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ABSTRACT. Objective. To compare disease activity, radiographic features, and bone density in psoriatic arthritis

(PsA) and rheumatoid arthritis (RA) matched cohorts.

Methods. Disease activity and radiographic data in the Consortium of Rheumatology Researchers

of North America database from 2001 to 2008 were compared for 2481 patients with PsA and 17,107

patients with RA subsequently matched for age, gender, and disease duration. Radiographic out-

comes included presence of erosions, and joint deformity. In addition, bone mineral density (BMD)

scores for lumbar spine (L-spine) and femoral neck were compared using the same matching crite-

ria plus weight and smoking status.

Results. Tender (4.5 vs 3.4, p < 0.001) and swollen (4.4 vs 2.9, p < 0.012) joint counts, and modi-

fied Health Assessment Questionnaire scores were significantly higher (0.4 vs 0.3, p < 0.001) in

patients with RA compared with patients with PsA. Patient general health and pain scores were also

higher in patients with RA vs patients with PsA. Joint erosions (47.4% vs 37.6%, p = 0.020) and

deformity (25.2% vs 21.6%, p = 0.021) were more prevalent in RA than PsA. In multivariate analy-

sis, a reduced prevalence of erosions in PsA vs RA was noted (OR 0.609, p < 0.001). After match-

ing, T-scores for L-spine (–0.54 vs –0.36, p = 0.077) and femoral neck (–0.88 vs –0.93, p = 0.643)

were similar in patients with RA and patients with PsA, although body weight was a major

 confounder. 

Conclusion. The level of disease activity and radiographic damage was significantly higher for RA

vs PsA subjects, although the magnitude of differences was relatively small. BMD levels were com-

parable between cohorts. Outcomes in patients with PsA and patients with RA may be more similar

than previously reported. (First Release Sept 15 2010; J Rheumatol 2010;37:2566–72; doi:3899/

jrheum.100483)
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Rheumatoid arthritis (RA) and psoriatic arthritis (PsA) are

inflammatory arthritides with distinct clinical features, but

destruction of bone and cartilage is observed in both dis -

orders. PsA has been considered a milder disease compared

to RA and this perception was associated with less aggres-

sive treatment of this condition in the past1. Recent studies,

however, have shown that up to half of patients with PsA

manifest radiographic joint erosions 2 years following the

initial diagnosis, which indicates that joint damage in PsA

can be quite severe, even early in the disease course2,3.

In RA, 3 major forms of bone loss have been identified:

focal bone loss that presents as erosions, periarticular bone

loss, and generalized bone loss that presents as osteopenia or

osteoporosis (OP)4,5. Bone erosions are a prominent feature

in PsA as well, but the perception is that in PsA, bone ero-
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sions are not as prevalent. Psoriatic erosions tend to be

asymmetric, large, and eccentric compared to RA6. The

presence of periarticular bone loss was not thought to be a

prominent finding in PsA although one study reported peri-

articular osteopenia in PsA radiographs7. Systemic bone

loss, manifest as generalized osteopenia or OP, has not been

well studied in PsA but 2 reports found decreased bone min-

eral density (BMD) in PsA subjects8,9. In contrast, Nolla, et

al found no evidence of BMD loss in patients with PsA com-

pared to control patients10.

Two studies compared radiographic joint changes in RA

and PsA with conflicting results. Rahman, et al examined

joint radiographs in a small cohort of 42 RA and PsA

patients matched for age, sex, and disease duration11. No

significant difference in the modified Steinbrocker scores

was observed in the PsA and RA subjects. In addition, the

number of joints with significant radiographic damage was

comparable in the 2 groups. Sokoll, et al evaluated 47 PsA

and RA patients matched for disease duration and secondar-

ily for age and gender and showed that the RA cohort had

significantly more damage by Larsen scores on radiographs

compared to the PsA cohort (median hand score 39 vs 8;

foot score 11 vs 4)12. The Larsen score, used in the Sokoll

study, does not record distal interphalangeal (DIP) involve-

ment, a feature more common in the PsA cohort, and the

omission of DIP joints may have contributed to the differ-

ences in these 2 studies.

