Editorial

Fibromyalgia and Enthesitis in Psoriatic
Arthritis. Time to “Characterize” and
“Refine” Clinical Definitions

Psoriatic arthritis (PsA) is a complex disease characterized
by the presence of polyarthritis, spinal disease, dactylitis,
enthesitis, and cutaneous involvement!. Due to considerable
research efforts in PSA in recent years, criteria for classifi-
cation of PsA2 (the CASPAR criteria) have been developed,
as well as definitions of clinical features and how to assess
them3. In terms of evaluating disease activity, efforts are
being made to determine whether composite measures of
disease activity and response to therapy can be developed to
cover all the domains that characterize PsA*.

At present a patient can be classified as having PsA by
meeting the CASPAR criteria; nevertheless, in applying the
criteria, it is mandatory that the patient must have an inflam-
matory articular disease (joint, spine, or entheseal). The lack
of definition of these entry criteria, crucial for applying the
CASPAR criteria, may explain some of the difficulties in
clinical research in PsA; for instance, validation of the CAS-
PAR criteria for diagnostic purposes encounters difficulty
when criteria are used in a general setting?.

Two recent studies®© testing the sensitivity of the CAS-
PAR criteria in early PsA found different results (99.1% vs
77.3%); apart from the methodological differences in the 2
studies, it is important to emphasize that the clinical diagno-
sis of PsA relied on clinical expertise as the “gold standard.”
Moreover, as many as 43% of patients, in the study with the
lowest sensitivity, had a clinical pattern of tenosynovitis,
enthesitis, or dactylitis. When tested against noninflamma-
tory diseases’ (osteoarthritis and fibromyalgia, FM), in
established PsA the sensitivity was 96.1% and the specifici-
ty 87.5%.

Recent evidence shows a great divergence between clin-
ical and image findings (total body scintigraphy and ultra-
sound, US) in early PsAS8, such that subclinical disease was
demonstrated and the pattern of arthritis was reclassified.
Again in the same study, clinical diagnosis was the gold
standard and as many as three-quarters of patients had oligo-
enthesoarthritis.

The presence of “occult” or “painless” disease’

is anoth-

er important issue when considering a clinical diagnosis of
PsA. Several studies have demonstrated, especially in
spinal disease!?, the presence of disease without symptoms.
Studies using new imaging techniques such as magnetic
resonance imaging (MRI) and high-resolution US found
subclinical signs of arthritis'! or lower limb entheseal
abnormalities'? in patients with psoriasis. A high preva-
lence (~70%) of entheseal abnormalities was also found in
patients with PsA using power Doppler US (PDUS)!3-14,

The lack of a definition of inflammatory articular disease
and the recent findings with the newer imaging techniques
create problems with the diagnosis of PsA, especially when
the spine and enthesis are involved!>.

Enthesitis is considered a major feature of PsA and can
sometimes be the sole manifestation of early PsA%16, yet
the clinical diagnosis of enthesitis may be difficult.
Enthesitis is widely acknowledged as a domain that must be
included in the assessment of disease activity in PsA3#;
however, clinical exploration, based on the presence or
absence of pain by applying enough pressure to blanch the
tip of the finger, is equivocal. FM is a condition!” charac-
terized by the presence of widespread pain associated with
at least 11 of 18 tender points sites on digital palpation; its
prevalence in the general population varies between 2% and
4%, and in some cases is associated with rheumatic dis-
eases. The presence of FM in a rheumatic disease can con-
fuse accurate evaluation of disease!S.

Given that enthesitis and FM are characterized by the
presence of tender points, it is relevant to be able to distin-
guish both conditions in a patient with cutaneous psoriasis;
using current CASPAR criteria (without a definition of
enthesitis) there is a probability of misclassifying some of
these patients.

In this issue of The Journal Marchesoni and colleagues'®
report the clinical features that can help a physician on clin-
ical grounds to differentiate PsA from FM. A patient has the
highest probability of having FM if = 6 somatic manifesta-
tions (according to the new diagnostic criteria for FM) and

See Clinical features of PsA versus FM, page 849
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> 8 tender points are present; thus, if a patient has both cri-
teria, a diagnosis of primary or secondary FM can be made.

Their study, however, raises many questions: the
Maastricht Ankylosing Spondylitis Enthesitis Index
(MASES), used for measuring enthesitis, showed overlap
between the 2 diseases. On the other hand, recent work with
PDUS has shown a high prevalence of entheseal abnormal-
ities (~70%) in patients with PsA and a poor correlation
between PDUS and MASES!#15. These data emphasize the
difficulties in assessing and understanding the clinical rele-
vance of “at least” some entheseal involvement in PsA.

Studies with US and PDUS have demonstrated a high
prevalence of entheseal abnormalities in patients with psori-
asis without PsA!220; these findings raise the question of
their specificity and clinical meaning. If the lesions found
were considered to be specific, many of these patients could
be classified as entheseal PsA and would therefore meet the
CASPAR criteria.

There is thus a need to clarify several questions concern-
ing entheseal involvement in PsA: (1) to find an accepted
and agreed-on method of clinical exploration; (2) to devel-
op a reliable definition of enthesopathy using PDUS, in
other words, based on active lesions; (3) to establish corre-
lations between clinical and PDUS findings; (4) to deter-
mine the clinical relevance of PDUS findings, not only in
psoriasis patients without arthritis, but also in patients with
PsA; and (5) to explore the utility of MRI in assessing the
entheseal involvement in PsA.

When all these issues have been resolved, a clear defini-
tion of entheseal involvement may emerge, and clinicians
will be more confident about making decisions, whether for
the purpose of diagnosis or for indicating clinical treatments
based on objective findings.

