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ABSTRACT 
Background: Psoriatic arthritis (PsA) is an inflammatory rheumatic disease, 
characterized by arthritis, dactylitis, enthesitis and sometimes axial disease. 
PsA is associated with several comorbidities and reduced health-related 
quality of life (HRQoL), although less is known in relation to other common 
chronic rheumatic diseases. The increased secretion of cytokines and 
adipokines seen in obesity may be important in PsA. Weight loss has been 
shown to reduce disease activity, but the effects on cytokines and adipokines 
in PsA are unknown.                                                      
Objectives: Objectives corresponding to papers I-IV, were: To study the 
occurrence of cardiovascular risk factors (CVRFs) in PsA in comparison with 
general population (GP) controls (I) and in comparison with other 
inflammatory joint diseases (IJDs) (II), to compare HRQoL in PsA and other 
IJDs (III) and study the effects of weight loss on serum cytokines and 
adipokines in obese patients with PsA (IV).  
Methods: I. PsA patients (n=982), 25-75 years old, were identified through 
the register at the Department of Rheumatology at Sahlgrenska University 
Hospital and sent a questionnaire regarding presence of CVRFs. Individuals 
from the National Swedish Public Health Survey were used as GP controls. 
II-III. Individuals with PsA (n=1200), rheumatoid arthritis (RA) (n=1246), 
ankylosing spondylitis (AS) (n=1095) and gout (n=1589) were identified at 
three rheumatology clinics and 12 primary care centres (for patients with gout)  
in Western Sweden and sent a questionnaire regarding CVRFs and HRQoL, 
measured by RAND-36.  
IV. Patients with PsA and body mass index (BMI) ≥33 kg/m2 (n=41) and 
controls matched by sex, age and weight were included in a weight loss study. 
Serum levels of cytokines and adipokines were measured at baseline and at 
six months and related to Disease Activity in PSoriatic Arthritis (DAPSA) and 
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from the National Swedish Public Health Survey were used as GP controls. 
II-III. Individuals with PsA (n=1200), rheumatoid arthritis (RA) (n=1246), 
ankylosing spondylitis (AS) (n=1095) and gout (n=1589) were identified at 
three rheumatology clinics and 12 primary care centres (for patients with gout)  
in Western Sweden and sent a questionnaire regarding CVRFs and HRQoL, 
measured by RAND-36.  
IV. Patients with PsA and body mass index (BMI) ≥33 kg/m2 (n=41) and 
controls matched by sex, age and weight were included in a weight loss study. 
Serum levels of cytokines and adipokines were measured at baseline and at 
six months and related to Disease Activity in PSoriatic Arthritis (DAPSA) and 