While generalized and periarticular bone loss have been

studied extensively in RA, there is a paucity of data on patients

with PsA. One study of early PsA and RA patients found no

differences in periarticular hand bone loss as measured by dual

energy x-ray absorptiometry (DEXA)7. A small study of BMD

in patients with severe chronic plaque psoriasis compared to

controls matched for age and body mass index (BMI) found no

difference in mean hip and lumbar spine (L-spine) Z-scores13.

When patients with PsA were compared to patients with pso-

riasis who did not have arthritis, significantly lower L-spine

Z-scores were noted in those subjects with joint disease13. In

another study, Frediani, et al compared 186 patients with PsA

to 100 healthy controls and found that BMD was significantly

lower at the L-spine, femur, and total body in the patients with

PsA compared to controls8. To date, no studies comparing gen-

eralized BMD between patients with RA and patients with

PsA have been published.

Taken together, the evidence suggests that both focal

bone loss (erosions) and generalized bone loss can be exten-

sive in PsA. Thus, we hypothesized that the extent of erosive

joint damage and systemic bone loss would not be signifi-

cantly different between patients with RA and patients with

PsA. To test this hypothesis, we compared disease activity,

radiographic features, and BMD in patients with PsA and

patients with RA matched for age, gender, and disease dura-

tion enrolled in the Consortium of Rheumatology

Researchers of North America (CORRONA) database. 

MATERIALS AND METHODS

Data sources and collection. A total of 17,107 patients with RA and 2481

patients with PsA identified in the CORRONA registry from October 2001

to May 2008 were included in the study. These patients were treated by 160

rheumatologists at 82 private and 20 academic rheumatology practices in

the United States. The CORRONA registry is a prospective disease registry

of patients with RA and PsA confirmed by the physician. Patients are fol-

lowed longitudinally, and patient and physician-derived information is

recorded approximately every 3 to 6 months at routine followup visits, and

the data are entered into a secure website. The characteristics of the

 CORRONA registry have been described14,15. The CORRONA registry

was approved for use by the respective institutional review boards for aca-

demic sites and a central review board for private practice sites.

Study population. Patient demographics and clinical characteristics were

assessed among the entire study population at the entry of the CORRONA

registry. Data evaluated include age, gender, duration of disease, rheuma-

toid factor status, BMI, smoking status, college education status, and med-

ication use [disease-modifying antirheumatic drugs (DMARD), pred-

nisone, biologics, estrogen].

Disease activity study populations. The study population for disease activ-

ity measures included all available patients with RA and PsA. Disease

activity measures evaluated included tender and swollen joint counts, ery-

throcyte sedimentation rate (ESR), and C-reactive protein (CRP) levels,

physician-evaluated disease activity by visual analog scale (VAS), patient

general health by VAS, patient pain scores by VAS, and modified Health

Assessment Questionnaire (MHAQ) disability index. Subsequently the

patients with RA and the patients with PsA were matched on gender, age,

and disease duration for each individual disease activity measure to create

its corresponding matched cohorts. Matching was carried out without

replacement. Multivariate analysis for disease activity measures was per-

formed on 1646 patients from 823 matched pairs that had all variables

available.

Radiograph study population. The study population for radiographic

assessments of joint erosions and deformities included 11,734 patients with

RA and 1574 patients with PsA who had any radiographic information

available. The patients’ first visit recorded in the database with radiograph-

ic information was used in the analyses. Radiographic outcomes were

obtained from the physician questionnaire and included presence or

absence of erosions and radiographic deformity as determined by the physi-

cian’s reading of the radiographic films or reports. Subsequently these

patients were matched on gender, age, and disease duration for every radi-

ographic assessment to create the corresponding matched cohorts. The

number of available patients for each radiographic assessment varied

because of incomplete data. Matching was carried out without replacement.

Multivariate analysis for radiographic evaluations was performed on 2940

patients from 1470 matched cohorts (matched patients) that had all vari-

ables available. 

Bone density study population. The study population for bone density

assessment consisted of patients with RA and PsA identified in the database

who had DEXA information with at least 1 T score available. T scores for

L-spine and femoral neck were obtained from the physician questionnaires

and BMD (g/cm2) when available. DEXA data from the first visit when the

measures became available were used in the analyses. Patients were then

matched for age, gender, duration of disease, BMI, and smoking status, for

each of the areas. Matching was carried out without replacement.

Multivariate generalized linear regression analyses were performed for

L-spine and femoral neck on matched cohorts adjusting for prednisone and

estrogen use. Because of incomplete DEXA information, the numbers of

patients available for assessments of each analysis varied. 

