Screening Instruments for Psoriatic Arthritis
To the Editor:

In a recent study, Walsh, e al' sought to compare 3 published, validated
screening tools for psoriatic arthritis (PsA): the Psoriasis Epidemiology
Screening project (PEST), the Toronto Psoriatic Arthritis Screen (ToPAS),
and the Psoriatic Arthritis Screening and Evaluation (PASE)>345. We
would like to address how PASE may not have been appropriately
compared in this setting.

The PASE questionnaire, developed by our group, is the only one of
these 3 tools where scores have demonstrated sensitivity to change with
disease activity®. PASE has similarly been shown to correlate with
response to therapy’. PASE was designed to screen for symptoms of
inflammatory musculoskeletal disease among patients with psoriasis, as
seen in the dermatology clinic (not necessarily in the rheumatology clinic
or primary care). Specifically, the rationale was to screen patients with
psoriasis who were not undergoing systemic therapy, but who may need
additional systemic therapy with methotrexate or biologics for inflam-
matory arthritis.

These points are further evidenced by the findings by Walsh, et al' that
the PASE questionnaire had the highest sensitivity and specificity when
used in patients who were not on systemic therapy (Table 2). This
distinction regarding screening patients on and off systemic therapy is criti-
cally important. Among participants without previous PsA diagnosis and
not on immune modulatory therapy, the sensitivity for PsA is highest with
the use of PASE44 than with any of the other tools reviewed (73%). This
information was not included in the abstract.

The PASE questionnaire, having been designed as a screening tool for
use in the dermatology clinic among patients with known psoriasis, allows
PASE to remain a brief, clinically relevant screening tool. In the study by
Walsh, et al' the ToPAS questionnaire was completed by a smaller number
of participants compared to the shorter PASE and PEST tools. There is no
need for psoriasis screening and an increased burden on respondents with
the PASE tool because it assumes the presence of dermatologist-diagnosed
psoriasis.

In Table 4 of their article, PASE distinguishes the majority of the PsA
traits compared to any of the other tools. PASE cannot be assessed for skin
indicators as it was designed to be a low-burden tool for PSA screening in
the patient with known psoriasis.

The PASE questionnaire scores correlate with PsA disease activity and
response to therapy, its sensitivity is highest and it performs better in
patients naive to systemic therapy based on this study, and it is a brief and
practical screening tool focused on the patient with diagnosed psoriasis in
the dermatology clinic. We agree that other PSA screening tools may be
useful in different settings. Early diagnosis and treatment of PsA can have
a positive influence on these patients. We emphasize that when comparing
screening tools, it is helpful to be aware of the underlying premise of the
tools and their appropriate clinical use.
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