the Disease Activity Score for 28 joints using C-reactive protein 
(DAS28CRP). 
Results: I. Obesity (28.6% vs 16.3%, p<0.001), hypertension (40.3% vs 
24.1%, p<0.001) and diabetes (10.5% vs 6.2%, p<0.001) were more prevalent 
in PsA patients compared to GP controls.  
II. Gout patients reported significantly more hypertension, hyperlipidaemia, 
diabetes, obesity and multiple CVRFs than PsA, RA and AS. In women, 
hypertension, obesity and multiple CVRFs were more common in PsA 
compared with RA and AS.  
III. Gout patients reported better HRQoL than PsA, RA and AS. HRQoL was 
similar in PsA, RA and AS, but worse in physical domains compared with 
mental domains for all IJDs. Women reported worse HRQoL compared with 
men.  
IV. Weight loss was associated with lowered serum levels of interleukin (IL)-
23, median (interquartile range) 0.40 (0.17-0.54) ng/mL at baseline to 0.18 
(0.10-0.30) ng/mL and leptin (both p<0.001) at six months. ∆IL-23 positively 
correlated with ∆BMI (rS=0.671, p<0.001) and ∆DAS28CRP (rS=0.460, 
p=0.005). 
Conclusions: PsA was associated with increased prevalence of CVRFs 
compared to the GP and in women with PsA compared to RA and AS. CVRFs 
were more common in gout compared with PsA, RA and AS. HRQoL was 
better in gout, whereas similar in PsA, RA and AS. Serum IL-23, an important 
cytokine in PsA, was significantly reduced after weight loss. 
Keywords: cardiovascular, epidemiology, obesity, psoriatic arthritis 
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SAMMANFATTNING PÅ SVENSKA 
Bakgrund: Psoriasisartrit (PsA) är en inflammatorisk reumatisk sjukdom som 
karaktäriseras av inflammation i leder (artrit), fingrar eller tår (daktylit), 
senfästen (entesit) och ibland inflammation i ryggen (axial sjukdom). PsA är 
associerat med en ökad förekomst av samsjuklighet och försämrad 
hälsorelaterad livskvalitet (HRQoL). Mindre är känt avseende samsjuklighet 
i relation till andra vanliga, kroniska reumatiska sjukdomar. De ökade 
nivåerna av cytokiner och adipokiner, som man ser vid fetma, kan vara viktiga 
vid PsA. Viktminskning har visat sig minska sjukdomsaktiviteten, men 
effekterna på cytokiner och adipokiner hos patienter med PsA är okända.  
Syfte: Syftena med studie I-IV var: Att studera förekomsten av 
kardiovaskulära riskfaktorer (KVRF) hos PsA patienter jämfört med 
kontroller från den allmänna befolkningen (I) och i jämförelse med andra 
inflammatoriska reumatiska sjukdomar (IRS) (II), att jämföra HRQoL hos 
patienter med PsA jämfört med andra IRS (III) och att studera effekterna av 
viktminskning på cytokiner och adipokiner i serum hos patienter med fetma 
och PsA (IV).  
Metoder: I. PsA patienter (n=982), mellan 25 och 75 år, identifierades genom 
diagnosregistret på Reumatologkliniken Sahlgrenska Universitetssjukhuset 
och fick en enkät skickad till sig gällande förekomst av KVRF. Individer som 
besvarat nationella folkhälsoenkäten användes som kontroller. 
II-III. Individer med PsA (n=1200), reumatoid artrit (RA) (n=1246), 
ankyloserande spondylit (AS) (n=1095) och gikt (n=1589) identifierades 
genom diagnosregister på tre reumatologkliniker och 12 vårdcentraler (för 
giktpatienter) i västra Sverige och fick en enkät gällande KVRF och HRQoL, 
mätt med enkäten RAND-36, skickad till sig. 
IV. Patienter med PsA (n=41) och BMI ≥33 kg/m2 och kontroller matchade 
för kön, ålder och vikt, inkluderades i en viktminskningsstudie där deltagarna 
fick lågenergipulver. Cytokiner och adipokiner mättes i serum vid studiestart 
och efter sex månader och relaterades till sjukdomsaktivitetsmåtten, Disease 
Activity in PSoriatic Arthritis (DAPSA) och Disease Activity Score for 28 
joints using C-reactive protein (DAS28CRP). 
Resultat: I. Fetma (BMI ≥30 kg/m2) (28,6% jämfört med 16,3%, p<0,001), 
blodtryckssjukdom (40,3% jämfört med 24,1%, p<0,001) och diabetes (10,5% 
jämfört med 6,2%, p<0,001) var mer frekvent förekommande hos PsA 
patienter jämfört med hos kontroller. 
II. Patienter med gikt rapporterade signifikant mer blodtryckssjukdom, höga 
blodfetter, diabetes, fetma och högre förekomst av flera samtidiga KVRF 
jämfört med patienter med PsA, RA och AS. Hos kvinnor var förekomsten av 
blodtryckssjukdom, fetma och flera samtidiga KVRF vanligare hos PsA 
jämfört med RA och AS. 
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III. Giktpatienter rapporterade bättre HRQoL jämfört med PsA, RA och AS. 
HRQoL var liknande vid PsA, RA och AS. HRQoL var sämre i fysiska 
domäner jämfört med mentala domäner för alla IRS. Kvinnor rapporterade 
sämre HRQoL jämfört med män.  
IV. Viktminskning var hos PsA patienter associerad med minskade nivåer av 
interleukin (IL)-23, median (interkvartilavstånd) från 0,40 (0,17-0,54) ng/mL 
vid studiestart till 0,18 (0,10-0,30) ng/mL, samt minskat leptin efter sex 
månader (båda p<0,001). ∆IL-23 uppvisade en positiv korrelation med ∆BMI 
(rS=0,671, p<0,001) och ∆DAS28CRP (rS=0,460, p=0,005). 
Slutsatser: KVRF var vanligare hos patienter med PsA jämfört med hos 
kontroller från den allmänna befolkningen. Hos kvinnor var KVRF vanligare 
hos PsA jämfört med RA och AS. KVRF var vanligare hos giktpatienter 
jämfört med hos andra IRS. HRQoL var bättre hos giktpatienter, men liknande 
hos PsA, RA och AS. Viktminskning var associerat med minskade nivåer av 
IL-23, som är en viktig cytokin vid PsA.
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1 BACKGROUND 

1.1 INTRODUCTION 
Psoriatic arthritis (PsA) is an inflammatory rheumatic disease characterized 
by psoriasis (PsO), enthesitis (inflammation at the insertion site of tendon or 
ligament to bone), often peripheral arthritis, dactylitis (a swelling of the entire 
finger or toe) and sometimes involvement of the axial skeleton, sacroiliitis and 
spondylarthritis (1). Unlike rheumatoid arthritis (RA) where symmetric 
polyarticular synovitis, systemic inflammation and often autoantibodies are 
detected (2), PsA has a more asymmetric joint involvement, is often 
seronegative to rheumatoid factor (RF) and inflammatory markers such as 
elevated c-reactive protein (CRP) or erythrocyte sedimentation rate (ESR) are 
absent in around 50% of patients. There is currently no laboratory test 
available to determine the diagnosis. PsA is associated with pain and stiffness 
and can cause significant joint damage, disability and reductions in health-
related quality of life (HRQoL) (1). The disease course is variable, in some 
patients severe and the importance of early identification and management to 
improve the prognosis has been highlighted (3), although it is difficult to know 
when the disease starts and a preclinical phase of many years may exist (4). 
PsO comes before PsA in most cases, whereas in around 10-15% the opposite 
applies (5). Up to 30% of PsO patients progress to PsA (1). Several 
comorbidities are more common in PsA compared to the general population 
(GP), such as obesity, hypertension (HT), hyperlipidaemia, diabetes, anxiety, 
depression and “extraarticular” manifestations such as uveitis and 
inflammatory bowel disease (IBD) (6). 