Statistical analysis. Categorical variables were summarized as frequencies

and compared for the difference among PsA and RA patients using the

chi-square test. Means and SD were reported for the continuous variables.

The equality of variances of these variables among patients with PsA and

patients with RA was examined. If the test results showed that the assump-
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tion of equal variances was reasonable, the group means were compared

using pooled t tests. Otherwise Satterthwaite tests were implemented.

Cohorts were matched without replacement for independent variables.

Indicators of erosive disease, joint space narrowing, and joint deformity

were modeled using conditional logistic regressions to assess the difference

among patients with PsA and patients with RA. The generalized estimating

equation (GEE) approach was used to examine the difference in the con-

tinuous outcome variables between the 2 cohorts. A stepwise matching pro-

cedure was adapted to investigate a set of potential confounders differenti-

ating the outcome variables among patients with PsA and patients with RA.

All analyses were carried out using SAS 9.1 (SAS Institute Inc., Cary, NC,

USA). 

RESULTS

Clinical characteristics. The demographic and clinical char-

acteristics of the entire unmatched study populations are

shown in Table 1. Several differences between the 2

unmatched groups were noted. Patients with PsA were, on

average, 7 years younger (51.9 vs 58.5, p < 0.001), and were

less likely to be female (52.0% vs 75.5%, p < 0.001) than

patients with RA. A notable finding was that patients with

PsA had a significantly higher BMI (32.1 vs 29.8, p < 0.001)

than patients with RA. Patients with PsA were also less like-

ly to be current smokers compared to patients with RA (14.0

vs 16.3%, p = 0.004) and more likely to have a negative

rheumatoid factor (11.6 vs 71%, p < 0.001). Patients with

PsA were more likely to have a college education (63.0% vs

51.0%, p < 0.001). Rates of DMARD and prednisone use

were also higher in patients with RA compared to those with

PsA. Biologic drug use, predominantly in the form of tumor

necrosis factor (TNF) inhibitors, was higher in patients with

PsA compared to patients with RA (51.3% vs 43.6%, p <

0.001).

Disease activity measures. In the radiograph assessment

study cohort, matched for age, gender, and disease duration

(Table 2A), there were more tender (4.5 vs 3.4, p < 0.001),

more swollen joints (4.5 vs 2.9, p < 0.001) using 28-joint

count, higher physician VAS disease activity score (36 mm

vs 31 mm, p < 0.001), and worse MHAQ disability scores

(0.4 vs 0.3, p < 0.001) in patients with RA compared to

patients with PsA. Patient-reported outcomes of general

health assessment and pain were also higher in patients with

RA compared to patients with PsA.

In the GEE analysis of the study population (n = 1646)

matched for age, gender, and disease duration (Table 2B), a

reduced risk was found only for the prevalence of higher

swollen joint count (OR 0.925, p < 0.001), and ESR (0. 981,

p < 0.001) in PsA compared to RA. 

Radiographic assessment. Patients with RA had a higher

prevalence of joint erosions than PsA-matched cohorts

(47.4% vs 37.6%, p < 0.001; Table 3A) and a higher preva-

lence of radiographic deformity (25.2% vs 21.6%, p =

0.021), but the absolute differences were not large (10.0%

and 4%, respectively). 

In the conditional logistic regression analysis of the

entire study population matched for age, gender, and disease

duration (Table 3B), a reduced risk was found only for the

prevalence of erosions in PsA compared to RA (OR 0.609,

p < 0.001). No significant differences were noted in the risk

of radiographic deformity in multivariate analyses.

Bone density assessments. L-spine T scores and femoral
neck T scores were significantly lower for patients with RA
in the unmatched cohorts (Table 4). The same trends
remained for cohorts matched for age, gender, disease dura-
tion, and smoking status. When cohorts were matched for
the additional variable BMI, the differences in L-spine T
scores and femoral neck T scores were no longer significant,
after adjusting for prednisone and estrogen use.

DISCUSSION

In our study of patients with PsA and RA enrolled in a lon-

gitudinal database, we identified 4 major findings. First, dis-

ease activity measures and radiographic outcomes were of

comparable severity in PsA and RA. The RA cohort demon-

strated a statistically significantly greater number of swollen

and tender joints, but the magnitude of these clinical differ-

ences was quite small. The prevalence of erosions and radio -

graphic deformity was significantly higher in patients with

Table 1. Clinical characteristics of the unmatched study population.

