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H Ywpraoiki apBpitida (WA) - pa xpovia
npoodeutikl PAeypovwdng vocog mou
oxetiletal pe MOAAQIAQ Kot TLOLKIAQL KALVIKAL
XOLPOLKTNPLOTLKAL.

‘EXEL pEYAAN ETEPOYEVELA WG TTPOG TNV KALVLKA
glKOvVa Kal n dtayvwon Baoiletal ota KAWIKA
XOLPOLKTNPLOTLKA

WAOPIAZIKH NO2Oz- 6ev adopd povo to d€pua
Kol TL apOpwoeLC.
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loTtopLKA:

Jean Louis Alibert (1818): Zuoyxetion Ypwpiaong kot apBpitidag

Pierre Bazin (1860): Psoriasis arthritique

Moll & Wright (1973): Zuotnuatikn reptypadn

Psoriatic Arthritis
J. M. H. Moll and V. Wright

HE idea of psoriatic arthritis as a specific disease entity, as opposed to the
coincidental occurrence of two common diseases. is relativelv recent. The

Opopoc: Wwpioon oe cuvduaouo pe pAsypovwdn apbpitidba
(mepidepikn apOptitida r/kat ortovuAitidoy)




KPITHPIA TAZINOMHZHZ WA - CASPAR

MNa va TAnpouvral Ta KpiTpia CASPAR yia WA, o aocBevig TTpETTel va €XEI
@PAeypovwdn véoo Twy apBpwoewyv (apBpwaoclg, 22 1 evléoeig) Kal BaduoAoyia
>3 CUM@WVA HE TIG TTAPAKATW KATNYOPIEG

BaBuoAoyia

1. Zroixeia ywpiaong o f

Tpéxouoa ywpeiaon 1 )

MpocwTITIKO 1I0TOPIKO Ywpiaong 1”

OIKOYEVEIOKO 10TOPIKO Ywpiaong > Specificity >95%
2. Ywplaoikry dSuoTpogia ovuxwv e

BoBpia ovuxwyv, ovuxoAucon, UTTEPKEPATWON 1 > :-r?f\ll\;: ;ear;zl::/vgtr\illw?izzralz
3. ApvnTIKG PEUPATOEION TTAPAYOVTA 1 some typical features may

not yet be present
4. AaKTUAITIOO

Mapoucia o1drpaTog evdg oAdkAnpou dakTUAoU 1
loTopIkG DAKTUAIDAG

5. AKTIVOAOYIKQ eupripaTta £EwapBPIKOU oXNUATICHOU VEOU 00TOU
Oa0Te0TT0INCN KOVTA OTO AKPO TNG APBPWONS 0 ATTAEC AKTIVOYPOPIEC 1
AKPWV XEIPWV Kal TTOOWV

CASPAR, CIlASsification criteria for Psoriatic ARthritis Aﬂs
Taylor W et al. Arthritis Rheum 2006;54:2665-2673
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Diagnosis of Psoriatic Arthritis: Diagnostic Techniques

H didyvwon gival Kupiwg KAIVIKA Kal BacifeTal OTIG EKONAWOCEIG TWV APBPWOEWYV Kol TOU SEPMATOG.

KAivik e€éTaon? kai atreikévion?3 EpwTnuaTtoAdyio aocBevougs

® UTa emkupwuéva epwTnPAToAdYIa JTTOPOUV va dIEUKOAUVOUV Th

“ d1dyvwaon Tng WA: 2

« Psoriatic Arthritis Screening and Evaluation (PASE)?
Toronto Psoriatic Arthritis Screening (ToPAS)?
Psoriatic Epidemiology Screening Tool (PEST)?

‘EAegyxog yia BIOdEIKTEG

Psoriasis Assessment Questionnaire (PAQ)?

Ta CRP kal ESR au&avovral yovo oTo. l
~ 50% 1wV acBevwyv pe WA, TTapd tnv
gvepyr vooo*

Early ARthritis for Psoriatic Patients questionnaire (EARP)>

Lloyd P et al. Arthritis. 2012;2012:176298.
Boehncke W et al. Br J Dermatol. 2014;170(4):772-86.

