M. (2006). Measuring function in rheumatoid arthritis:
Identifying reversible and irreversible components. Arthritis Rheum 54(9), pp. 2784-
2792.

Bennet, R. M. (1979). Psoriasis Arthritis. Philadelphia, Lea & Febiger.

Blumberg, B., Bunim, J., & Calkins, E. (1964). Nomenclature and classification of arthritis
and rheumatism accepted by the American Rheumatism Association. Bull Rheum
Dis 14, pp. 339-340.

Cugno, M., Ingegnoli, F., Gualtierotti, R., & Fantini, F. (2010). Potential effect of anti-tumour
necrosis factor-alpha treatment on reducing the cardiovascular risk related to
rheumatoid arthritis. Curr Vasc Pharmacol 8(2), pp. 285-292.

de Wit, M. P, Smolen, J. S., Gossec, L., & van der Heijde, D. M. (2011). Treating rheumatoid
arthritis to target: the patient version of the international recommendations. Ann
Rheum Dis 70(6), pp. 891-895.

www.intechopen.com



76 Psoriasis

Devrimci-Ozguven, H., Kundakci, T. N., Kumbasar, H., & Boyvat, A. (2000). The depression,
anxiety, life satisfaction and affective expression levels in psoriasis patients. | Eur
Acad Dermatol Venereol 14(4), pp. 267-271.

Dougados, M., van der Linden, S., Juhlin, R., Huitfeldt, B., Amor, B., Calin, A., Cats, A.,
Dijkmans, B., Olivieri, 1., Pasero, G. & et al. (1991). The European
Spondylarthropathy Study Group preliminary criteria for the classification of
spondylarthropathy. Arthritis Rheum 34(10), pp. 1218-1227.

Esposito, M., Saraceno, R., Giunta, A., Maccarone, M., & Chimenti, S. (2006). An Italian
study on psoriasis and depression. Dermatology 212(2), pp. 123-127.

Fournie, B., Crognier, L., Arnaud, C., Zabraniecki, L., Lascaux-Lefebvre, V., Marc, V.,
Ginesty, E., Andrieu, V., Dromer, C., & Fournie, A. (1999). Proposed classification
criteria of psoriatic arthritis. A preliminary study in 260 patients. Rev Rhum Engl Ed
66(10), pp. 446-456.

Gladman, D. D., Shuckett, R., Russell, M. L., Thorne, J. C., & Schachter, R. K. (1987). Psoriatic
arthritis (PSA)--an analysis of 220 patients. Q | Med 62(238), pp. 127-141.

Harle, P., Hartung, W., Lehmann, P., Ehrenstein, B., Schneider, N., Miller, H., Miiller-
Ladner, U., Tarner, 1., Vogt, T., Fleck, M., & Bongartz, T. (2010). [Detection of
psoriasis arthritis with the GEPARD patient questionnaire in a dermatologic
outpatient setting]. Z Rheumatol 69(2), pp. 157-160, 162-153.

Husted, J. A., Gladman, D. D., Farewell, V. T., & Cook, R. ]J. (2001). Health-related quality of
life of patients with psoriatic arthritis: a comparison with patients with rheumatoid
arthritis. Arthritis Rheum 45(2), pp. 151-158.

Jacobsson, L. T., Turesson, C., Gulfe, A., Kapetanovic, M. C., Petersson, I. F., Saxne, T., &
Geborek, P. (2005). Treatment with tumor necrosis factor blockers is associated
with a lower incidence of first cardiovascular events in patients with rheumatoid
arthritis. | Rheumatol 32(7), pp. 1213-1218.

Kirwan, J. R. (2001). Links between radiological change, disability, and pathology in
rheumatoid arthritis. | Rheumatol 28(4), pp. 881-886.

Machold, K. P., Eberl, G., Leeb, B. F., Nell, V., Windisch, B., & Smolen, J. S. (1998). Early
arthritis therapy: rationale and current approach. | Rheumatol Suppl 53, pp. 13-19.

Mau, W., Listing, J., Huscher, D., Zeidler, H., & Zink, A. (2005). Employment across chronic
inflammatory rheumatic diseases and comparison with the general population. |
Rheumatol 32(4), pp. 721-728.

McGonagle, D., Conaghan, P. G., & Emery, P. (1999). Psoriatic arthritis: a unified concept
twenty years on. Arthritis Rheum 42(6), pp. 1080-1086.

Moll, J. M., & Wright, V. (1973). Psoriatic arthritis. Semin Arthritis Rheum 3(1), pp. 55-78.

