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INTRODUCTION

Most rheumatology clinicians would claim that
they have little difficulty diagnosing psoriatic
arthritis. However, this was not confirmed by a re-
cent study performed in the Netherlands where
rheumatologists often failed to examine for skin
disease or neglected the significance of distal in-
terphalangeal joint involvement (1).
In addition, a recent study from the UK found that
‘experts’ in this field may disagree about the diag-
nosis in ‘grey’ cases, cases where the characteris-
tic clinical features are absent (2). A typical sce-
nario is the example of seronegative symmetrical
polyarthritis and psoriasis. 
The mere presence of psoriasis is usually sufficient
for a diagnosis of psoriatic arthritis to be made but,
inevitably, there will be cases of true rheumatoid
arthritis where co-incidental psoriasis occurs. Bed-
side diagnosis is, of course, a separate issue to clas-
sification and this article will focus on classifica-
tion. Once classification criteria have been pub-
lished clinicians frequently (mis) use them for clin-
ic or bedside diagnosis but validated and agreed cri-
teria should provide some uniformity for thera-
peutic trials and also a more homogenous group for
laboratory studies.

HISTORICAL ASPECTS

Up to 2006 virtually all published studies of psori-
atic arthritis used the criteria suggested by Moll and
Wright in their classic paper published in 1973 (3).
The criteria are simple to use and specify three con-
ditions: the presence of psoriasis, an inflammatory
arthritis and a (usual) negative test for rheumatoid
factor. Interestingly, people classified as psoriatic
arthritis by subsequent authors appear to differ sub-
stantially from those included by Moll and Wright,
particularly with reference to the number of in-
volved joints – Moll and Wright found polyarthri-
tis in 15% of cases whereas in later series 65% had
polyarthritis (4-8). Further, later series included pa-
tients who were rheumatoid factor positive in up to
13% in some cases (4), and this raised the spectre
of cases of seronegative (and in some cases seropos-
itive) rheumatoid arthritis, with coincidental psori-
asis, being classified as psoriatic arthritis. Moll and
Wright, in their desire to keep the criteria simple and
sensitive, may have omitted the other defining fea-
tures of psoriatic arthritis, such as dactylitis and en-
thesitis, from their stated criteria yet while still us-
ing these in clinical practice.
In addition to the Moll and Wright criteria several
other criteria sets have been proposed (4, 9-13).
Until recently none of these were validated and
none of these were founded on patient derived da-
ta. All were developed to add some specificity to
the criteria, although at the cost of reduced sensi-
tivity. Recently, these criteria sets have been com-
pared, firstly in a retrospective cross-sectional
study in two centres and secondly in a prospective
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multi-centre design (14,15). The specificity of all
the criteria sets was found to be high but the sen-
sitivity varied from 0.42 to 0.98. Further, not all
cases could be classified due to missing data – this
was particularly true in the retrospective study
where data was extracted from routine clinical case
notes – and for the Fournié classification which in-
cluded HLA status among its’ criteria (13).

NEW CRITERIA

The CASPAR study group was established to de-
rive new data driven classification criteria for
psoriatic arthritis. Data were collected in 32 cen-
tres world wide by people with acknowledged
expertise in this condition. On average each cen-
tre contributed 20 cases and 20 controls, the con-
trols being cases of other inflammatory arthritis,
with the additional stipulation that at least half of
these should have rheumatoid arthritis. Data was
collected to a standard format on consecutive
clinic attendees with psoriatic arthritis (total in-
cluded 588) and the next case of inflammatory
arthritis (total 536). Altogether over 100 clinical,
radiological and laboratory variables were col-
lected. The new criteria were derived by logistic
regression and CART analysis (as a cross check)
and the performance of the new criteria compared
to the other existing criteria. The new CASPAR

criteria (Table I) gratifyingly have both charac-
teristic dermatological, clinical and radiological
features and have both high sensitivity and very
high specificity (15). Perhaps the weakest aspect
of the CASPAR criteria is the initial qualification
criterion: inflammatory arthritis including spinal,
peripheral and entheseal disease. 
As cases were physician diagnosed and without
other stipulation in the selection process it was
impossible to be more precise with this descrip-
tion. In fact the majority cases had a peripheral
arthritis pattern, although 72 had a combined ax-
ial/peripheral pattern, and 21 did not have any
peripheral joint involvement at all. Of these 21,
two had pure axial disease, 8 dactylitis only, 12
enthesitis only, and 10 inflammatory spinal
symptoms (in combinations). A further concern
is the applicability of the criteria to early disease,
as the mean duration of disease of the cases was
12.5 years. However, early reports suggest that
the criteria work equally well in early disease
(Dafna Gladman, personal communication). It is
of some additional concern that the criteria do
not contain any of the spinal features, which most
clinicians would use to distinguish psoriatic
arthritis from rheumatoid arthritis. The reason for
this resides in the composition of the controls for
this study. About 70% of the controls had
rheumatoid arthritis but 13% had ankylosing
spondylitis so the statistical analyses were influ-

Table I - The CASPAR criteria (15).

Inflammatory articular disease (joint, spine, or entheseal)

With 3 or more points from the following:
1. Evidence of psoriasis (one of a, b, c)
(a) Current psoriasis* Psoriatic skin or scalp disease present today as judged by a rheumatologist or dermatologist
(b) Personal history of psoriasis A history of psoriasis that may be obtained from patient, family doctor, dermatologist,

rheumatologist or other qualified health-care provider
(c) Family history of psoriasis A history of psoriasis in a first or second degree relative according to patient report

2. Psoriatic nail dystrophy Typical psoriatic nail dystrophy including onycholysis, pitting and hyperkeratosis observed 
on current physical examination

3. A negative test for rheumatoid factor By any method except latex but preferably by ELISA or nephelometry, according to the local 
laboratory reference range

4. Dactylitis (one of a, b)
(a) Current Swelling of an entire digit
(b) History A history of dactylitis recorded by a rheumatologist

5. Radiological evidence of juxta-articular Ill-defined ossification near joint margins (but excluding osteophyte formation) on plain xrays
new bone formation of hand or foot

Specificity 0.987, sensitivity 0.914
*Current psoriasis scores 2 whereas all other items score 1

1219_REUMA_SCARPA_02_Interno:REUMA_Speciale2_02_Interno  14-06-2007  8:55  Pagina 62



The diagnosis of psoriatic arthritis 63

enced against selecting spinal features as char-
acteristic of psoriatic arthritis. Qualitative and
quantitative differences in the spondylitis of pso-
riasis and classical ankylosing spondylitis remain
unresolved.

CONCLUSIONS

For over 30 years investigators have used the sim-
ple but non-validated classification criteria sug-
gested by Moll and Wright. Several authors have
suggested modifications but most remain invalid or
require HLA analysis. Now, a world wide initiative
has developed new criteria which include both clin-
ical, laboratory and radiological features. These
will require further study before they are fully
adopted for future studies but their improved per-
formance should result in less variation between
study cohorts. 
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