1.2 EPIDEMIOLOGY 
PsA is similarly prevalent in women and men (7, 8), and often diagnosed 
around 30-50 years of age, although it may occur at any time. Varying 
prevalence estimates have been reported, perhaps reflecting differences in 
criteria for determining if the patient has PsA, study methodologies and actual 
differences between populations. Swedish registry/population-based studies 
have estimated the prevalence of PsA between 0.21 and 0.35% (8-10), similar 
to the 0.19% prevalence of PsA reported in a study from the United Kingdom 
(UK) (11), but substantially lower compared to the prevalence of 0.67% 
reported in a Norwegian study (12). In line with this, a survey study conducted 
in the Nordic countries reported the highest prevalence of PsO and PsA in 
Norway (13). The incidence of PsA has been reported as around 20 per 100 
000 person-years in 2014-2016 in a Swedish registry study, highest in ages 



vi 
 

NRS Numeric rating scale 
NSAID Non-steroidal anti-inflammatory drug 
OR Odds ratios 
PA Physical activity 
PASI Psoriasis Area Severity Index 
PCS Physical component summary 
PsA Psoriatic arthritis 
PsO Psoriasis 
RA Rheumatoid arthritis 
RAND-36 RAND 36-Item Health Survey 
RF Rheumatoid factor 
SCORE Systematic Coronary Risk Evaluation 
SD Standard deviation 
SF-36 36-item short-form health survey 
SpA Spondyloarthritis 
Th T-helper 
TNF Tumour necrosis factor 
Tot Total 
Ts Targeted synthetic 
UK United Kingdom 
US Ultrasound 
USA United States of America 
uSpA Undifferentiated spondyloarthritis 
VAS Visual analogue scale 
VLED Very low energy diet 
WAT White adipose tissue 
  

 

1 
 

1 BACKGROUND 

1.1 INTRODUCTION 
Psoriatic arthritis (PsA) is an inflammatory rheumatic disease characterized 
by psoriasis (PsO), enthesitis (inflammation at the insertion site of tendon or 
ligament to bone), often peripheral arthritis, dactylitis (a swelling of the entire 
finger or toe) and sometimes involvement of the axial skeleton, sacroiliitis and 
spondylarthritis (1). Unlike rheumatoid arthritis (RA) where symmetric 
polyarticular synovitis, systemic inflammation and often autoantibodies are 
detected (2), PsA has a more asymmetric joint involvement, is often 
seronegative to rheumatoid factor (RF) and inflammatory markers such as 
elevated c-reactive protein (CRP) or erythrocyte sedimentation rate (ESR) are 
absent in around 50% of patients. There is currently no laboratory test 
available to determine the diagnosis. PsA is associated with pain and stiffness 
and can cause significant joint damage, disability and reductions in health-
related quality of life (HRQoL) (1). The disease course is variable, in some 
patients severe and the importance of early identification and management to 
improve the prognosis has been highlighted (3), although it is difficult to know 
when the disease starts and a preclinical phase of many years may exist (4). 
PsO comes before PsA in most cases, whereas in around 10-15% the opposite 
applies (5). Up to 30% of PsO patients progress to PsA (1). Several 
comorbidities are more common in PsA compared to the general population 
(GP), such as obesity, hypertension (HT), hyperlipidaemia, diabetes, anxiety, 
depression and “extraarticular” manifestations such as uveitis and 
inflammatory bowel disease (IBD) (6). 

1.2 EPIDEMIOLOGY 
PsA is similarly prevalent in women and men (7, 8), and often diagnosed 
around 30-50 years of age, although it may occur at any time. Varying 
prevalence estimates have been reported, perhaps reflecting differences in 
criteria for determining if the patient has PsA, study methodologies and actual 
differences between populations. Swedish registry/population-based studies 
have estimated the prevalence of PsA between 0.21 and 0.35% (8-10), similar 
to the 0.19% prevalence of PsA reported in a study from the United Kingdom 
(UK) (11), but substantially lower compared to the prevalence of 0.67% 
reported in a Norwegian study (12). In line with this, a survey study conducted 
in the Nordic countries reported the highest prevalence of PsO and PsA in 
Norway (13). The incidence of PsA has been reported as around 20 per 100 
000 person-years in 2014-2016 in a Swedish registry study, highest in ages 



 

2 
 

50-59 years old (14). A Danish registry study reported that the mean age at 
PsA diagnosis was around 50 years of age (15). In a recent meta-analysis, a 
greater prevalence of PsA was reported in PsO patients with more severe skin 
disease, where the prevalence was around one in four, highest in Nordic 
countries and lowest in Asian countries (16). A Swedish population-based 
registry study reported a PsA prevalence of 17.3% in PsO patients (9), whereas 
a study from the UK reported a prevalence of 8.6% (11). The incidence of PsA 
in PsO patients has been estimated between 0.27 to 2.7 per 100 person-years 
(16). Given the diagnostic challenges of PsA, a number of PsA patients within 
the PsO group are likely to be undiagnosed. A study from Northern Sweden 
in a mixed community/hospital based setting found that among 202 patients 
with PsO (diagnosed by a dermatologist or primary care physician), one third 
currently had or have had peripheral arthritis or axial disease judged by a 
rheumatologist upon clinical examination (17).  

1.3 PSORIASIS 
PsO is a multifactorial inflammatory skin disease (18). The prevalence around 
the world varies greatly. Compared to many other parts of the world, the 
prevalence is high in Western Europe where a prevalence of around 2% has 
been reported (19). PsO typically presents in sharply demarcated plaques, 
where chronic plaque PsO (psoriasis vulgaris) is the most common form. 
Other presentations include, but are not limited to, erythroderm, guttate, 
invers, nail disease (hyperkeratosis, pitting, onycholysis) and scalp PsO (18). 
Several comorbidities, such as HT, hyperlipidaemia and obesity are more 
common in PsO patients compared to patients without PsO, further described 
in chapter two. 

