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Abstract

Objective
Psoriatic arthritis (PsA) has been deﬁned as a systemic, chronic, inﬂammatory arthritis, usually seronegative for
rheumatoid factor (RF), associated with cutaneous psoriasis. The exact prevalence of PsA is unknown and its estimation
has been difﬁcult, partly due to the lack of a widely accepted classiﬁcation criteria. Agreed and validated criteria will
facilitate comparison between centres and different countries in the areas of epidemiology, outcome studies and therapeutic
trials. A number of classiﬁcation criteria have been published by Moll & Wright (M&W), Bennett’s, Vasey and Espinoza
(V&E), Fournié’s, European Spondyloarthropathy Study Group (ESSG), McGonagle, Gladman and most recently, the
CASPAR Study Group. In this paper, we present an audit aiming to assess which of these criteria performs better in
clinical practice.
Methods
Sixty-nine (69) patients with evidence of PsA were seen in the clinic as regular outpatients and were assessed as to whether
they fulﬁl any of the 6 existing criteria for PsA: M&W, Bennett’s, V&E, Fournié’s, ESSG and CASPAR criteria. All items
included in the 6 sets of criteria were recorded for each patient based on interview, clinical examination and scrutiny of
clinical medical records. By comparing the criteria between themselves as well as the items used in each one of them we
tried to assess which one of the criteria was performing best.
Results
A total of 69 patients (M/F=24/45; mean age 46.4 years (±20.3), and delay in diagnosis of 3.4 years (±4.1) was assessed.
From those, 9 patients did not fulﬁl any criteria and excluded from the analysis. From the remaining 60 patients
[M/F=21/39; (age 48±15.3)], 21 patients (35%) fulﬁlled all 6 sets of criteria. The remaining 39 patients (M/F=41/59 %;
age 47±14.9) were further analysed with regards to the feature that did not enable concordance. From those 39 patients,
Bennett’s criteria were positive in only 4/39 (10.2%), M&W criteria were positive in 12/39 (30.7%), ESSG criteria in 17/39
(43.5%), V&E criteria were positive in 18/39 (46.1%), Fournié’s criteria were positive in 31/39 (79.4%) and CASPAR
criteria in 35/39 (89.7%). By including family history of psoriasis in the criteria, 11/39 patients (28.2%), who did not fulﬁl
M&W or V&E due to lack of family history of psoriasis as item, met the CASPAR criteria. In addition, some patients who
did not fulﬁl the M&W criteria, since RF positive (7/39; 17.9%), were able to satisfy the CASPAR criteria.
Conclusion
Family history of psoriasis is the main advantage of the new CASPAR Criteria over M&W and V&E. In addition, using the
CASPAR criteria, it is possible to make a diagnosis of PsA in a patient who develops inﬂammatory articular disease even
if with RF positive and polyarticular symmetrical arthritis. It is also important to have these classiﬁcation criteria for the
development of recommendations for the optimal treatment of patients with PsA. We believe that the CASPAR criteria,
which are simple and easy to use, have high potential to be introduced as the universal classiﬁcation criteria for PsA.
However, further study of the validation of these new criteria is required.
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Introduction
Psoriatic arthritis (PsA) has been deﬁned as a systemic, chronic, inﬂammatory arthritis, usually seronegative for
rheumatoid factor (RF), associated with
cutaneous psoriasis. This simple deﬁnition, however, obscures the difﬁculty in
deﬁning the condition for epidemiologic
purposes (1). PsA emerged as a clinical
entity separate from Rheumatoid Arthritis (RA) following the discovery of the