McQueen F et al. Arthritis Res. 2006;8(2):207.
Chandran V and Gladman D. Curr Rheumatol Rep. 2010;12:288-94.
Tinazzi | et al. Rheumatology. 2012;51:2058-2063.
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Diagnosis of Psoriatic Arthritis: Imaging Techniques

T TR

* Used to detect features « Provides excellent tissue resolution
of well-established PsA,

eg. joint erosions,
ankylosis, spondylitis
and osteolysis
(‘pencil-in-cup’)

« Can be used to assess synovial tissue, joint
effusion, erosions and hyperaemia

» The Doppler interrogation is an important tool
for assessing synovitis and enthesitis

Magnetic Resonance Imaging

» Visualises synovitis, bone erosion and  Can be use

oedema, enthesitis, dactylitis and spondylitis? especially

« MRI may detect features of PsA earlier than TS

radiography’
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ALayvVwoTIKEC MPOKANCELC

Aev untapyouv dtayvwortikoi Blodeiktec oe avtiBeon pe PA

Ot deiKtec (pAeyuovnc givat cuyxva (puUotoAoyikol =l

Ouototntec tn¢ KAWIKNG etkovoe pe aAlec apBpitidec (OA,
lWVOHUOAYLO)

Mpwta n apBpitda: Epdavion Ppwpiaonc HeTa TNV Evapén
LUOOKEAETIKWY CUUTTTWHATWY OE VO TTOOOOTO A0OEVWV.
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* H diapopd peTagu etmmimrohacpou (incidence) kai
eTiTrTwong(prevalence) :

O emmmoAacpog atravTdel oTnv epwtnon «loool
AavBpwrTrol £xouv TNV acBEvela autn TNV OTIYUA;»

N «[1éool AvBpwrTrol gixav auTr) TNV vOOO KATA TNV
OIAPKEIQ AUTH TNG XPOVIKNG TTEPIOOOU;»

ET[ [_T[ O)\a()' ué q H emmimrrwon armravtael otnv epwTtnon «lMNooeg veeg

EMPAVIOEIC TNG VOOOU UTTAPEav KAt TNV dIdpKEIQ

KOL ET[(_)TTQ)O‘” QUTAG TNG XPOVIKAG TTEPIGDOU;»

e 2Tn HEAETN attloloyiog pag véag aoBévelac , elval mio
ONMOVTLKH N EMLMTWON yLa ToVv TPoodloplopnd Tou
KlwvdUvou gudaviong kamoLag aocbEvelag o Evav
nAnBuopo.

e mieploplopeva Sedopéva yla tTn cuxvotnta eudaviong
PsA oto yeviko mAnBuopo.
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ErmidnuioAoyia

4 )

Eriikpatnon WA og acBbeveic pe pwplaon =2 sivat 20- 30%
(neta-avaAuvon pe tTn xprnon kpttnpiwv CASPAR £6eiée 23,8%)

& J b

4 )
H emikpAatnon eival oXETKA OTIAVLA OTO YEVLIKO TTANBUGCO

0.13% (133 neputtwoelc WA ava 100,000 avOpwrnwv) armo
neta-avaivon tou 2018. —li

N

-

H WA npwtoeudaviletol Kupilwc oe aoBeveic nAwkiog 30-60
ETWV.

&

Alinaghi, F. et al. J. Am. Acad. Dermatol. 80, 251-265 (2019).
Scotti, L., Franchi, M., Marchesoni, A. & Corrao, G.. Semin. Arthritis Rheum. 48, 28-34 (2018).

10

Ogdie, A. et al. Rheumatology 52, 568-575 (2013).

-
Kaufman, B. P. & Alexis, A. F. Am. J. Clin. Dermatol 19, 405-423 (2018). i
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Ermudnuioloyia

Entimtwon tng WA
Kupaivetat amo 0,27
gwc 2,7 ava 100
avBpwrmo-£tn (Baon
LLEAETN KL OPLOMO).

MpooBaAeL e€loou

AvOPEC KOl YUVALKEC
(eAadpEc SLakupAvoEeLg oTnV
avoaAoyia ¢pUAou €xouv
avodepBel petall Twv PEAETWY).

MpooBaAel Kuplwg
KaukaoLla GpuAn.

ExTipwpevog emumoAaopog tng WA ftav 1
ava 100.000 otnv lanwvia kot kat 670 ava
100.000 otn NopPBnyia.

Alinaghi, F. et al. J. Am. Acad. Dermatol. 80, 251-265 (2019).
Scotti, L., Franchi, M., Marchesoni, A. & Corrao, G.. Semin. Arthritis Rheum. 48, 28-34 (2018).
Ogdie, A. et al. Rheumatology 52, 568-575 (2013). 11

Kaufman, B. P. & Alexis, A. F. Am. J. Clin. Dermatol 19, 405-423 (2018). |
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Eloaywyn tTwv kpttnpiwv CASPAR to 2006, avénoe tnv avayvwplon tng WA.
OL ItEPLOCOTEPEC LEAETEC TTOU £EETAOAV TG TAOELG ETUTOAACHOU TG WA
dei€ave avénon Tou eMUTOAQCHOU TA TEAEUTALO XPOVLAL.