Characteristics Psoriatic Arthritis, Rheumatoid Arthritis, p

n = 2481 n = 17,107

Age, yrs, mean (SD) 51.9 (12.8), n = 2470 58.5 (13.6), n = 17,009 < 0.001

Disease duration, yrs, mean (SD) 8.5 (8.9), n = 2451 9.6 (9.8), n = 16,963 < 0.001

Body mass index, mean (SD) 32.1 (8.3), n = 2346 29.8 (7.9), n = 15,827 < 0.001

Female, % 52.0, n = 2477 75.5, n = 17,081 < 0.001

RF positive, % 11.6, n = 773 71.0, n = 9431 < 0.001

Smoking status, % 14.0, n = 2418 16.3, n = 16,603 0.004

College education, % 63.0, n = 2354 51.0, n = 16,097 < 0.001

Any DMARD use, % 86.7, n = 2481 90.4, n = 17,107 < 0.001

Prednisone use, % 14.6, n = 2470 36.9, n = 16,917 < 0.001

Biologic use, % 51.3, n = 2481 43.6, n = 17,107 < 0.001

Estrogen use, % 4.2, n = 2481 5.9, n = 17,107 < 0.001

DMARD: disease-modifying antirheumatic drug; RF: rheumatoid factor.
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RA compared to patients with PsA, but again the absolute

differences were small. Second, bone density was similar in

patients with PsA and patients with RA who were matched

for weight and smoking status. These findings support the

concept that inflammation and bone loss in PsA and RA are

of similar magnitude and extent. 

Table 2A. Disease activity measures in psoriatic arthritis and rheumatoid arthritis in unmatched and matched cohorts for age, gender, and duration of disease.

Values are mean (SD).

Unmatched Cohorts Matched Cohorts

Measures PsA RA p PsA RA p

28 Tender joint count 3.3 (5.0), n = 2446 4.3 (5.9), n = 16,918 < 0.001 3.4 (5.0), n = 2357 4.5 (6.1), n = 2357 < 0.001

28 Swollen joint count 2.9 (4.4), n = 2444 4.8 (5.9), n = 16,931 < 0.001 2.9 (4.2), n = 2355 4.5 (5.2), n = 2355 < 0.001

ESR, mm/h 16.9 (16.3), n = 964 25.6 (22.7), n = 7514 < 0.001 17.0 (16.3), n = 925 22.4 (21.9), n = 925 < 0.001

CRP 2.1 (2.6), n = 365 2.3 (4.1), n = 2512 0.123 2.1 (2.5), n = 334 2.4 (3.0), n = 334 0.162

Physician VAS disease

activity, 0–100 mm 31 (15), n = 880 37 (16), n = 6943 < 0.001 31 (15), n = 845 36 (17), n = 845 < 0.001

Patient VAS general health, 

0–100 mm 29.3 (25.1), n = 2312 31.0 (26.2), n = 15,905 0.002 28.3 (29.3), n = 2227 32.2 (31.3), n = 2227 0.010

Patient VAS pain, 0–100 mm 31.4 (25.6), n = 2304 33.3 (26.6), n = 15,998 < 0.001 31.4 (25.8), n = 2223 33.0 (27.1), n = 2223 0.041

MHAQ Disability Index, 0–3 0.3 (0.4), n = 2360 0.4 (0.5), n = 16,440 < 0.001 0.3 (0.4), n = 2273 0.4 (0.5), n = 2273 < 0.001

PsA: psoriatic arthritis; RA: rheumatoid arthritis; ESR: erythrocyte sedimentation rate; CRP: C-reactive protein; VAS: visual analog scale; MHAQ: Modified

Health Assessment Questionnaire.

Table 2B. Multivariate logistic regression for psoriatic arthritis vs rheumatoid arthritis in 823 matched cohorts (n = 1646 total patients).