Neumann, E., Lefevre, S., Zimmermann, B., Gay, S., & Miiller-Ladner, U. (2006).
Rheumatoid arthritis progression mediated by activated synovial fibroblasts.
Trends Mol Med 16(10), pp. 458-468.

Rahman, P., Nguyen, E., Cheung, C., Schentag, C. T., & Gladman, D. D. (2001). Comparison
of radiological severity in psoriatic arthritis and rheumatoid arthritis. | Rheumatol
28(5), pp. 1041-1044.

Rudwaleit, M., van der Heijde, D., Landewe, R., Listing, J., Akkoc, N., Brandt, J., Braun, ]J.,
Chou, C. T., Collantes-Estevez, E., Dougados, M., Huang, F., Gu, J., Khan, M. A,,
Kirazli, Y., Maksymowych, W. P., Mielants, H., Sorensen, 1. ]J., Ozgocmen, S,
Roussou, E., Valle-Onate, R., Weber, U., Wei, ]., & Sieper, ]J. (2009). The

www.intechopen.com



Detecting Psoriasis Arthritis Early in the Disease Course — Why This
is Important and How Dermatologists and Rheumatologists Can Successfully Cooperate? 77

development of Assessment of SpondyloArthritis international Society
classification criteria for axial spondyloarthritis (part II): validation and final
selection. Ann Rheum Dis 68(6), pp. 777-783.

Rudwaleit, M., Van der Heijde, D., Landewé, N., Akkoc, N., Brandt, J.,Chou, C.T.,,
Dougados, M., Huang, F., Gu, J., Kirazli, Y., Van den Bosch, F., Olivieri, 1., Roussou,
E., Scarpato, S., Sorensen, 1.]., Valle-Onate, R., Weber, U., Wei, J., Sieper, J. (2011).
The Assessment of SpondyloArthritis international Society classification criteria for
peripheral spondyloarthritis and for spondyloarthritis in general. Ann Rheum Dis
70(1), pp.25-31.

Sadek, H. A., Abdel-Nasser, A. M., El-Amawy, T. A., & Hassan, S. Z. (2007). Rheumatic
manifestations of psoriasis. Clin Rheumatol 26(4), pp. 488-498.

Schoels, M., Knevel, R., Aletaha, D., Bijlsma, J. W., Breedveld, F. C., Boumpas, D. T.,
Burmester, G., Combe, B., Cutolo, M., Dougados, M., Emery, P., van der Heijde, D.,
Huizinga, T. W., Kalden, J., Keystone, E. C., Kvien, T. K., Martin-Mola, E,,
Montecucco, C., de Wit, M., & Smolen, J. S. (2010). Evidence for treating
rheumatoid arthritis to target: results of a systematic literature search. Ann Rheum
Dis 69(4), pp. 638-643.

Sieper, J., Rudwaleit, M., Baraliakos, X., Brandt, J., Braun, J., Burgos-Vargas, R., Dougados,
M., Hermann, K. G., Landewe, R., Maksymowych, W., & van der Heijde, D. (2009).
The Assessment of SpondyloArthritis international Society (ASAS) handbook: a
guide to assess spondyloarthritis. Ann Rheum Dis 68 Suppl 2, pp. iil-44.

Smolen, J. S., Aletaha, D., Bijlsma, J. W., Breedveld, F. C., Boumpas, D., Burmester, G.,
Combe, B., Cutolo, M., de Wit, M., Dougados, M., Emery, P., Gibofsky, A., Gomez-
Reino, ].J., Haraoui, B., Kalden, J., Keystone, E. C., Kvien, T. K., McInnes, 1., Martin-
Mola, E., Montecucco, C., Schoels, M., & van der Heijde, D. (2010). Treating
rheumatoid arthritis to target: recommendations of an international task force. Ann
Rheum Dis 69(4), pp. 631-637.

Taylor, W., Gladman, D., Helliwell, P., Marchesoni, A., Mease, P., & Mielants, H. (2006).
Classification criteria for psoriatic arthritis: development of new criteria from a
large international study. Arthritis Rheum 54(8), pp. 2665-2673.

Taylor, W. J. (2002). Epidemiology of psoriatic arthritis. Curr Opin Rheumatol 14(2), pp. 98-
103.

Tillett, W., de-Vries, C., & McHugh, N. J. (2011). Work disability in psoriatic arthritis--a
systematic review. Rheumatology (Oxford).

