




damage.37 Progression was defined by the change in clinical
damage state (state 1 reflects no damaged joints; state 2, one
to four damaged joints; state 3, five to nine damaged joints;
stage 4, greater than 10 such joints). Predictors for progres-
sion included five or more swollen joints and a high
medication level at presentation to the clinic, particularly
use of steroids. A low sedimentation rate at presentation to
clinic was noted to be ‘‘protective’’.37 In another study from a
different centre, polyarticular onset predicted not only the
development of clinical deformities but also erosive disease.38

HLA antigens have also been found to be predictive of
progression of clinical damage. HLA-B22 was protective;
HLA-B27 in the presence of HLA-DR7, HLA-B39, and HLA-
DQw3 in the absence of HLA-DR7, were predictive of
subsequent damage.39 The authors found at follow up that
for each actively inflamed joint (tender and/or swollen), there
was a 4% risk of increased damage at the next visit, which
was six months later.40 Thus, if a patient had 20 actively
inflamed joints (which is what was found in the clinical
trials), there was an 80% chance of progression of damage
from the beginning to the end of the trial. Females tend to
progress more than males, and current damage is predictive
of future damage.
The severity of PsA is reflected not only in the accrual of

joint damage but also in increased mortality. Patients with
PsA are at an increased risk for death with a standardised
mortality ratio of 1.62.41 The causes of death are similar to
those noted in the general population, with cardiovascular
causes being the commonest. The risk for premature death is
related to previously active and severe disease, the level of
medication, the presence of erosive disease, and a high
sedimentation rate at presentation to clinic.42 This study was
based on a cohort of patients with PsA followed prospectively
over close to 20 years. A review of PsA patients identified
through an administrative database described the disease as
mild, and there were no deaths.43

One study showed patients with PsA had similar radio-
logical damage as patients with RA, suggesting that the
disease may be just as destructive radiologically.44 Another
study suggested that the radiological changes are not quite as
severe.45 It has been reported that there is a group of patients
who may achieve remission, defined as no actively inflamed
joints for a period of 12 months.46 These tend to be men with
a lower number of actively inflamed joints at presentation.
However, after an average of 2.6 years, 52% of these patients
had flares, and only 6% sustained a complete prolonged
remission on no medications and without evidence of clinical
or radiological damage.46

HEALTH STATUS IN PsA
Patients with PsA have reduced quality of life and functional
capacity compared with psoriasis patients or healthy con-
trols.47 48 The use of the original HAQ appears to be sufficient,
as it has been found that the addition of features related to
spinal or skin did not alter the level of disability noted by
patients with PsA.3 47 49 51 The impact of the disease in
patients with PsA appears to be similar to that of patients
with RA. Sokoll et al45 demonstrated that the HAQ was similar
in these two groups of patients. Husted et al demonstrated
that patients with PsA have less vitality than those with RA.50

Thus, the severity of the disease has an impact on the
functional status and quality of life of patients with PsA. The
Medical Outcome Survey Short Form 36 (SF-36) has also
been validated in PsA and has shown significant differences
between patients with PsA and the general population.52 The
SF-36 was found to be somewhat better than the HAQ in
reflecting changes in disease features over time.14 Both the
HAQ and the SF-36 have been used in clinical trials and have
shown improvement in patients treated with drugs.

Recently a specific quality of life instrument for PsA was
developed.53 Whether this instrument functions better than
the HAQ or SF-36, in terms of identifying issues specific to
PsA and sensitivity to change, remains to be determined.

SUMMARY
PsA may be more common than previously described. In
addition, the burden of disease is demonstrated both in terms
of progression of clinical and radiological damage, and in
terms of quality of life and functional status of these patients.
Moreover, patients with PsA are at an increased risk of death,
which is related to the severity of their disease.
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