JOSE LUIS FERNANDEZ-SUEIRO, wp,
Rheumatology Division,

Complejo Hospitalario Universitario,

La Coruna, Spain

Supported by a grant from the Fondo de Investigaciones Sanitarias, FIS
08/0789, Ministry of Health, Spain. Address correspondence to Dr.
Fernandez-Sueiro, Rheumatology Division, Complejo Hospitalario
Universitario, C/. Xubias, 84, 15006, La Coruna, Galicia, Spain.
E-mail: L.sueiro@canalejo.org

REFERENCES
1. Gladman D, Antoni C, Mease P, Clegg D, Nash P. Psoriatic arthritis:
Epidemiology, clinical features, course and outcome. Ann Rheum
Dis 2005;64 Suppl 2:ii14-17.

. Taylor W, Gladman D, Helliwell P, Marchesoni A, Mease P, Mielants
H and the CASPAR study group. Classification criteria for psoriatic
arthritis: Development of new criteria from a large international
study. Arthritis Rheum 2006;54:2665-73.

. Mease P. Measures of psoriatic arthritis. Arthritis Care Res 2011;63
Suppl 11:S64-S85.

10.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Mumtaz A, Gallagher P, Kirby B, Waxman R, Coates L, Veale D, et
al. Development of a preliminary composite disease activity index in
psoriatic arthritis. Ann Rheum Dis 2011;70:272-7.

Chandran V, Schentag C, Gladman D. Sensitivity of the
classification of psoriatic arthritis criteria in early psoriatic arthritis.
Arthritis Rheum 2007;57:1560-3.

D’Angelo S, Mennillo G, Cutro M, Leccese P, Nigro A, Padula A.
Sensitivity of the classification of psoriatic arthritis criteria in early
psoriatic arthritis. J Rheumatol 2009;36:368-70.

Fernandez-Sueiro JL, Gonzalez Diaz de Rabago E, Fernandez Lopez
JC, Oreiro Villar N, Pinto Tasende, Lema Gontad JM, et al.
Validation of CASPAR criteria in a Spanish population: Comparison
with potential confounding inflammatory diseases [abstract] . Ann
Rheum Dis 2010;69 Suppl 3:699.

Scarpa R, Cuocolo A, Peluso R, Atteno M, Gisonni P, Iervolino S, et
al. Early psoriatic arthritis: The clinical spectrum. J Rheumatol
2008;35:137-41.

Palazzi C, Lubrano E, D’Angelo S, Olivieri I. Beyond early
diagnosis: Occult psoriatic arthritis. J Rheumatol 2010;37:1556-8.
Queiro R, Belzunegui J, Gonzalez C, De Dios J, Sarasqueta C, Torre
J, et al. Clinically asymptomatic axial disease in psoriatic
spondyloarthropathy. A retrospective study. Clin Rheumatol
2002;21:10-3.

. Offidani A, Cellini A, Valeri G, Giovagnoni A. Subclinical joint

involvement in psoriasis: Magnetic resonance imaging and x-rays
findings. Acta Dermatol Venereol 1998;58:2248-56.

Gisondi P, Tinazzi I, El-Dalati G, Gallo M, Biasi D, Barbar L. Lower
limb enthesopathy in patients with psoriasis without clinical sings of
arthropathy: A hospital-based case control study. Ann Rheum Dis
2008;67:26-30.

Fernandez Sueiro JL, Pinto Tasende JA, Gonzalez Diaz de Rabago
E, Pértega S, Fernandez Lopez JC, et al. Prevalence of enthesitis and
concordance of enthesitis exploration with ultrasound versus clinical
exploration in psoriatic arthritis [abstract]. Ann Rheum Dis
2010;69:580.

Tagnocco A, Spadaro A, Marchesoni A, Cauli A, De Lucia O, Gabba
A, et al. Power Doppler ultrasonographic evaluation of enthesitis in
psoriatic arthritis. A multi-center study. Joint Bone Spine 2011 Nov
25. [Epub ahead of print]

Fernandez-Sueiro JL. The challenge and the need of defining axial
psoriatic arthritis. J Rheumatol 2009;36:2633-4.

Godfrin B, Zabraniecki L, Lamboley V, Bertrand-Latour F, Sans N,
Fournié B. Spondyloarthropathy with entheseal pain. A prospective
study in 33 patients. Joint Bone Spine 2004;71:557-62.

Wolfe F, Smythe HA, Yunus MB, Bennett RM, Bombardier C,
Goldenberg DL, et al. The American College of Rheumatology 1990
criteria for the classification of fibromyalgia. Report of the
multicenter criteria committee. Arthritis Rheum 1990;33:160-72.
Almodovar R, Carmona L, Zarco P, Collantes E, Gonzalez C,
Mulero J, et al. Fibromyalgia in patients with ankylosing spondylitis:
Prevalence and utility of the measures of activity, function and
radiologic damage. Clin Exp Rheumatol 2010;28:S33-S39.
Marchesoni A, Atzeni F, Spadaro A, Lubrano E, Provenzano G,
Cauli A, et al. Identification of the clinical features distinguishing
psoriatic arthritis and fibromyalgia. J] Rheumatol 2012;39:849-55.
Naredo E, Moller I, de Miguel E, Batlle-Gualda E, Acebes C, Brito
E, et al. High prevalence of ultrasonographic synovitis and
enthesopathy in patients with psoriasis without arthritis: A
prospective case-control study. Rheumatology 2011;50:1838-48.

J Rheumatol 2012;39:677-8; doi:10.3899/jrheum.120095

—| Personal non-commercial use only. The Journal of Rheumatology Copyright © 2012. All rights reserved. |—

678

The Journal of Rheumatology 2012; 39:4; doi:10.3899/jrheum.120095

Downloaded on April 10, 2024 from www.jrheum.org


http://www.jrheum.org/