Tobin, A. M., Veale, D. ], Fitzgerald, O., Rogers, S., Collins, P., O'Shea, D., & Kirby, B. (2010).
Cardiovascular disease and risk factors in patients with psoriasis and psoriatic
arthritis. ] Rheumatol 37(7), pp. 1386-1394.

van der Bijl, A. E., Goekoop-Ruiterman, Y. P., de Vries-Bouwstra, J. K., Ten Wolde, S., Han,
K. H., van Krugten, M. V., Allaart, C. F., Breedveld, F. C., & Dijkmans, B. A. (2007).
Infliximab and methotrexate as induction therapy in patients with early
rheumatoid arthritis. Arthritis Rheum 56(7), pp. 2129-2134.

van Halm, V. P., Peters, M. ]., Voskuyl, A. E., Boers, M., Lems, W. F., Visser, M., Stehouwer,
C. D., Spijkerman, A. M., Dekker, J. M., Nijpels, G., Heine, R. ]J., Bouter, L. M.,
Smulders, Y. M., Dijkmans, B. A., & Nurmohamed, M. T. (2009). Rheumatoid
arthritis versus diabetes as a risk factor for cardiovascular disease: a cross-sectional
study, the CARRE Investigation. Ann Rheum Dis 68(9), pp. 1395-1400.

www.intechopen.com



78 Psoriasis

Vasey, F. E., L.R. (1984). Psoriatic arthropathy. Orlando, Grune & Stratton.

Verstappen, S. M., Jacobs, J. W., van der Veen, M. J., Heurkens, A. H., Schenk, Y., ter Borg, E.
J., Blaauw, A. A., & Bijlsma, ]J. W. (2007). Intensive treatment with methotrexate in
early rheumatoid arthritis: aiming for remission. Computer Assisted Management
in Early Rheumatoid Arthritis (CAMERA, an open-label strategy trial). Ann Rheum
Dis 66(11), pp. 1443-1449.

Verstappen, S. M., Watson, K. D., Lunt, M., McGrother, K., Symmons, D. P., & Hyrich, K. L.
(2010). Working status in patients with rheumatoid arthritis, ankylosing spondylitis
and psoriatic arthritis: results from the British Society for Rheumatology Biologics
Register. Rheumatology (Oxford) 49(8), pp. 1570-1577.

Zeidler, H., & Amor, B. (2011). The Assessment in Spondyloarthritis International Society
(ASAS) classification criteria for peripheral spondyloarthritis and for
spondyloarthritis in general: the spondyloarthritis concept in progress. Ann Rheum
Dis 70(1), pp. 1-3.

Zink, A., Thiele, K., Huscher, D., Listing, ]., Sieper, ]J., Krause, A., Gromnica-Ihle, E., von
Hinueber, U., Wassenberg, S., Genth, E., & Schneider, M. (2006). Healthcare and
burden of disease in psoriatic arthritis. A comparison with rheumatoid arthritis and
ankylosing spondylitis. | Rheumatol 33(1), pp. 86-90.

www.intechopen.com



Psoriasis
PSORIASIS Edited by Dr. Jennifer Soung

Eded] oy Jennifer Soung

ISBN 978-953-307-878-6

Hard cover, 372 pages

Publisher InTech

Published online 15, February, 2012

_ Published in print edition February, 2012

We hope you enjoy and find the information provided in this book useful in your research or practice. We urge
that you continue to keep abreast of the new developments in psoriasis and share your knowledge so that we
may advance treatment and cures of psoriasis.

How to reference
In order to correctly reference this scholarly work, feel free to copy and paste the following:

Peter Harle (2012). Detecting Psoriasis Arthritis Early in the Disease Course — Why This is Important and How
Dermatologists and Rheumatologists Can Successfully Cooperate?, Psoriasis, Dr. Jennifer Soung (Ed.), ISBN:
978-953-307-878-6, InTech, Available from: http://www.intechopen.com/books/psoriasis/detection-of-psoriasis-
arthritis-early-in-the-disease-course-why-this-is-important-and-how-dermatolo

INTECH

open science | open minds

InTech Europe InTech China

University Campus STeP Ri Unit 405, Office Block, Hotel Equatorial Shanghai

Slavka Krautzeka 83/A No.65, Yan An Road (West), Shanghai, 200040, China

51000 Rijeka, Croatia FE BHIERARKESS _HiBEFR R ARG I AE4058TT
Phone: +385 (51) 770 447 Phone: +86-21-62489820

Fax: +385 (51) 686 166 Fax: +86-21-62489821

www.intechopen.com



© 2012 The Author(s). Licensee IntechOpen. This is an open access article
distributed under the terms of the Creative Commons Atiribution 3.0
License, which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.