Measures OR Confidence Limits Probability chi-square

28 Tender joint count 0.985 0.950 1.021 0.415

28 Swollen joint count 0.925 0.897 0.954 < 0.001

Erythrocyte sedimentation rate, mm/h 0.981 0.972 0.989 < 0.001

Physician VAS disease activity, 0–100 mm 1.147 0.945 1.391 0.164

Patient VAS general health, 0–100 mm 1.001 0.993 1.009 0.813

Patient VAS pain, 0–100 mm 1.002 0.995 1.009 0.581

MHAQ Disability Index, 0–3 0.767 0.556 1.058 0.106

VAS: visual analog scale; MHAQ: Modified Health Assessment Questionnaire.

Table 3A. Radiographic outcomes in psoriatic arthritis (PsA) and rheumatoid arthritis (RA) in unmatched and matched cohorts for age, gender, and duration

of disease. Values are percentages.

Unmatched Cohorts Matched Cohorts

Outcomes PsA RA p PsA RA p

Presence of erosions 37.7 (n = 1574) 49.2 (n = 11,582) < 0.001 37.6 (n = 1520) 47.4 (n = 1520) < 0.001

Presence of radiographic deformity 21.8 (n = 1532) 26.8 (n = 11,199) < 0.001 21.6 (n = 1476) 25.2 (n = 1474) 0.021

Table 3B. Multivariate logistic regression for psoriatic arthritis (PsA) vs rheumatoid arthritis (RA) in 1470 matched cohorts (2940 total patients).

Outcomes OR Confidence Limits Probability chi-square

Erosions 0.609 0.511 0.725 < 0.001

Radiographic deformity 1.192 0.967 1.469 0.101

Table 4. Bone density measured by T scores in psoriatic arthritis (PsA) and rheumatoid arthritis (RA) in unmatched and matched cohorts for age, gender, dura-

tion of disease, smoking status, and body mass index, after adjusting for prednisone and estrogen use. Values are percentages.

Unmatched Cohorts Matched Cohorts

Areas Measured PsA RA p PsA RA p

Lumbar spine –0.37 (1.52), n = 530 –0.76 (1.52), n = 7166 < 0.001 –0.36 (1.53), n = 457 –0.54 (1.56), n = 457 0.182

Femoral neck –0.91 (1.21), n = 336 –1.25 (1.28), n = 4096 < 0.001 –0.93 (1.21), n = 273 –0.88 (1.28), n = 273 0.388
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The third major finding was that the overall incidence of

the use of biologic agents in this large U.S. cohort was

51.3% and 43.6%, respectively, in patients with PsA and

RA. We believe that this is the first report derived from a

large U.S. population that allows us to compare the preva-

lence of the use of biologic agents in these 2 different

rheumatologic inflammatory diseases. Finally, patients with

PsA displayed a significantly higher BMI than matched

cohorts with RA. To our knowledge, this is the first report to

describe these very significant differences in a very large

population of U.S. patients.

Patients from both cohorts were quite similar with

respect to reported symptoms. For example, the 2 groups

had similar numerical although statistically different results

in the patient-derived outcome measures of global health and

pain as measured by VAS, previously well-validated tech-

niques for assessment of disease activity. The minimal clini-

cally important difference (MCID) for patient pain measured

by VAS in RA has been reported to be between 0.5 and 1.1

on a 0–10 scale16. The absolute difference between the RA

and PsA-matched patients was only 0.16 on a converted

0–10 scale (equivalent to a 1.6 absolute difference on a

0–100 scale as reported in Table 2A)16. The MHAQ (range

0–3) difference of 0.1 was statistically higher in patients with

RA than in patients with PsA, but this finding is unlikely to

be clinically significant because psychometric assessment of

the HAQ in PsA revealed that the MCID of this measure is

0.317,18. The similarities in patients’ disease assessment, par-

ticularly in regards to patient global health assessment,

despite higher joint counts in RA, may reflect a contribution

from other disease domains in PsA, such as enthesitis,

dactylitis, axial disease, or skin lesions of psoriasis. 

The finding of higher tender and swollen joint counts in

RA subjects may have been in part related to the instrument

applied to assess these domains. The 28-joint count used in

this database may underestimate the extent of joint involve-

ment in PsA given its exclusion of hand DIP joints and all

the joints of the feet, which are more commonly affected in

patients with PsA than in patients with RA. The low tender

and swollen joint scores in both groups were not surprising

given the very high prevalence of the use of biologic agents

in the U.S. compared to other European registries19. As has

been described, registry patients display a lower number of

tender and swollen joints vs those enrolled in clinical trials

with tight inclusion and exclusion criteria20. As noted, the

rate of DMARD use was slightly higher in the RA group,

while biologic use was higher in the PsA group. The simi-

larities in acute-phase reactants (no difference in CRP levels

and slightly higher ESR levels in RA compared to PsA

groups) observed in the 2 cohorts may reflect similar treat-

ment responses, although it is difficult to quantify the effect

of therapy in a retrospective manner for these comparisons.