RF in 1948 and the observations of the
late Professor Verna Wright of Leeds
(UK) who proposed a “common thread”
between PsA and other Spondyloarthropathies (SpA) (2). Since the original
description by Moll and Wright and the
development of the homonymous criteria
(3), a number of other classiﬁcation criteria have been published. These include
criteria proposed by Bennett (4), Vasey and Espinoza (V&E) (5), Fournié’s
(6), European Spondyloarthropathy
Study Group (ESSG) (7), McGonagle
(8), Gladman (9) and the most recent
CASPAR Study Group (10).
The Group for Research and Assessment of Psoriasis and Psoriatic Arthritis (GRAPPA) emerged from an international collaborative initiative to
develop the ﬁrst classiﬁcation criteria
for PsA, the Classiﬁcation of Psoriatic
Arthritis (CASPAR) Study Group (11).
The CASPAR Study Group was established to derive new data-driven criteria for PsA. The CASPAR criteria for
the classiﬁcation of PsA have shown to
have both high sensitivity and high speciﬁcity (91.4% and 98.7% respectively)
in late PsA in the original study (10)
and high sensitivity in early PsA in one
study recently published by Chandran
et al. (12).
In this paper, we present an audit aiming to assess which of these criteria
performs better in clinical practice. We
therefore assessed patients seen in the
every day clinical practice at a DGH
(District General Hospital), to see if
they fulﬁl any of the six of the existing
criteria for PsA. Thus, we compared
the criteria against each other, as well
as the items used in each one of them.
Patients and methods
This study was conducted at King
George Hospital (Barking Havering
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and Redbridge NHS Trust) in North
East London and was performed between September and October 2007.
Sixty-nine patients with evidence of
PsA were seen in the clinic as regular
outpatients over six (6) weeks and were
assessed as to whether they fulﬁl any
of the 6 existing criteria (CR) for PsA:
Moll and Wright (M&W), Bennett’s,
V&E, Fournié’s, ESSG and CASPAR
criteria.
Table I shows the Operational Deﬁnitions of each Classiﬁcation Criteria used
for each patient at the time of the assessment. Clinical information obtained
from each set of criteria was ﬁlled in as
a pro forma during the clinic visit.
The patients were recruited by both clinicians involved in the study (LC and
ER) while the data acquisition was performed by LC, and the statistical analysis and sensitivity calculation were performed by ER.
Each patient was assessed as to whether he/she demonstrates any individual
item of the above symptoms and signs
as described in the criteria. All items
included in the M&W, Bennett’s, V&E,
Fournié’s, ESSG and CASPAR criteria
were recorded for each patient based
on interview, clinical examination and
scrutiny of clinical medical records.
Clinical examination included systematic evaluation of entheses, skin of elbows, knees, ears, umbilical area and
scalp, nails of hands and toes as well
as actively inﬂamed joints with tenderness and/or swelling (based on 68 joints
tested for tenderness and 66 for swelling) (13). Routine blood tests were
performed for full blood count (FBC);
erythrocyte sedimentation rate (ESR);
C-reactive protein (CRP); urea, creatinine and electrolytes (U+Es) and liver
function tests (LFTs). Patients were
tested for rheumatoid factor (RF), and
those with evidence of spondylitis had
HLA B27 tested.
Radiographs were reviewed for each
patient looking for radiographic evidence of juxta-articular new bone formation, presence of erosions, pencilin-cup change, whittling of terminal
phalanges, ﬂuffy periostiitis and bony