1.4 CLINICAL PRESENTATION OF PSORIATIC 
ARTHRITIS 

The clinical presentation of PsA is heterogenous and in most patients include 
PsO. Disease manifestations may include dactylitis, arthritis, enthesitis, axial 
disease, and extraarticular manifestations such as IBD and uveitis (6). Arthritis 
mutilans is a severe, rare and destructive form of PsA (20). In a Swedish study 
of early PsA, around half of the patients had mono/oligoarticular disease, and 
the other half had polyarticular disease at two years follow-up (21). A more 
polyarthritic disease, higher disease activity and worse clinical outcomes have 
been reported in women compared to men, whereas men more frequently had 
mono/oligoarthritis and/or axial disease (22). From the same Swedish early 
PsA cohort, a greater radiographic progression was reported in men, where 
86% had radiographic changes on hands or feet at five-years follow-up (23). 
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In a Spanish study of early PsA, 32/71 (45%) of PsA patients developed 
erosive disease at ten years follow-up, most commonly seen in those with 
polyarticular onset (24). Differences in disease presentation comparing men 
and women with PsA have been discussed in a recent review, where the worse 
patient-reported outcomes regarding pain, fatigue, HRQoL as well as the 
typically later diagnosis in women calls for further investigations (25). 

PsA often presents diagnostic challenges, especially early in the disease. 
Differential diagnoses include gout, osteoarthritis and RA (1). In addition, 
pain syndromes such as fibromyalgia are more common in PsA and in other 
inflammatory joint diseases (IJDs) compared to in the GP (26). Nail disease, 
distal interphalangeal (DIP)-joint arthritis, dactylitis and enthesitis are more 
common in PsA than in RA or osteoarthritis (6). In several IJDs, PsA included, 
there is a significant delay from the patient experiencing symptoms to seeking 
primary care (27). Diagnostic delay has been reported as a negative prognostic 
factor (3, 22), where a delay of  ≥6 months from symptom onset until diagnosis 
of PsA has been associated with more radiographic progression and worse 
function (3). Other negative prognostic factors at disease presentation include 
polyarthritic disease (22, 24), increased levels of CRP or ESR (28) and 
smoking (29). Dactylitis is frequently associated with a more severe form of 
PsA (30) and obesity has been reported to impair treatment response (31, 32).  

1.5 SPONDYLOARTHRITIS 
Spondyloarthritis (SpA) is a term encompassing inflammatory rheumatic 
diseases that commonly engage the entheses, ligaments, tendons, spine and 
sacroiliac joints (33). A considerable common genetic base exists in patients 
within the SpA group (33). Ankylosing spondylitis (AS), PsA, reactive 
arthritis, IBD-associated arthritis, juvenile SpA and undifferentiated SpA 
(uSpA), are all part of the group, where AS is most studied. AS is more 
common in men and has a prevalence that is higher in Human Leukocyte 
Antigen (HLA-B27) positive populations (34). HLA-B27 positivity is more 
common in Northern (35) compared to Southern Sweden (36). AS is 
characterized by inflammatory back pain (IBP) along with stiffness and 
reduced mobility (37), which according to expert opinion from the 
Assessment of SpondyloArthritis international Society is characterized by; 
“age at onset <40 years of age, insidious onset, improvement with exercise, 
no improvement with rest, pain at night (with improvement upon getting up)” 
(38). In a Swedish study, around 95% of patients with AS have had symptoms 
that began before the age of 45 years (39). Axial involvement is less common 
in PsA patients compared with axial (ax)-SpA and has in PsA a tendency 
towards an older age at onset, a more equal sex distribution, less typical IBP, 
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more asymmetric and less severe sacroiliitis and radiographically more 
asymmetric syndesmophytes (calcifications or ossifications) are seen 
compared with axSpA (40). Estimating axial involvement in PsA is difficult 
due to lack of a common definition, but few patients (five percent or less) have 
been reported to have exclusively axial involvement  (40). 

1.6 RHEUMATOID ARTHRITIS 
RA is characterized by systemic inflammation, symmetric polyarticular 
involvement typically in the hands and feet and often presence of 
autoantibodies (2). RA is around two to three times more common in women 
than in men and usually diagnosed around 60 years of age, although it can 
occur at any age (41). RA can also present with extraarticular manifestations, 
such as interstitial lung disease, pericarditis, pleuritis, amyloidosis, vasculitis 
and rheumatic noduli. Comorbidities include but are not limited to myocardial 
infarction (MI), stroke and osteoporosis (42). 

1.7 GOUT 
Gout is characterized by acute attacks/flares of arthritis, typically in the first 
metatarsophalangeal joint (43), but other joints can also be affected. Gout is 
most often a mono- or oligoarthritis, but can also manifest as a polyarthritis. 
With a world-wide prevalence of <1% to 6.8%, gout is the most prevalent 
inflammatory rheumatic joint disease, more commonly seen in men than in 
women and often diagnosed between 60 and 70 years of age (43). An 
increasing incidence around the world has been reported and the incidence 
increases with increasing age (43). Significant comorbidity with higher 
prevalence of HT, diabetes and obesity in women and men compared to GP 
controls already at first gout diagnosis have been reported (44). In Western 
Sweden a gout prevalence of 1.8% in 2012 was found (45).  