The radiographic data provide further support for the

similarities between the 2 diseases. The prevalence of ero-

sions was 9.8% higher and radiographic deformity was

3.6% higher in RA subjects. High rates of DMARD and bio-

logic use in these cohorts may explain the similarities

observed in the 2 groups. In addition, radiographs were

obtained at the discretion of the treating physician, which

may have favored selection of radiographs of patients with

more severe RA and PsA. Patients with PsA also have other

radiographic features, such as periostitis and productive

bone formation, which may contribute to overall disease

severity and disability, but which are not captured with this

method. 

The BMD data also shed light on the similarities between

the 2 groups. On initial assessment, the patients with RA had

lower BMD scores, even after adjusting for prednisone and

estrogen use, but these differences were no longer present

when the subjects were matched for weight. These findings

strongly suggest that both diseases have a similar impact on

BMD, and that aggressive screening for generalized OP

should occur in both groups. The relationship between obe-

sity and high BMI is well established as a negative predic-

tor of OP risk21,22. Future studies of BMD in PsA should

adjust for BMI differences among comparator groups. Our

current study was limited by the small number of matched

cohorts because of the relatively small number of patients

with PsA who had BMD information available compared to

patients with RA.

We were again struck by the very significant differences

in BMI observed in the 2 cohorts. This finding is consistent

with emerging evidence that psoriasis patients tend to be

obese but this is the first study to compare weight from

matched RA and PsA patients from a large registry. The role

of obesity in psoriasis remains controversial although it has

been suggested that inflammation plays a role in both con-

ditions23. A recent study identified obesity as a major risk

factor for incident psoriasis24. In addition, case reports

recorded remission of psoriasis after gastric bypass surgery,

suggesting that obesity plays a role in persistence of skin

inflammation25,26. The links between obesity and psoriasis

have not been elucidated, but inflammatory macrophage

subsets, stimulation of T cell subsets, and leptin activation

are all under active investigation23. 

The strengths of this registry study include a well-char-

acterized large population of patients with PsA and patients

with RA matched for important variables. The study used a

large cohort with the ability to match using standardized

data collection across 2 disease states. 

The major limitation of this registry study is the lack of

numeric scoring of radiographs to determine the extent of

radiographic involvement and the inability to compare the

severity of erosive change across the 2 groups. As is usual-

ly the case in registry-derived data as opposed to random-

ized controlled trials, only data on the presence or absence

of erosions and radiographic deformity were available as

determined by the physician’s reading of the radiographs or

 www.jrheum.orgDownloaded on May 24, 2023 from 

http://www.jrheum.org/


2571Reddy, et al: Disease severity of PsA vs RA

reports. It is not possible to account for the effect of radio -

graphic features of PsA that are not captured with this

method or for differences in the severity of erosions or

deformity among the 2 groups. Interobserver variability

cannot be controlled for in this registry study. In addition,

patients were taking different therapeutic agents and entered

the database at various stages of disease and treatment. The

CORRONA database is not an inception cohort, and as a

result clinical information of disease status prior to initiating

their present DMARD or biologic agent was not available

on many patients who entered the registry with established

treatment regimens (prevalent cases). A potential bias of our

study is that the lack of differences seen in the 2 cohorts may

reflect selection bias for patients with more severe disease

and treatment effects, and not differences in the disease

processes themselves. It is useful to note that the same sites

were enrolling both patients with RA and patients with PsA,

but a bias toward patients with more severe disease in both

groups is possible. Of note, we observed a different preva-

lence of use of biologic agents in the 2 populations of 51.3%

vs 43.6% for PsA and RA, respectively. It is possible that

this difference could have contributed to the overall lesser

degree of disease activity observed. 