AUO peAétec amo tn OwAavdia, N piot KAWIKAR (0plopog ZmA oo KALWVIKA Kot
OKTLVOAOYLKA XOPOALKTNPLOTLKA) KoL N AAAN aro €Bvikd a.oPpaALoTIKA ap)eia,

Onwe kat GAAN pio perétn amd Itohia €6eiav nwe n WA Qtav n mo
ouxvi pop@n EmA (44,4% kat 37%, avtictolxa)

H WA €ilval Ttlo ouxvn o€ eVAALKEG acBeveic pe W ¢vavt os
rtada kat edpnPouc pe W (21,6% kot 3,3% avtiotowxa).

1.Hukuda S, Minami M, Saito T, et al. ] Rheumatol 2001 Mar;28(3):554-9.
2.Kaipiainen-Seppanen O, Aho K. J Rheumatol 2000 Jan;27(1):94-100.
3.Savolainen E, Kaipiainen-Seppanen O, Kroger L, Luosujarvi R.. ] Rheumatol 2003 Nov;30(11):2460-8. 12
4.De Angelis R, Salaffi F, Grassi W. Scand J Rheumatol 2007 Feb;36(1):14-21. N —

5.Saraux A, Guillemin F, Guggenbuhl P, et al. Ann Rheum Dis 2005 Oct;64(10):1431-5.




H E¢€AEn tnc Wwpraoiknc ApBpitidog

Patient with PsA Patient with history of
Psoriasis joint involvement

In 13% of cases, a history of
joint involvement preceded
onset of skin symptoms, with a

In 70% of cases, PsO

precedes PsA, with a mean
interval of ~10 years 12

KaBuotEpnon apKeETWV ETWV NPV TNV avantuén tnc apOpitidoag, divel tnv

gukatpila va peAetnOouv oL mapayovieg kivduvou yia tnv WA.

 Parallel onset of skin and joint manifestations is seen in 17% of cases?

1leungY etal.J Postgrad Med. 2007;53:63-71
2Kumar R et al. Indian J Dermatol Venereol Leprol. 2014;80(1):15-23
3. Husni ME et al Arthritis Rheum. 2017; 47: 351-360.
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Psoriasis associated risk factors for PsA

Auvénuevoc kivbuvoc WA oe acBeveic pe avénuevo BSA

Juoxétion tou PASI pe tnv epdavion WA o acBeveic pe W BpeBnke o€ HETA-OVAAUGOH (mean difference 3.39
and 95% c1 0.94-5.83) = 1] EKTETAUEVN W umopei v oxeTideTan ue au&nuévn cuoTNUATIKN
pAeypovi) mou mpodiaBETel o avanTuEn PpAcyOoVAC OTIC OPOBPWOEIC KOl EVOETEIC.

H Ywpiaon twv vuyxtwv, Tou TpLywtol tng KEPaAng Ko TG avaotpodng
Pwpiaong oxetiCovral pe tnv avamntuén tng WA

H ovuyodbuotpodia eival o cuxvn oe aoBeveic pe WA (41-93%) amno aoBeveic
Ll(')VO ME W (15% - 50%). Meta-avaAuon tou 2014, cuoxetioe TN BAAPeC Twv vuxltwv pe WA (OR 2,92 kat 95%
Cl 2,34-3,64), blaitepa pe ovuxoluon (OR 2,38 kat 95% Cl 1,74-3,26).

Oswpeital Twc N TPooBoAn Twv ovUXwWV aVTLTPOCWREVEL Ula pop@n evieoitidac pe pAsypovn tne
LATPOC TWV OVUXWV. Mia Tipoorttikr) LEAETN Slamiotwoe OTL oxedov OAotL oL aeBeveic pe W kal UTTOKAWVLKE
evBeoitidba oto untepnyoypadnua eixav tautoxpoves BAABeC ota vuyLa.

14




Psoriasis associated risk factors for PsA

OL acBeveic pe AANOLWOELC TOU TPLYWTOU TNE KEPAANC EXOUV OXEOOV
X4 vnAotepo kivduvo va avartuéouvv WA (HR 3.89 and 95% Cl 2.18-

6.94)

OL aoBeveic pe pueooyAoutiaisc/meptnpwKTIKEC BAdBec €xouv X2,35
vynAotepo kivbuvo gudaviong WA (HR 2.35 and 95% Cl 1.32-4.19)

Ta un €L6IKA HUOOKEAETIKA CUURTTWUATO OTIWC apBpayia, KOTIwon
kol Suokapla elvoll onUOVTIKOL TTaPAYOVTEC OTNV mMPodpoun eaon
¢ WA ko oxetiCovtal pe tnv avamtuén WA.

15




Individuals with a family history of psoriasis
or PsA have an increased risk of PsA

* A case- control study showed a 20-fold
increase of PsA in psoriasis patients with a
family history of PsA (OR 20.5 and 95% Cl,
2.49-169.10)

* Considering this strong association,
screening for family history of PsA among
patients with psoriasis has been proposed in
dermatology guidelines

Solmaz D, Eder L, Aydin SZ. Best Pract Res Clin Rheumatol 2018;32(2):295-311.
Tey HL, Ee HL, Tan ASL, et al. J.Dermatol 2010 May;37(5):426-30.