ankylosis, presence of sacroiilitis, tuft
resorption and osteolysis. All patients
had had hands, feet, cervical spine,
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Table I. Operational deﬁnitions of each classiﬁcation criteria.
Moll & Wright
Current psoriasis, history of psoriasis or nail disease
NOT Rheumatoid Factor positive
Plus one of 5 distinct clinical subset:
Oligoarticular (< 5 tender and swollen joints) asymmetric arthritis
Polyarticular arthritis (RA-like)
DIP predominant
Spondylitis predominant
Arthritis Mutilans
M&W criteria are positive if present 1 + 2 + one of 3
Bennett
Mandatory:
Clinically apparent psoriasis (skin or nails)
Pain and soft tissue swelling and/or ↓ of motion in at least one joint observed by a physician for 6/52 or longer
Supportive:
Pain and soft tissue swelling and/or ↓ of motion in 1 or more other joints observed by a physician
Presence of an inﬂammatory arthritis in a DIPJ (speciﬁc exclusion: Bouchard’s or Heberden’s nodes)
Presence of “sausage” ﬁngers or toes
An asymmetrical distribution of arthritis in the hands and feet
Absence of subcutaneous nodules
RF test negative
An inﬂammatory synovial ﬂuid with a normal or inceased C3 or C4 level and absence of infection (including acid fast bacilli) and crystals
A synovial biopsy showing hypertrophy of the synovial lining with a predominantly mononuclear cell inﬁltration and an absence of granuloma or tumour
Peripheral radiographs showing erosive arthritis of small joints with a relative lack of OP (speciﬁc exclusion: erosive OA)
Axial radiographs showing any of the following: sacroiliitis, syndesmophytes, paravertebral ossiﬁcation
Deﬁnite PsA: mandatory plus 6 supportive
Probable PsA: mandatory plus 4 supportive
Possible PsA: mandatory plus 2 supportive
Vasey & Espinoza
Current psoriasis, history of psoriasis or nail disease
Peripheral Pattern:
ﬁnger DIP involvement,
dactylitis
asymmetry or symmetry (but without RF or subcutaneous nodules)
radiographic osteolysis, tuft erosion, Pencil in cup deformity, whittling of terminal phalanges, ﬂuffy periostitis and bony ankylosis
Central Pattern:
Spinal pain and stiffness,
Grade 2 symmetric sacroiilitis (according to the New York criteria)
Grade 3 or 4 unilateral sacroiliitis
Only two criteria are required: psoriasis (1) and one manifestation of either peripheral (2) or central pattern (3)
Fournié
Personal psoriasis antedating or concomitant with joint symptoms onset (score 6)
Familial history of psoriasis (if criterion 1 –ve) or psoriasis postdating joint symptoms onset (score 3)
Arthritis of DIP (score 3)
Inﬂammatory involvement of the cervical and thoracic spine (score 3)
Asymmetric monoarthritis or oligoarthritis (score 1)
Buttocks pain, heel pain, spontaneous anterior chest-wall pain or diffuse inﬂammatory pain in the enthuses (score 2)
Presence of HLA B16 (B38, B39) or B17 (score 6)
RF negative (score 4)
Radiological changes – DIP erosion, joint osteolysis, ankylosis, juxta-articular new bone formation or tuft erosion (score 5 any one criterion present)
The threshold of positivity is 11 points
CASPAR
Inﬂammatory articular disease (joint, spine or enthesal), with three or more points from the following:
Evidence of Psoriasis (one of a, b or c):
Current Psoriasis (score 2)
Personal history of psoriasis (score 1)
Family history of psoriasis (score1)
Psoriatic nail dystrophy (score 1)
RF negative (score 1)
Dactylitis (one of a or b):
Current dactylitis (score 1)
History of dactylitis (score 1)
Radiological evidence of juxta-articular new bone formation (score 1)
ESSG
Inﬂammatory spinal pain Or Synovitis (either asymmetrical or
One of more of the following:
positive FH of psoriasis
psoriasis