1.8 CLASSIFICATION OF PSORIATIC 
ARTHRITIS 

PsA belongs to the seronegative (frequently negative for RF) SpA group and 
was by Moll and Wright in 1973 described as an inflammatory arthritis with 
PsO and usual absence of RF (20). The previously used Moll and Wright 
classification criteria for PsA comprised five subgroups: DIP-joint 
involvement, mainly axial/spondylitis, asymmetric mono- or oligoarthritis, 
symmetric/asymmetric polyarthritis and arthritis mutilans. A number of 
limitations for the Moll and Wright criteria for PsA have been raised, such as 
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difficulties in discriminating between seronegative RA and PsA (46). Other 
classification criteria have been suggested, including Vasey and Espinoza and 
the modified European Spondyloarthropathy Study Group criteria for PsA 
(46, 47). In 2006, the ClASsification criteria for Psoriatic ARthritis 
(CASPAR) criteria (table 1) were developed (48). The CASPAR criteria have 
showed better sensitivity, with equal specificity, in early PsA compared to the 
Moll and Wright criteria (49) and may be used in patients with inflammatory 
articular disease (entheseal, joint or spine). To fulfil the criteria ≥3 points are 
required. 

Table 1, Classification criteria for Psoriatic Arthritis (CASPAR) 
Range of 
points 

Applicable in patients with inflammatory articular disease, involving 
joint, spine or enthesis 

0-2 Active skin psoriasis (2p), own history of psoriasis (PsO) 
or history of PsO in a first/second degree relative 
psoriasis (1p) 

0-1 Typical psoriatic nail changes; 
onycholysis, hyperkeratosis or pitting 

0-1 Negative test for rheumatoid factor (RF), latex method not included 
(1p) 

0-1 Current dactylitis/a history of dactylitis documented by a 
rheumatologist (1p) 

0-1 Radiographic juxta articular formation of new bone, ill-defined 
ossification near joint margins (osteophyte formation excluded) 
on plain radiographs of hand or foot (1p) 

 

1.9 RISK FACTORS FOR PSORIATIC 
ARTHRITIS IN PSORIASIS PATIENTS 

Risk factors for developing PsA in PsO patients include nail/invers/scalp PsO 
(50), severe skin PsO, uveitis and low education (51), subclinical enthesitis 
identified with ultrasound (US) (52), diffuse musculoskeletal symptoms and 
arthralgia (53) and obesity (both in patients with and without PsO) (54-56). 

1.10 PATHOGENESIS OF PSORIATIC 
ARTHRITIS 

There is a considerable heritability in PsO and PsA (57). An Icelandic study 
found a 39 times increased risk of PsA in individuals with a first-degree 
relative with PsA (58). Whereas RA is associated with class II Major 
Histocompatibility Complex (MHC)II, PsA and PsO are associated with 
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MHCI (1). Certain human leukocyte antigens (HLA)-variants are associated 
with different disease phenotypes, HLA*B08, HLA*B2 and HLA*B38 being 
more strongly associated with PsA compared with PsO (59), whereas HLA-
C*06:02 is strongly associated with PsO (60). HLA*B27 has been associated 
with developing symmetric sacroiliitis, enthesitis and dactylitis (61). Genes 
associated with PsA include polymorphisms in the interleukin (IL)-23 
receptor (IL23R) coding gene, genes that regulate the expression and 
signalling of nuclear factor κβ (NF-κβ), expression of tumor necrosis factor 
(TNF), IL-12A and IL-12B (1). 

Although earlier reports have recognized the important role of T-cells in PsA 
(1), the enthesitis-driven hypothesis of psoriatic disease as autoinflammatory 
is increasingly recognized (62). Cytokines (proteins that are involved in 
communication between cells), mainly TNF-α, IL-23, IL-22 and IL-17, are of 
importance in PsA as well as in SpA (62). Diverse subsets of T-cells are 
capable of secreting different cytokines. T-helper (Th)1 cells, mainly 
implicated in cell-mediated immunity, produce interferon gamma (IFN-γ). 
Th2 cells are capable of IL-4, IL-5 and IL-13 production, which are vital in 
allergies and humoral immunity. Th17 cells can secrete IL-17A, IL-17F, IL-
21 and IL-22. Th17 cells are crucial in PsA, contributing to autoimmune 
inflammation, mainly through production of IL-17A (63), that increases the 
production of inflammatory cytokines including TNF-α, IL-6 and IL-1. IL-17 
can be produced by innate lymphoid cells, γδ T-cells and natural killer cells 
(64). IL-23 (comprising subunit p19 (unique for IL-23) and p40 (shared with 
IL-12)) promotes IL-17 production (64). IL-23 is produced by several immune 
cells, including monocytes, macrophages and dendritic cells (64), but also by 
cells within the enthesis that can produce IL-23 and IL-17 (62). IL-17, IL-22 
and IL-23 have roles in keratinocyte proliferation (PsO) (65) and enthesitis, 
arthritis, new-bone formation and bone loss (PsA) (64). Inhibiting TNF-α, IL-
17 and IL-23 is effective in PsO and PsA (65-67).  