Richard M-A, Barnetche T, Rouzaud M, et al. J Eur Acad Dermatol Venereol 2014
Aug;28(Suppl 5):3-12.

16



Comorbidities - obesity

* Association of obesity with the development of PsA has been
described in many studies, and shows a dose-effect of BMI.

* BMI reduction has been associated with a lower risk to develop
psoriasis and PsA as shown by a recent study.

* Also, following gastric bypass surgery, Green et al. showed that
patients with psoriasis who lost weight were less likely to develop
PsA.

* Studies showing improvement in disease activity and treatment
response in PsA following weight loss also indirectly support the
association of obesity with PsA.

ScherJU,0gdieA,MerolaJF,RitchlinC. Nat Rev Rheumatol 2019 Mar;15(3):153-66.
Love TJ, Zhu Y, Zhang Y, et al. Ann Rheum Dis 2012 Aug;71(8):1273-7.

Thomsen RS, Nilsen Tl, Haugeberg G, et al. Arthritis Care Res 2021 Mar;73(3):432-41.
Soltani-Arabshahi R, Wong B, Feng B-J, et alArch Dermatol 2010 Jul;146(7):721-6.

Li W, Han J, Qureshi AA. Ann Rheum Dis 2012 Aug;71(8): 1267-72

Green A, Shaddick G, Charlton R, et al Br J Dermatol 2020;182(3):714-20.

Minno MNDD, Peluso R, lervolino S, et al. Ann Rheum Dis 2014 Jun 1;73(6):1157-62. |

Psoriatic Arthritis Comorbidities
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The relationship of different variables with
the development of PsA

Risk factor
Subclinical Bowel
D Association Inflammation
PsO related factor TS e
Genatics Comorbidities and EAM
\

| f \
m 'Preclinical' PsA 'Subclinical' PsA Prodromal PsA “

\ J

|

PsO related factors Risk Factors

Family

h/o PsO Infection RE=Sity
PsO PSO, Trauma Smcking
duration severity
Nail Stress
al
lesions Unknown

Egeberg A, Khalid U, Gislason GH, et al. JAMA Dermatol 2015 Nov;151(11):1200-5
Egeberg A, Thyssen JP, Burisch J, Colombel J-F. J Invest Dermatol 2019;139(2):316-23.
CharltonR,GreenA,ShaddickG,et al. Ann Rheum Dis 2018;77(2):277-80.

* Obesity, hyperlipidemia, depression, thyroid disease, and
uveitis, have been associated with an increased risk to
develop PsA.

* The risk of uveitis seems to be higher in PsA (IR 3.77 than
that of psoriasis only (IR for mild psoriasis: 1.59; IR for severe
psoriasis: 2.17).

* Risk of IBD also appears to be higher in PsA than that in
psoriasis only.

* Increased prevalence of uveitis and IBD extra-articular
manifestations in PsA as compared to psoriasis, the presence of
these factors may possibly help identify at-risk patients with
psoriasis.

18



Mortality In

PsA

Earlier studies from the prospective University of Toronto
PsA cohort showed a higher standardized mortality rate
(SMR) from 1.4 - 1.6 in PsA.

Overall mortality was higher than in the general
population in four decades of follow-up.

Decreasing mortality risk over time. During the study
periods, 1978-1986, 1987-1995, and 1996-2004, the
SMRs were 1.89, 1.83, and 1.21, respectively.

Increased recognition, early diagnosis, and better
treatment may have improved the mortality in PSA over

time.

19



Factors
associlated

with mortality
in PSA

Few studies.

Gladman et al. reported that radiographic damage (RR 3.88
and 95% Cl 1.32-11.35) and high ESR (RR 3.77 and 95% CI
1.31-10.83) were associated with mortality in PsA.

A recent study from the same cohort also reported the
association of high acute phase reactants with (HR 1.56
and 95% Cl 1.14-2.13);

Presence of heart disease (HR 1.67 and 95% Cl 1.12-2.49)
and malignancy (HR 1.79 and 95% Cl 1.22-2.61) was also
associated with mortality in PsSA.

20




KAwikn Ewkova: Wwplaon

v" The most common form of psoriasis in PsA is plaque psoriasis

v’ pustular psoriasis, guttate psoriasis, nail psoriasis, erythrodermic psoriasis, and
inverse psoriasis can also be associated with PsA.

v’ psoriasis on the scalp, intergluteal or umbilical areas , mild psoriatic changes on
extensor surfaces of the elbows or knees, or nail lesions are often overlooked by
both patients and providers.

v’ risk for the subsequent development of psoriatic arthritis of skin lesions:

* scalp lesions (hazard ratio [HR] 3.89, 95% Cl 2.18-6.94),
* nail dystrophy (HR 2.93, 95% Cl 1.68-5.12), and
* intergluteal/ perianal lesions (HR 2.35, 95% Cl 1.32-4.19)

15% of patients with PsA have psoriatic skin lesions identified on physical examination,
in the absence of a known history of psoriasis (undiagnosed or Ps following PsA?7??)