Osteoclasts mediate both focal bone erosion and OP in

RA27. TNF-a and interleukin 1 are key mediators in the

pathogenesis of synovitis in both RA and PsA and play a key

role in the regulation of bone resorption through potentia-

tion of the osteoclastogenic effects of receptor activator of

nuclear factor-kB (RANK)27,28,29. Similarities in the 2

groups in regard to bone erosions and OP may reflect both

systemic and local activation of the RANK ligand pathway.

Some investigators have suggested that distinct osteoclast-

related mechanisms mediate generalized vs periarticular

bone loss. The existence of these 2 pathways stemmed from

studies that showed TNF-a blockade halted bone loss at the

hip but not periarticular bone loss at the hand30. Lastly, the

diffuse bone marrow edema observed in some patients with

PsA supports osteitis as a dominant feature rather than syn-

ovial inflammation — the predominant finding in the

rheumatoid joint31. Thus, it seems likely that RA and PsA

share key inflammatory and osteoclastogenic pathways

leading to OP, but subtle differences in these pathways like-

ly determine disease-specific patterns of bone erosions, gen-

eralized OP, and periarticular osteopenia.

Our study demonstrates that the severity of PsA is more

similar to RA than previously believed, especially with

respect to BMD. A fascinating finding was the large differ-

ence in BMI noted between patients with PsA and patients

with RA, even after correction for differences in gender.

While it is clear that obesity contributes significant comor-

bidity and must be adjusted for when comparing other vari-

ables, the possibility that adipose tissue may exert antiin-

flammatory and antiosteoclastogenic actions must also be

considered. Finally, this is the first study to compare the

overall incidence of biologic use in patients in the United

States with RA and PsA. We were struck by the very high

prevalence of use of biologic agents in these cohorts.

Additional prospective studies are needed to further delin-

eate the similarities and differences between these 2 groups

and to increase our understanding of both systemic and

localized bone loss in PsA and RA.

REFERENCES

1. Wright V. Psoriatic arthritis. A comparative radiographic study of

rheumatoid arthritis and arthritis associated with psoriasis. Ann

Rheum Dis 1961;20:123-32.

2. Kane D, Stafford L, Bresnihan B, FitzGerald O. A prospective,

 clinical and radiological study of early psoriatic arthritis: an early

synovitis clinic experience. Rheumatology 2003;42:1460-8.

3. McHugh NJ, Balachrishnan C, Jones SM. Progression of peripheral

joint disease in psoriatic arthritis: a 5-yr prospective study.

Rheumatology 2003;42:778-83.

4. Gough AK, Lilley J, Eyre S, Holder RL, Emery P. Generalised bone

loss in patients with early rheumatoid arthritis. Lancet 1994;

344:23-7.

5. Haugeberg G, Orstavik RE, Uhlig T, Falch JA, Halse JI, Kvien TK.

Bone loss in patients with rheumatoid arthritis: results from a

 population-based cohort of 366 patients followed up for two years.

Arthritis Rheum 2002;46:1720-8.

6. Resnick D. Radiology of seronegative spondyloarthropathies. Clin

Orthop Relat Res 1979:38-45.

7. Harrison BJ, Hutchinson CE, Adams J, Bruce IN, Herrick AL.

Assessing periarticular bone mineral density in patients with early

psoriatic arthritis or rheumatoid arthritis. Ann Rheum Dis

2002;61:1007-11.

8. Frediani B, Allegri A, Falsetti P, Storri L, Bisogno S, Baldi F, et al.

Bone mineral density in patients with psoriatic arthritis. 

J Rheumatol 2001;28:138-43.

9. Borman P, Babaoglu S, Gur G, Bingol S, Bodur H. Bone mineral

density and bone turnover in patients with psoriatic arthritis. Clin

Rheumatol 2008;27:443-7.

10. Nolla JM, Fiter J, Rozadilla A, Gomez-Vaquero C, Mateo L,

Rodriguez-Moreno J, et al. Bone mineral density in patients with

peripheral psoriatic arthritis. Rev Rhum (English ed) 1999;

66:457-61.

11. Rahman P, Nguyen E, Cheung C, Schentag CT, Gladman DD.

Comparison of radiological severity in psoriatic arthritis and

rheumatoid arthritis. J Rheumatol 2001;28:1041-4.

12. Sokoll KB, Helliwell PS. Comparison of disability and quality of

life in rheumatoid and psoriatic arthritis. J Rheumatol

2001;28:1842-6.