predominantly lower limb)

ESSG criteria is satisﬁed if one of two features criteria in 1 is present together with one or more in 2.
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Table II. Demographic and disease characteristics of study patients.
Characteristics

PsA
(n=69)

Male sex (%)
34.8
Age (years)
46.4 ± 20.3
Caucasian ethnicity (%)
61
African ethnicity (%)
2
Asian ethnicity (%)
37
Disease duration (years)
4.5 ± 4.6
Delay in diagnosis (years)
3.4 ± 4.1
Polyarticular arthritis (RA-like), (%) 47.8
Oligoarthritis (%)
26
DIP predominant (%)
7.4
0
Mutilans arthritis (%)
Spondylitis predominant (%)
18.8
Current psoriasis (%)
53.3
History of psoriasis (%)
4.2
Family history of psoriasis (%)
42.3
Negative test for RF (%)
82.6
Current dactylitis (%)
11.6
History of dactylitis (%)
30.4
Psoriatic nail dystrophy (%)
37.6
Juxtaarticular new bone formation (%) 29
Buttock pain (%)
61.5
Heel pain (%)
55.4
Anterior chest-wall pain (%)
27.7
Enthesitis (%)
72.3
Cervical spine pain (%)
58.5
Thoracic spine pain (%)
25
64.6
Lumbar spine pain (%)

lumbar spine, pelvis and hips x-ray.
Unfortunately, some of the x-rays were
not available at the time of the data
collection (34.8%). This is mainly due
to the fact that these patients had their
recent x-ray done somewhere else outside our Trust and their ﬁlms were not
available for this study.
All the data obtained were recorded
onto standardised forms. Information
recorded included demographics (gender, age, ethnicity), onset of arthritis,
dactylitis, spontaneous anterior chestwall pain, diffuse entheses pain, inﬂammatory heel pain, buttocks pain, swollen
and tender joints examination ﬁndings,
family history of psoriasis, inﬂammatory spinal pain or stiffness (cervical, thoracic and lumbar), HLA typing (if available), rheumatoid nodule and psoriasis
(whether evident currently, previously
observed or family history). In addition,
nails of hands and toes were examined
for rigidity, pitting and onycholysis. If
there was any doubt about skin or nail
disease, the patient was reviewed in a
combined Rheumatology/Dermatology
Clinic run by rheumatology and dermatology consultants.

Axial disease was deﬁned as involving
the spine while oligoarthritis was deﬁned as involving less than 4 tender
and/or swollen joints.
The audit has been registered with the
Audit Department of Barking Havering
and Redbridge NHS Trust.

Table III. Number of patients satisfying
individual items on the CASPAR criteria.

Results
The study checked demographic and
disease characteristics as well as the
number of the items of the criteria that
the patients’ signs. The percentage of
each criterion detected in the total
group of the patients included in this
study is given in Table II.
From the total of 69 patients there
were 24 males and 45 females (M/
F=34.8%/65.2%), of whom 61% of Caucasian, 37% of Asian and 2% of African
origin. The mean age of the group was
46.4 years [standard deviation (SD) ±
20.3]. There was a mean of 4.5 years of
disease duration (SD ± 4.6) and a mean of
3.4 years delay in diagnosis (SD ± 4.1).
All 69 patients had evidence of inﬂammatory articular disease, with most
having evidence of peripheral pattern
(81.2%) rather than only axial pattern
(18.8%), as it expected. Among the
peripheral pattern, polyarticular arthritis (RA-like) and oligoarticular asymmetric arthritis were the most common
clinical subsets seen (47.8% and 26%
respectively). Distal interphalangeal
(DIP) predominant was observed in
7.4% of patients. No patient with arthritis mutilans was recorded. Regarding the psoriasis criteria, most had evidence of current psoriasis (53.5%) or
a positive family history of psoriasis
(42.3%). A personal history of psoriasis
was present in 4.2% of patients. Psoriatic nail dystrophy was observed in
37.6% of patient and in 10.1% of them it
was the only feature of psoriasis. About
eighty-two percent (82.6%) were negative for RF. Evidence of dactylitis was
present in 42% of patients, of whom
current dactylitis and history of dactylitis were recorded in 11.6% and 30.4%
of patients, respectively. Juxta-articular
new bone formation was seen in 29%
of patients, but unfortunately 34.8% of
x-rays were unavailable.
In the entire cohort of 69 patients, 9 did
not fulﬁl any of the criteria and were
307

Evidence of psoriasis

35/35 (100%)

Psoriatic nails dystrophy

10/35 (28.5%)

Negative test for RF

27/35 (77.1%)

Evidence of dactylitis

12/35 (34.2%)

Juxtaarticular new bone
formation

12/35 (34.2%)