21




MUOGKEAETIKEC

EKONAWOEIC

* AUo Baotkol TUToL: TEPLDEPLKES KOl OLEOVLKEC
eKONAWOELC

* Mévte unotumoug WA:

rntoAvapBpiKn,

oAlyoapBpLkn,

Tumou OA pue pooBoAn anw OO apbpwoswy,

kataotpodikn apBpitda (mutilans), kal

ok N e

aéovikn/onovéulapBOptitida.

e Autad ot urtotuTtot/potifa pmopel va aAAafouv Kat
val ETILKOAUTITOVTOL KATA TN SLAPKELD TNG VOOOU.

22



[TepldpepLkn
ApBpkn

[TpooBoAn

Kehl AS, Corr M, Weisman MH. Arthritis Rheum 2016;68:312-22.
Gladman DD, Ziouzina O, Thavaneswaran A, Chandran V. J Rheumatol 2013;40:1357-9.
Brockbank JE, Stein M, Schentag CT, Gladman DD. Ann Rheum Dis 2005;64:188-90.

O undtunog novu mapopotalet tnv OA mpooPAAEL TIC Amw Kol cuyva Ti¢ pEco OO
apOPWOELG TWV XEPLWV /KOL TWV TTOSLWY, CUYKEKPLUEVO TWV TUNUATWV TIOU
Bplokovtal 1o Kovtd ota vuxla. Ot aAAayEg ota vuxLa eivat tdloitepo CUXVEC .

O oAwyoapBpikdg urtdtumog npooBalel < 4 apOpwOELG KoL TUTILKA €XEL LOUUETPN
KOTAVOULN].

O noAvapBpkdg untdtunog pooPalel = 5 apBpwoEeLg, cuxvaA €lval CUUUETPLKOG,
poldalel pe PA.

ApBpittda mutilans, €vag dlaitepa KATAOTPOPLKOG UTIOTUTIOG, OXETL(ETAL UE
TNAEOKOTUKA SAKTUAQ, OOTLKH KataoTtpodn Kal mapapopdwaon. O o coBapog kat
ALYOTEPO CUXVOC UTIOTUTIOC O€ < 5% Twv aloBevwv.

AcUppeTpn apBpitida: o mBavo va emnpedoel TG apBpwaoelg tou idlou daktuAou
TIAPA TNV OVTLOTOLXN ETEPOTIAELPN APBpwon.

AwaBpwon pall pe oxNUATIOUO VEOU 00TOU: TTApATNPELTAL O aKTvoypadleg.
Eudaviletal oto 610 dkpo kot oto idlo SakTuAo.

23




[TepldpeplkeC MUOOKEAETIKEC EKONAWOELC

* EvBeoitida: mapatnpeitat oto 30-50% twv acBevwv Kal o cuxva adopd TNV MEAUATLOLN TIEPLTOVIA KAL TOL ONUEL
kataduong tou axiAewou tévovta. Me tn BonBela Y/H Bpiokoupe o 70% twv WA . '

*  Mmnopel va TpoKaA€oel TOVO aAAoU, cupTEPLAABAVOUEVNG TNG ETIlyovaTiOag, Tng Aayoviag akpolodilag, Twy
ETILKOVOUAWV KOl TWV UTtEPOKAVOLWY

* AaktuAitda: xapaktnpiletol amno diaxuto oidnua oAokANpou tou SaKTUAOU TOU XEPLOU 1 TOU TTOSLOU, «AOUKOVIKOELDECY,
OVTLTPOOWTIEVEL EVOL OXETLKA OMOLOUOPHO OO NUA TWV HAAAKWY LOTWV UETOEY HETAKAPTIODAAAYYLIKWV KO
neocodaiayylkwv apBpwoeswv. MNapatnpeitat oto 40-50% twv acBevwv.

* H SdaktuAitida mapatnpeital cuxva oTov UTIOTUTIO TG MoAvapBpitidac kat epdaviletal povo ota modia ota 2/3 Twv
ooBevwv.

Zuoyxétion evOesitidac Kot SakTuAitidag pe coPapég EKONAWOELG MPOCEKTIKA EEETAON TWV KATW AKPWV Elvat Kpiotun
ylaL TV QVOLYVWPLOT OLUTWYV TWV XOPOLKTNPLOTIKWV.