The enthesis was previously regarded as an avascular structure which function 
was limited to serve as a link between bone and joint or joint and muscle, 
however in recent years, it´s role in PsA has been highlighted (68). Repetitive 
loading of an enthesis, exacerbated by high body weight, leading to 
microtrauma and subsequent microdamage along with increased vascularity 
and influx of inflammatory cells into the enthesis are suggested to be 
important in SpA (69). The term synovio-entheseal complex has been used to 
describe the intimate anatomical link between synovium and enthesis (69). In 
a recent review by Girolimetto et al, the close link between flexor 
tenosynovitis and dactylitis as shown by US and magnetic resonance imaging 
is discussed (70). In early dactylitis, tenosynovitis and soft tissue oedema is 
more prominent than synovitis whereas in long-standing dactylitis, the 
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opposite is seen, perhaps signalling that the origin of the inflammation in 
dactylitis is outside rather than inside the synovium (70). The DIP joint is 
linked to the nail root and nail matrix through the extension tendon of the DIP 
joint and with the nail also being anchored to the bone, providing an intimate 
link between DIP joint involvement, enthesitis and psoriatic nail disease (71). 
The importance of mechanical stress in SpA is supported by the similarity 
between the enthesis and other junction points that are subject to repetitive 
mechanical stress, such as the aortic root, terminal ileum and ciliary body of 
the eye (62, 72) that are sites of extraarticular involvement in SpA. Mechanical 
stress, bone and joint trauma along with other factors such as certain infections 
(73-75), changes in gut microbiota and subclinical gut inflammation may also 
play a role in PsA (76). In PsO, keratinocytes (producing and responding to 
cytokines and chemokines (chemotactic cytokines), neutrophils, dendritic 
cells, T-cells and antimicrobial peptides present in psoriatic skin are central in 
PsO development (77). 

1.11 TREATMENT OF PSORIATIC ARTHRITIS 
Treatment guidelines for PsA are available from the Group for Research and 
Assessment of Psoriasis and Psoriatic Arthritis (78), American College of 
Rheumatology/National Psoriasis Foundation (79), European Alliance of 
Associations for Rheumatology (EULAR) (80) and in Sweden from the 
Swedish rheumatologic society. The Swedish treatment guidelines for 
spondyloarthritis and PsA are updated yearly 
https://riktlinjer.svenskreumatologi.se/ 

The treatment of PsA is influenced by several factors: the presentation of the 
disease (mono/oligo/polyarticular, peripheral/axial), presence of negative 
prognostic factors including dactylitis, erosive disease, increased ESR or 
CRP, enthesitis, skin/nail PsO, musculoskeletal/articular manifestations, 
extra-articular manifestations such as IBD or uveitis as well as comorbidities. 
According to the Swedish guidelines, intra-articular injections with 
corticosteroids, along with oral non-steroidal anti-inflammatory drugs 
(NSAIDs), having a symptom relieving effect, can be used in 
mono/oligoarticular disease without negative prognostic factors. In 
mono/oligoarticular disease with negative prognostic factors, or if inadequate 
effect of intra-articular corticosteroids or NSAIDs, or in polyarticular disease, 
conventional synthetic (cs) disease modifying anti-rheumatic drug 
(DMARD)s (mainly methotrexate) is the first line of therapy. Leflunomide 
and sulfasalazine can also be used in mono/oligoarticular disease. Biologic 
(b)-DMARDs or targeted synthetic (ts)-DMARDs should be considered in 
patients with inadequate or no effect after ≥3 months treatment with cs-
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DMARD and in patients presenting with very high disease activity. TNF-
inhibitors are the currently preferred b-DMARD, due to their lower price. If 
presence of skin PsO and failing a TNF-inhibitor, an IL-17-inhibitor can be 
used (contraindicated if presence of IBD). Janus kinase-inhibitors, IL-12/IL-
23 inhibitors, IL-23 p19 inhibitors, CTLA4-Ig fusion protein abatacept and 
phosphodieserase-4-inhibitors are other available options if failing a TNF-
inhibitor. Physical therapy and increased physical activity (PA) are important 
parts of the non-pharmacological management. PsA is frequently associated 
with comorbidities, necessitating multidisciplinary efforts (for example 
between rheumatologist and dermatologist if severe PsO, gastroenterologist if 
concomitant IBD, or primary care physician or cardiologist if presence of 
cardiovascular risk factors (CVRFs). 

1.12 DISEASE ASSESSMENT 
Different instruments are available to assess PsO. Using the Body Surface 
Area , a grading of the severity of PsO (mild/moderate/severe) is done based 
on how large proportion of the skin that is affected (81). In Psoriasis Area 
Severity Index (PASI), scores between (0=no involvement and 4=severe 
involvement) are attributed to the head, arms, trunk and legs depending on the 
area of skin involved, erythema, induration or desquamation (82). The 
Dermatology Life Quality Index (DLQI) is an instrument used in various skin 
diseases to assess symptoms and impact of skin disease on daily life (83). 

Disease Activity Score for 28 joints (DAS28), consists of 28 joint counts of 
tender/swollen joints (hands, elbows, shoulders and knees), along with the 
patient´s global health assessment, measured with a visual analogue (VAS) 
scale ranging 0-100 mm (84). DAS28 scores range from 0 to 9.4, where a 
score of <2.6 is defined as clinical remission, whereas scores from 2.6 to <3.2, 
3.2-5.1 and >5.1 are considered low, medium, or high disease activity. DAS28 
was originally developed for RA (85), but is frequently used in PsA although 
not including DIP-joints and joints of the feet. Disease Activity Index in 
PSoriatic Arthritis (DAPSA) (86, 87) has the advantage of including the 68 
tender/66 swollen joints count, together with the patient´s assessment of 
disease activity, pain during the last week and CRP. High DAPSA scores have 
been associated with radiologic changes as well as changes in function in PsA 
(88). DAPSA scores of <4 indicates disease remission, low (4.1-14), average 
(14.1-27.9) and high (>28) disease activity. An improvement of DAPSA score 
of >50% is considered low, >75% average, and >85% considerable.  