13. Millard TP, Antoniades L, Evans AV, Smith HR, Spector TD,

Barker JN. Bone mineral density of patients with chronic plaque

psoriasis. Clin Exp Dermatol 2001;26:446-8.

14. Kremer JM. The CORRONA database. Clin Exp Rheumatol

2005;23 Suppl 39:S172-7.

15. Kremer JM, Gibofsky A, Greenberg JD. The role of drug and

 disease registries in rheumatic disease epidemiology. Curr Opin

Rheumatol 2008;20:123-30.

16. Wolfe F, Michaud K. Assessment of pain in rheumatoid  arthritis:

minimal clinically significant difference, predictors, and the effect

of anti-tumor necrosis factor therapy. J Rheumatol 2007;

34:1674-83.

17. Mease P, Ganguly R, Wanke L, Yu E, Singh A. How much

improvement in functional status is considered important by

patients with active psoriatic arthritis: applying the Outcome

Measures In Rheumatoid Arthritis Clinical Trials (OMERACT)

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2010. All rights reserved.

 www.jrheum.orgDownloaded on May 24, 2023 from 

http://www.jrheum.org/


2572 The Journal of Rheumatology 2010; 37:12; doi:10.3899/jrheum.100483

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2010. All rights reserved.

Group Guidelines [abstract]. Ann Rheum Dis 2004;63 Suppl 1:39

[SAT0015].

18. Mease PJ, Antoni CE, Gladman DD, Taylor WJ. Psoriatic arthritis

assessment tools in clinical trials. Ann Rheum Dis 2005;64 Suppl

2:ii49-54.

19. Kremer JM, Greenberg J. Interpreting registry-derived drug studies:

Does societal context matter? Arthritis Rheum 2009;60:3155-7.

20. Sokka T, Pincus T. Most patients receiving routine care for

 rheumatoid arthritis in 2001 did not meet inclusion criteria for most

recent clinical trials or American college of rheumatology criteria

for remission. J Rheumatol 2003;30:1138-46.

21. De Laet C, Kanis JA, Oden A, Johanson H, Johnell O, Delmas P, et

al. Body mass index as a predictor of fracture risk: a meta-analysis.

Osteoporos Int 2005;16:1330-8.

22. van der Voort DJ, Geusens PP, Dinant GJ. Risk factors for

 osteoporosis related to their outcome: fractures. Osteoporos Int

2001;12:630-8.

23. Hamminga EA, van der Lely AJ, Neumann HA, Thio HB. Chronic

inflammation in psoriasis and obesity: implications for therapy.

Med Hypotheses 2006;67:768-73.

24. Setty AR, Curhan G, Choi HK. Obesity, waist circumference,

weight change, and the risk of psoriasis in women: Nurses’ Health

Study II. Arch Intern Med 2007;167:1670-5.

25. de Menezes Ettinger JE, Azaro E, de Souza CA, dos Santos Filho

PV, Mello CA, Neves M Jr, et al. Remission of psoriasis after open

gastric bypass. Obes Surg 2006;16:94-7.

26. Higa-Sansone G, Szomstein S, Soto F, Brasecsco O, Cohen C,

Rosenthal RJ. Psoriasis remission after laparoscopic Roux-en-Y

gastric bypass for morbid obesity. Obes Surg 2004;14:1132-4.

27. Walsh NC, Crotti TN, Goldring SR, Gravallese EM. Rheumatic

 diseases: the effects of inflammation on bone. Immunol Rev

2005;208:228-51.

28. Gravallese EM. Bone destruction in arthritis. Ann Rheum Dis

2002;61 Suppl 2:ii84-6.

29. Ritchlin CT, Haas-Smith SA, Li P, Hicks DG, Schwarz EM.

Mechanisms of TNF-alpha- and RANKL-mediated

 osteoclastogenesis and bone resorption in psoriatic arthritis. J Clin

Invest 2003;111:821-31.

30. Quinn M. The effect of tnf blockade on bone loss in early

 rheumatoid arthritis [abstract]. Arthritis Rheum 2002;46

Suppl:S519.

31. McGonagle D. Imaging the joint and enthesis: insights into

 pathogenesis of psoriatic arthritis. Ann Rheum Dis 2005;64 Suppl

2:ii58-60.

 www.jrheum.orgDownloaded on May 24, 2023 from 

http://www.jrheum.org/