Kehl AS, Corr M, Weisman MH. Arthritis Rheum 2016;68:312-22.
Gladman DD, Ziouzina O, Thavaneswaran A, Chandran V. J Rheumatol 2013;40:1357-9.
Brockbank JE, Stein M, Schentag CT, Gladman DD. Ann Rheum Dis 2005;64:188-90.
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AEOVIKEC

EKONAWOELG

Gottlieb AB, Merola JF. J Am Acad Dermatol 2020 Jul 31;€9622(20): S0190. 30959-2.
Mease PJ, Palmer JB, Liu M, et al. ] Rheumatol 2018 Oct;45(10):1389-96.
Jadon DR, Sengupta R, Nightingale A, et al. Ann Rheum Dis 2017 Apr;76(4):701-7.

4 )

H WA £xeL KOWVA YEVETIKA KOL KALVLKA XOPOKTNPLOTIKA UE AAANEC LopdEC ZTTA KoL
opadomoleltal e AUTEC.

\_ J

e N
Yuxva npooBaiAovrtal Tautoxpova Kol oL TEPLPEPLKEC apBPWOELC.

\_ J

e N
H agovikn mpooPoAn epdaviletal oto 25-70% twv aoBevwv pe WA, pe
OTTOKAELOTLK a€OVIK] OUUMETOXH O0TO <5% Twv acBevwv.

\_ J

s , , , N
To pntpwo twv HMA CORRONA PsA/SpA mou cuykplve aoBeveic pe PsA pe Kal
Xwpic afovikn cuppetoxn Sev Bprike onUavtikeg Stadopég dUAOU oToUg
aoBeveic pe afovikry CUHUMETOXNA

\_ J
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>
H agovikn WA eivat cuviBwc Atyotepo cofapr amod tnv AZ, aAAA EXEL CNUOVTLKO

QVTIKTUTIO oTNV TtolotnTa {wNn¢ Kol oXeTI(ETAL LE XELPOTEPN VOOO Ao aobeveic
Xwpic agovikn mpooBoAn

.

Y,
e N
Eva onpovtiko mocooto twv afWA eixav omovSulitida xwpic tepoAayovitida kot
Alyotepo ouxva £dpepav to HLA-B*27.

- J

>

H mAnpng ooteomoinon tng tepoAayoviag apBpwaonc Kot ta cuvdeouodputa
Atav 1o cuxva otnv A2 amo tnv a§WA. AKTLVOAOYLKA N ai€oVIK VOGOC ATAV TILO
ocofapn otnv Az anod tnv af WA
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JupmTWHATO: TTOVO Kot Suokappio otnv MAATN r} OTOV AUXEVAL.

Movo og omolodnmote onueio tng 22.

Mpooektikn AP N LoTopLkoU OXETIKA Le PAeYpovwdn paxtaAdyia (rtovog mou BeATIWVETAL LE TN
Spaotnplotnta aAAA eMIOEWVWVETOL LE AVATIOUON, VUXTEPLVOC TTOVOG, Tpwivh duokapupia

Z U IJ'T['[(D “ata Stdpketag >30 Aemtd, SidpkeLla TOVoU > 3 HAVEG)

LIJ A Qotooo, Ta KpttipLa yia dAsypovwdn oodualyia mou avantuxdnkav yia tnv afImA Sev €xouv
a KaAn anodoon otnv afWA.

Meyaldo mrooooto acFsvwv ue WA éxet acvunwuatikn aéovikn vooo.

Ot Leung et al. Bpnkav 45% twv acBevwv pe WA kot afoviki TPooBoAr NTav aouU UITTWUOTLKOL,
HE TNV mAOnon va avixveVETOL LOVO PEOW OKTLVOYPODLKAG EEETOIONC.

Ye aoBeveic pe aEWA,n KivnTkoOTNTA TNG AMIZ LELWVETAL ONUAVTIKA EVTOC 5 €TWV €AV dev
OVTLUETWTILOTOUV. EmumAéov, 1o 37% kot to 52% Ba avamntuéouv tepolayovitida >Gr 2 evtog 5
kal 10 etwv, avtiotowa. Eykalpn avayvwplon kat Oeparmeia aoBevwv pe aEWA elval kplotpun.

Gladman DD. Rheum Dis Clin N Am 2015;41: 569-79.

Rudwaleit M, Metter A, Listing J, et al. Arthritis Rheum 2006;54(2):569-78.
Yap KS, Ye JY, Li S, et al. Ann Rheum Dis 2018 Nov;77(11):1573-7.
LeungYY,TamLS,KunEW,LIEK. Clin Exp Rheumatol 2008 Sep-Oct;26(5):820-6.
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AKTWVOAOYLKEC EKONAWOELC
at WA

AudoteponAeupn acUUUETPN TIPOoBoAn LepoAayoviwy — e
apBpwoewv E. _

ACUUUETPWY CUVOECUODUTWV

MNapaocmovOuALKr) ooTEOTOINGN TNE 2 KAl CUXVI CUMHETOXN
NG AM2Z gival evdelktikd Tng aWA kat BonBouv otnv AA Tng
aWA amo tnv AZ.