The Health Assessment Questionnaire (HAQ) is a 20-item questionnaire 
measuring activity limitations. Total scores range from zero to three where 
zero indicates no impairment and three total impairment (89). The Bath 
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Ankylosing Spondylitis Disease Activity Index (BASDAI) (90) comprises six 
questions assessing spinal pain, joint pain and swelling, enthesitis, fatigue and 
morning stiffness (duration, severity), during the last week. The Bath 
Ankylosing Spondylitis Functional Index (BASFI), is an instrument 
consisting of ten questions, used to assess functional limitations (91). 
BASDAI and BASFI are traditionally used in AS but can also be used in PsA 
to assess the axial component of the disease. The Leeds Enthesitis Index, 
specifically developed for PsA, is frequently used to assess enthesitis, by 
evaluating tenderness of the bilateral locations of the insertion of the achilles 
tendon, lateral elbow epicondyle and medial femoral condyle (92). 

When treating PsA, Minimal Disease Activity (MDA) (93) is often strived for, 
defined as meeting five out of seven domains. The domains concern joints 
(tender joint count ≤1, swollen joint count ≤1), entheses (enthesitis count ≤1), 
PsO (PASI ≤1 or Body Surface Area ≤3%), physical function (HAQ) ≤0.5), 
global assessment (patient´s global VAS (0-100) ≤20) and patient´s pain VAS 
(0-100) ≤15). If meeting all seven criteria, the patient is considered to have 
very low disease activity (94). Instruments for assessing HRQoL are described 
in chapter four. 
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2 CARDIOVASCULAR RISK FACTORS IN 
INFLAMMATORY JOINT DISEASE 

2.1 INTRODUCTION 
More than 90% of the population attributable risk of MI in the GP has been 
ascribed to a number of CVRFs, there among smoking, HT, increased lipids, 
diabetes, obesity and low PA (95). Patients with IJDs are subject to a higher 
risk of cardiovascular disease (CVD), due to chronic inflammation and an 
increased number of CVRFs (96). In RA, an increased risk of MI, comparable 
to the risk in diabetes mellitus has been reported (97-99). Inflammation is 
likely to be important in atherosclerosis (100) and high disease activity has 
been associated with increased CVD risk in PsA (101), RA (102) and AS 
(103). In gout, a recent flare (characterized by acute inflammation abundant 
with neutrophils) has been associated with increased risk of subsequent MI or 
stroke (104). Some CVRFs are implicated in the pathogenesis of IJD, for 
example smoking in Anti-Citrullinated Protein Antibody positive RA (105) 
and obesity in PsA (55) and gout (106). Increased prevalence of CVRFs 
compared to the GP have been reported in RA (107, 108), as well as in gout 
(44) and AS (108, 109). Accumulation of CVRFs in patients with RA, axSpA 
and PsA have been shown in a Norwegian study where HT and elevated 
cholesterol were the most frequently occurring CVRFs and higher occurrence 
of obesity and HT were seen in PsA than in RA and axSpA (110). Prevalence 
of CVRFs and risk of CVD have been more extensively researched in RA 
compared with SpA. 

The importance of controlling disease activity in RA, PsA and AS in order to 
lower CVD risk has been emphasized in EULAR recommendations (96). 
Earlier EULAR recommendations recommended a 1.5 multiplication of 
Systematic Coronary Risk Evaluation (SCORE) (111) in RA patients with 
certain disease characteristics (112) now applies to all RA patients (96). To 
date there is no recommendation for a multiplicative SCORE approach in 
other IJDs. CVD risk assessments are recommended at least once every five 
years in IJD patients with low to moderate risk, more often in those with 
higher risk and should also be considered after major changes in anti-
rheumatic treatment (96). Due to the paradoxical lowering effect of 
inflammation on lipid components, lipids should be measured in stable disease 
activity, or in disease remission (96). CVD risk estimation through validated 
instruments are recommended in the guidelines from the European Society of 
Cardiology (ESC) (113). Different CVD risk calculation tools are available, 
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such as the Framingham risk score (114), Reynolds risk score (115), and the 
more recent SCORE2 (116).  

2.2 PSORIATIC ARTHRITIS 
The American Heart Association and American College of Cardiology 
recognizes PsO as a risk enhancing factor for CVD (117). Increased risk of 
MI, stroke and venous thromboembolism have been showed in PsA, uSpA and 
AS compared to the GP in a Swedish registry study (118). The burden of 
atherosclerosis has been reported as higher in PsA compared with PsO and to 
correlate with increased inflammation (119). In a study of 235 patients with 
PsA, higher disease activity was associated with more atherosclerotic plaque 
(120). Disease activity, as shown by high DAPSA scores, has been reported 
as an independent CVRF in patients with PsA (101), whereas treatment with 
biologics resulted in a reduction of coronary plaque burden in patients with 
moderate to severe PsO (121). Treatment with TNF-α inhibitors have 
demonstrated reductions in serum leptin, resistin and lipids in patients with 
PsO (122). An overrepresentation of CVRFs, such as obesity, HT, diabetes, 
hyperlipidaemia and smoking has been reported in PsO (123-125) and PsA 
(107, 126-129) compared to patients without PsO or PsA. In a multicentre 
study comprising 2254 patients with PsO or PsA from Canada, the United 
States of America (USA) and Israel, a substantial proportion of patients had 
dyslipidaemia or HT (130). 