Current psoriasis
History of psoriasis
Family history of psoriasis

Current dactylitis
History of dactylitis

18/35 (51.4%)
4/35 (11.4%)
13/35 (37.2%)

1/35 (2.9%)
1/35 (31.3%)

excluded from the analysis. From the
remaining 60 patients [M/F=21/39;
(age 48±15.3)], when individual features applied to the criteria to assess
performance, 21 patients (35%) fulﬁlled all 6 sets of criteria.
The remaining 39 patients (M/F=
41/59%; age 47±14.9) were further
analysed with regards to the feature that
did not enable concordance.
From those 39 patients, Bennett’s criteria were positive in only 4/39 (10.2%),
M&W criteria were positive in 12/39
(30.7%), ESSG criteria in 17/39
(43.5%), V&E criteria were positive in
18/39 (46.1%), Fournié’s criteria were
positive in 31/39 (79.4%) and CASPAR
criteria in 35/39 (89.7%).
Items fulﬁlled in 35 out of 39 patients
to meet CASPAR Criteria are shown in
Table III.
In these 35 patients, the most common
minimal combinations of criteria used
to meet CASPAR criteria were determined (Table IV). Those who did not
meet the criteria had either family history or personal history of psoriasis and
negative RF only.
By including family history of psoriasis
in the criteria, 11/39 patients (28.2%),
who did not fulﬁl M&W or V&E due
to lack of family history of psoriasis as
item, met CASPAR criteria.
In addition, some patients who did not
fulﬁl the M&W criteria, since RF positive (7/39; 17.9%), were able to satisfy
the CASPAR criteria.
The items used in each of the 6 groups
of the examined criteria were analysed
individually in order to assess which of
those items was closer to pick up the
right patients.
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Table IV. Most common minimal combination of criteria used to meet CASPAR.
Criteria combination
Current psoriasis + negative RF
Fx of psoriasis + negative RF + Hx of dactylitis
Current psoriasis + new bone formation
Fx of psoriasis + negative RF + new bone formation
Hx of psoriasis + current dactylitis + new bone formation
Hx of psoriasis + negative RF + Hx dactylitis
Fx of psoriasis + nails dystrophy + negative RF
Current psoriasis + nail dystrophy
Current psoriasis + hx of dactylitis
Hx of psoriasis + negative RF + new bone formation
Hx of psoriasis + hx of dactylitis + new bone formation
Fx of psoriasis + nails dystrophy + new bone formation

Discussion
In this paper, we present our results
from an audit on the new CASPAR
criteria compared to ﬁve of the “old”
ones namely Moll and Wright, Bennett’s, Vasey and Espinoza, Fournié’s
and ESSG.
The prevalence of psoriasis among patients with arthritis in the general population is 2-3%, but among patients with
arthritis it is 7%. Inﬂammatory arthritis
occurs in 2-3% of the general population, but among patients with psoriasis
the prevalence of inﬂammatory arthritis varies from 6% to 42% (14). The exact prevalence of PsA is unknown and
its estimation has been difﬁcult, partly
due to the lack of a widely accepted
classiﬁcation or diagnostic criteria, and
partly due to the fact that even experts
may fail to make the correct diagnosis
(15-17). Validated classiﬁcation criteria have been developed for a number
of rheumatic diseases. Such criteria are
important for several reasons. They
enable the classiﬁcation of homogeneous groups to facilitate comparison
between centres and different countries
in the areas of epidemiology, outcome
studies and therapeutic trials. Agreed
and validated criteria are critical to
meaningful research into immunogenetics and other basic sciences (15).
For RA, the disease deﬁnition listed
seven criteria, patients needing to fulﬁl
four of these to be included. Sensitivity
was 91% and speciﬁcity 89% (18). Unfortunately, validated criteria such as
those developed for RA do not yet exist for PsA. The problem is not with the
classic presentation of PsA – i.e. with

PsA (n=35)