s with axial involvement (PsA, Fig. 4) and ankylos-
nmon in PsA than in AS. Spinal disease in PsA is more frequently
of the anterior longitudinal ligament and do not appear in consecutive

Eva onUAvTIKO KALVIKO-OKTIVOAOYLKO {NTNUa To TEAEUTOL

, . , . , . **  «Oykwén» cuvdeouoduta
Xpovia eival n mbavr cuvumapén tng draxutng tblonaboug yieeon Hod

¢ Para-marginal

okeAeTkNG utepootewong (DISH) [xapaktnpiletal amno tnv & Etepdmhevpa

mapoucia = 3 00TEWVWY YeDUpwWV OTNV tpocBLlomAdyLa & Oyl oe 5LaB0oXIKOUC GTIOVEUAOUC
omovOUALKA oTAAN amévavtl ano Tty aopth. Mapdyovieg e s 5
kKwvdéuvou yla DISH: A, AY, maxuvoapkia, dppev pUAO Kal n SILS35 o

HeyoAUTtepn nAkia “omou oplopévol potpalovtal pe tn WA.
Juvurapén DISH kat afWA eival miBavn o€ opLopEVOUC
aoBeveic.

Lubrano E, Parsons W{, et al.J Rheumatol
Suppl 2015 Nov;93:40-2.
HaddadA,ThavaneswaranA et al
JRheumatol2013 Aug;40(8):1367-73.
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MRI in Early Stages of AS and Axial PsA

MRI is the method of choice
for the study of inflammatory
processes of the profound
musculoskeletal system, such
as the axial segment (spine
and sacroiliacs) and the
pelvic structures

Bone marrow edema
MRI is the only method that

allows the visualization of

bone marrow edema

MRI, magnetic resonance imaging.
Images courtesy of Dennis McGonagle, MD, PhD.
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HLA-B27 and Link to Severity of Osteitis in Enthesitis

HLA-B27+ Non-B27/mechanical

(vs HLA-B27 negative)
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C1 (Atlas) €8
C2 L

Marginal cuvésopodputa

ZUMUETPLKA ocuvdeopoduta

Mo ouxva ocuvtuén twv facets

HLA-B27 (+) 90%

Coccyx

Mo ouxva npocBoAn AM2Z
Mropel Kat n povadikn eviomnion
Mo ocuxva ouvtnén twv facets

Non-marginal cuvésopoduta, o oykwdn

AlyGtepn CUMUETPLOL

Zuvdeopoduta xwpic UTIOXPEWTIKA LEpOAayoviTLdO

HLA-B27 (+) 40%

—

FAoOuusrpn kot Alydtepo cofapn
LepoAayovitida

HLA B-27% (+) 10% v




Variables Psoriatic Arthritis Rheumatoid Gouty arthritis Osteoarthritis

Arthritis
Demographic Male = Female; Female Male predominant; Onset: Adult; Female
characteristics Onset: middle age; predominant; Metabolic syndrome, obesity predominant;
Presence of psoriasis Onset: 30—40s Onset: >50s
and/or nail psoriasis
Joint distribution at Asymmetric Symmetric Asymmetric Asymmetric
onset
No. of affected joints Oligoarticular Polyarticular Monoarticular or oligoarticular Monoarticular or
oligoarticular
. = Sites of hands and Distal Proximal Distal Distal
Differential
Manifestations on Productive® marginal =~ Nonproductive Overhanging edge Gull-wing
. . plain X-ray erosion; mouse ear sign; marginal erosion appearance
d I a g n O S | S Of pencil-in cup deformity
Areas involved All joints of a digit (ray Same joint across  Usually monoarticular Same joints across
distribution) digits digits

p S O r I a t | C Puc:.ils)‘»lci;:loration of e No ves No

overlying skin

a r‘t h r‘ I t I S Spinal involvement Common Uncommon Absent Noninflammatory
. (atlanto-axial
subluxation)
Sacroiliitis Common Absent Absent Absent

NA: not assessed.
4 “Productive” = Juxta-articular new bone formation.
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M. Kishimoto, G.A. Deshpande, K. Fukuoka et al. Best Practice & Research Clinical
Rheumatology xxx (xxxx) xxx
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Further Questioning in the Dermatologist Office

Do you have a family history of PsA or other types
of arthritis?

Do you experience morning stiffness lasting
longer than 30 minutes?

Have you ever had tender/swollen fingers or toes?

Have you had pain in your heel?

Do you have any back pain?