%

12/35
5/35
4/35
3/35
2/35
2/35
2/35
1/35
1/35
1/35
1/35
1/35

34.2
14.2
11.4
8.6
5.7
5.7
5.7
2.9
2.9
2.9
2.9
2.9

oligoarthritis, DIP involvement, calcaneal enthesitis and dactylitis – but with
the group of patients who have seropositive polyarthritis and psoriasis (15).
The development of new therapies,
especially biological therapies, has
highlighted this deﬁciency and made
the need for such criteria and for standardised outcome and response criteria
more urgent (19).
Our cohort includes patients seen in
the everyday practice at a DGH and all
data regarding the individual criteria
were collected in the presence of the
patient. This should reduce bias related
to missing data or information.
One characteristic, which, however,
may be considered as bias, is the higher
proportion of females in the study. This
is a consistent ﬁnding in our patients
and we have noticed that we have 10%
more female referrals than men compared to the referrals to the male consultant practising in the same DGH.
We believe that the female preponderance is cultural-related, since we serve
a diverse cultural population in which
gender of the consultant to whom the
patients are referred is considered important.
In our cohort we also have a signiﬁcant proportion of patients with spinal
involvement. We believe that is due to
the fact that our hospital is considered
locally as a referral centre for inﬂammatory back pain in the referral pattern
from local general practitioners and
triage physiotherapy centres or local
CAT services. This may explain the
disproportionate spinal/axial involvement compared to peripheral disease.
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The diagnosis of PsA was based upon
opinions by rheumatologists with longstanding expertise in PsA, even if rheumatologists in practice appear to exhibit substantial variation in how they
diagnose PsA (17).
We did not use other classiﬁcation criteria such as that proposed by McGonagle et al. (8) or the one proposed by
Gladman et al. (9). This is due to the
fact that it was shown that the sensitivity of the V&E method was similar to
that of the method of McGonagle et al.
as well as the sensitivity of M&W was
similar to that of the method of Gladman et al. (10). Thus, we decided to
not use these criteria as the results were
considered to be comparable.
There was no patient with arthritis mutilans in our cohort. The explanation for
this may be that the study run only for
two months and arthritis mutilans is an
uncommon ‘variant’ of psoriatic arthritis.
Analysing the criteria, Bennett’s were
positive by only 10.2%. In our opinion,
the difﬁculty in this set in order to be
able to pick up more cases was lying
to pathology requirements. However,
when Bennett’s criteria were positive
the rest 4 sets were more likely to be
positive.
The Moll & Wright criteria were positive in 30.7% and this is explained with
the “lack” of family history of psoriasis
as criterion as well as the presence of
negative RF as “mandatory” criterion.
In our study, Vasey and Espinoza criteria performed similarly to Moll and
Wright and to ESSG as well. Vasey &
Espinoza criteria picked nearly half (18
out of 39) of the cases which suggests
that they performed better than M&W
because, although V&E have similar
features to M&W, it is also able to pick
cases with positive RF (apart if symmetry was present). ESSG criteria, in
which all psoriatic features (current
psoriasis, history of psoriasis and family history of psoriasis as well as nail
disease) are included, had the weakness
in picking up patients with psoriasis
and polyarticular symmetrical arthritis
pattern. Therefore, even patients with
RF positive were able to fulﬁl ESSG as
RF is not a criterion of exclusion.
By including family history of psoriasis in the criteria, 18 out of 28 patients
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representing 64.2%, who did not fulﬁl Moll and Wright or Vasey and Espinoza due to lack of family history
of psoriasis met the CASPAR criteria.
This suggests that the CASPAR criteria, which were positive in 89.7%, are
better at “catching” such cases by inclusion of family history of psoriasis in
their criteria.
Fournie’s criteria were positive in 31/39
cases representing 79.4%. This high
percentage is mostly due to inclusion of
axial signs of the disease.
Most patients in our study satisﬁed
the CASPAR criteria only in terms of
evidence of current psoriasis and negative RF criteria and a similar result was
seen by Chandran et al. (12).
As noted above, the strength of the
present study is that all data regarding
the individual criteria were collected
with the presence of the patient. This
should reduce the bias related to missing data or information.
However, we have to recognise that we
omitted the synovial biopsy as listed in
Bennett’s criteria due to the difﬁculty
in performing this procedure in our
hospital. Hence, we could call the Bennett’s criteria as “modiﬁed” criteria. In
addition, at the time of this audit, we
checked mainly HLA B27 in our patients rather than other genetic sets due
to the fact that in our hospital we have
a special interest in inﬂammatory back
pain. Hence, those with spinal involvement were more likely to be tested for
the HLA-B27 genetic marker. This is
the reason for the omission of the genetic sets listed in Fournie’ criteria.
In our opinion, there are still some
limitations related to these criteria
that should be discussed. In addition
to the absence of spinal feature from
the CASPAR criteria and the lack of a
precise description of the study’s initial
qualiﬁcation criterion (inﬂammatory
arthritis including spinal, peripheral
and entheseal disease) which have already been recognised as a weakness
(20), there are, in our opinion, a few
more limitations which might be considered for further investigations and
assessment.
Dactylitis, which has a prognostic signiﬁcance as it is associated to more aggressive disease in affected digits (21),

is included in the CASPAR criteria in
terms of both current and history of dactylitis but it does not specify how it is
assessed and despite a variety of measure for dactylitis have been published,
none has been universally accepted
(22-26). Recently a more objective
measure (Leeds dactylitis index, LDI)
has been developed (27). LDI measures
the ratio of the circumference of the
affected digit to the circumference of
the digit on the opposite hand or foot:
a minimum difference of 10% is used
to deﬁne dactylitic digit (if ipsilateral
and controlateral digits are thought to
be involved, a table of normative values is used to provide the comparison).
However, in the CASPAR criteria, the
method used to measure dactylitis has
not been speciﬁed. In addition, history
of dactylitis recorded by a rheumatologist is also included by CASPAR. Obviously, it seems hard to believe that
a same method of measurement for
dactylitis might have been used in both
current and history of dactylitis. In our
case, we used to deﬁne positive current
dactylitis if present today as judged by
ourself and positive history of dactylitis if it was present in the clinical medical records, accordingly recorded by a
Rheumatologist.
In the CASPAR criteria, a personal history of psoriasis is deﬁned as a history
of psoriasis that may be obtained from
family physician, dermatologist, rheumatologist as well as “patient” him/
herself or “other qualiﬁed health care
provider”.
We note that in the UK there is a family
doctor who can diagnose skin psoriasis,
but in other countries there is not. For
example, psoriasis, unless very pronounced, can be perceived as eczema or
even dandruff. As such, not all healthcare systems will identify psoriasis.
In view of this, we recorded in our data
a positive personal history of psoriasis,
as the CASPAR criteria suggest, but we
had some doubts when it was reported
as past skin psoriasis diagnosed by the
patient or by another qualiﬁed healthcare provider. We also consider the
“other qualiﬁed health care provider”
too generic and should be clariﬁed.
In conclusion, family history of psoriasis is the main advantage of the
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new CASPAR Criteria over Moll &
Wright and Vasey & Espinoza. In addition, using the CASPAR criteria, it
is possible to make a diagnosis of PsA
in a patient who develops inﬂammatory articular disease even if with RF
positive and polyarticular symmetrical
arthritis. Finally, our study conﬁrmed
that CASPAR proved to be the most
sensitive.
The importance of having these classiﬁcation criteria is also for the development of recommendations for the
optimal treatment of patients with PsA.
As such, some authors proposed guidelines that will form the basis for identifying what constitutes quality medical
care for patients with PsA (28).
We believe that the CASPAR criteria,
which are simple and easy to use, have
high potential to be introduced as the
universal classiﬁcation criteria for PsA.
However, further study of the validation of these new criteria is required.
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