32
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Outcome Measure Description/Comp 153 Calculation

American College of Kheumatology (ACK S " TicesandsiCé6and atleast 3 of the remaining domains
TIC68
responses: ACR 20, ACR 50, ACR 70 S
Patient global assessment of arthritis (scale 0-100)
Physician global assessment of arthritis (scale 0-100)
Patient assessment of joint pain (scale 0-100)
HAQ-DI (scale 0-3)
CRP level (mg/L)

o . . . . Measure of PsA disease activity A patient who has achieved 5 of the 7 criteria is classified as achieving MDA
Minimal Disease Activity (MDA)

TIC68<1

Slce6 <1

PASI score < 1 (scale 0-72) or psoriasis-affected BSA < 3%
Patient assessment of joint pain VAS < 15 (scale 0-100)
Patient global disease activity VAS < 20 (scale 0-100)
HAQ-DI score < 0.5 (scale 0-3)

Tender entheseal points < 1 (SPARCC scale 0-16)

. . . M re of PsA di: ivi A patient who has achieved 7 of the 7 criteria is classified as achieving VLDA
Very LOW Dlsease ACthlty (VLDA) easure of PsA disease activity p s achieve eria is cla: as acl g
TIC68<1
SIC66<1
Psoriasis-affected BSA < 3%

e o o 0o o o o

Patient global assessment of joint pain VAS < 15 (scale 0-100)
Patient global assessment VAS < 20 (scale 0-100)
HAQ-DI < 0.5 (scale 0-3)

TIC28

sjc28

Patient global assessment
CRP

reactive protein (DAS28-CRP)

o o o o

Measure of arthritis disease activity (scores range from 0-76) CDAI = TJC28 + SJC28 +patient’s global VAS + physicians global VAS

Clinical Disease Activity Index (CDAI)

TIC28

sic28

Physician global assessment
Patient global assessment

. epe . . . Measure of arthritis disease activity (scores range from 0-86) SDAI = TJC28 + SJC28 +patient’s global VAS + physicians global VAS + CRP
Simplified Disease Activity Index (SDAI) Y ¢ peremtEe prsicane g

. TIC28
. sjc28
. Physician global assessment

. e e . . . eae Measure of PsA disease activity (scores range from 0-144 +CRP) DAPSA = TJC68 + SIC66 + CRP level (mg/dL) + patient assessment of joint pain VAS (scale 0-10) + patient global
Disease Activity in Psoriatic Arthritis (DAPSA)

assessment of disease VAS (range 0-10)
TIC68
SJC66
Patient global assessment
Patient global assessment of joint pain
CRP level

Measure of PsA disease activity (scores range from 0-10) PASDAS = (0.18 x Vphysician’s global VAS) + (0.159 x Vpatient’s global VAS) — (0.253 x VSF-36 — PCS) + (0.101 x
In(SJC66 + 1) + 0.048 x In(TIC68 + 1) + 0.23 x In(Leeds enthesitis count + 1) + 0.377 In(tender dactylitis count + 1)
Patient global assessment +0.102 x In(CRP mg/L + 1) +2) x 1.5
Physician global assessment
Peripheral joint counts
Dactylitis

Enthesitis 3 3

CRP

cc 26 bre

Psoriatic Arthritis Disease Activity Score
(PASDAS)

o o 0o o o o

Rheumatology 2020;00:1-11 doi:10.1093/rheumatology/keaa271
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H WA eival pa moAUTtAoKn aoB€vela pe moAAoUG SladopeTikoU g KALVIKOUC GpaLvoTUTOUG.

O eruumoAaopog tng WA eival auénpEvog o oXEON LLE TOV YEVLKO TTANBUGUO KoL N
urtoditayvwon tng WA eakolouBel va udiotartad.

H katdAANAn afloAdynon kat maparnounn aocBevwyv pe Pwplaon eival KaBopLoTIKAG
onuaoiag, mpokelpévou va AndOel n cwotr Beparneia otoug aoBeveic 600 to SuvaTtov
vwpltepa, wote va BeAtiwBolv Ta amoteAéopata Kot vo arnodpeuxbouv eMUTAOKEG.

‘Evac pepovwpevoc mapayovtag Sev apkel yia va kabBoplioel Toug aoBeveic o avénuévo
Kivbuvo gpdaviong WA kat n ouvOetn aAAnAenidpaon moAAwv mopayoviwv paivetal va

S U m m a ry nailel poho.

Yriapxetl avénpévn BvnoluotTnTa amo auEnUevn EVEPYOTNTA KAl KAPSLAYYELAKEG
ocuvvoonpotnteg otn WA.

ITOXEUOVTOC OTN TPOTIOTIOLNON TWV MAPOYOVIWVY KIvEUVOoU, OTIwC TN TToXUoapKia JE
anwAeLa BAPOUG KoL TOV EYKALPO EAEYXOC Kal Slaxeiplon Twv cuvodwV VOO UATWY UIopEL
va pewwoel tov kivéuvo avamntuéng WA kat va BEATIWOEL TN TPOYVWOTN AUTWV TWV
ooBevwv.
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