In PsA, higher prevalence of obesity, HT, diabetes and hyperlipidaemia, 
compared with PsO (126, 131, 132) and RA (126, 132) and more diabetes, 
elevated lipids and obesity compared with RA (133) and more obesity 
compared with other IJDs have been reported (134). An underestimation of 
CVD risk by different CVD risk calculators have been shown in early RA 
(135) as well as in PsA (136, 137). In the 2021 guidelines on CVD prevention, 
the ESC recognizes carotid plaque as an important CVRF (138). To assess 
CVD risk in IJD patients, a study combined US on carotid arteries with 
different CVD risk calculators in patients with PsA, RA and AS, resulting in 
a significant proportion of patients being reclassified into a higher CVD risk 
category upon adding information about presence of carotid plaque (136). 
Prevalence of asymptomatic carotid plaque were similar across IJDs, present 
in as many as 40.1% of the 49 PsA patients with a median age of 55, similar 
to another study that reported comparable degree of arterial stiffness in PsA, 
RA and AS (139). 
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2.3 UNDERDIAGNOSED AND 
UNDERTREATED CARDIOVASCULAR 
RISK FACTORS 

CVRFs are often underdiagnosed and undertreated in IJDs. Suboptimal 
identification and management of obesity, HT and hyperlipidaemia in RA 
patients compared to patients with diabetes or the GP has been reported in a 
retrospective cohort study from the USA, where patient records were reviewed 
for 251 patients with RA, diabetes and from the GP that were matched for age, 
gender and ethnicity (140). In contrast, another study from the USA, showed 
that RA patients were more likely to receive anti-HT or anti-diabetic 
medications, but not statins, compared to matched GP controls (141). Yet 
another study from the USA reported that among 3298 RA patients, ≥65 years 
of age, without diabetes mellitus, hyperlipidaemia or CVD, only 45% had 
undergone lipid screening during the years 2004-2006 (142). In an English 
study from 2011, where a questionnaire was sent to 376 general practitioners, 
RA was identified as an independent CVRF by only 32% of the general 
practitioners (143). In a Norwegian multicentre study assessing RA, axSpA 
and PsA patients, undertreatment of hyperlipidaemia and HT were reported in 
all IJDs (144). RA patients were more often undertreated regarding lipids, 
whereas undertreatment of HT was more common in PsA patients (144). In 
another multicentre study, published in 2018, comprising over 2000 patients 
with PsO or PsA from eight centres in Canada, USA or Israel, a significant 
undertreatment of HT and dyslipidaemia was reported, more frequently in 
those with PsO instead of PsA, ≤50 years of age and in men (130). In RA, The 
management of CVRFs by a multidisciplinary approach, involving 
rheumatologists and cardiologists have been suggested (145) and successful 
treatment of hyperlipidaemia has been reported in RA, PsA and AS patients 
in a Norwegian preventive combined cardio-rheuma clinic, where lipid target 
levels were reached in around 90% of patients (146). From the same clinic, 
Rollefstad et al showed that the degree of inflammation at baseline (BL) did 
not affect the doses of lipid-lowering drugs needed to reach lipid target levels 
in IJDs (147).  
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3 OBESITY AND AUTOIMMUNITY 

3.1 INTRODUCTION 
In obesity, the white adipose tissue (WAT) secretes a number of cytokines that 
increase inflammation through increased influx of macrophages and other 
immune cells and a shift from an anti-inflammatory M2 type of macrophage 
to inflammatory M1 macrophages (148). Adipocytes themselves are capable 
of cytokine and adipokine secretion (149) and together with Th17 cells, 
macrophages and other immune cells that infiltrate the WAT in obesity, an 
inflammatory milieu is created (150).  

3.2 OBESITY IN PSORIATIC ARTHRITIS 
Several studies have reported an overrepresentation of obesity in PsA 
compared to the GP (126-128), PsO (126) and RA (126, 133). Obesity 
increases the risk of developing PsA (54, 55, 151), increases disease activity 
(152) and negatively affects treatment outcomes (32, 152-154). Mendelian 
randomization studies have found associations between BMI and PsO (155) 
and between genetically predicted body size during childhood and PsA (156). 
Several cytokines and adipokines, including TNF-α, IL-1, IL-6, IL-17, IL-23, 
leptin, resistin and adiponectin, are influenced by obesity (148, 157, 158). 
Cytokines and adipokines may be produced by the WAT, as well as in fat pads 
in joints, and can influence the development of enthesitis and PsA (159). A 
meta-analysis found elevated serum levels of TNF-α, IFN-γ, IL-2, IL-6, IL-8, 
IL-18, IL-22 and resistin in PsO, but no significant difference in IL-17 and IL-
23 levels compared to controls (160). Cells that produce IL-17 have however 
been reported as increased comparing PsO skin to non-PsO skin (161) and in 
synovial fluid in joints of PsA patients compared with RA patients (162). 
Higher adiponectin levels have been reported in patients with PsA compared 
to PsO, along with positive but weak correlations with active and damaged 
joints in PsA (163). 

3.2.1 EFFECTS OF WEIGHT LOSS IN PSORIATIC 
ARTHRITIS 

Bariatric surgery has been shown to decrease the risk of developing PsO in 
patients without PsO at BL in a Swedish long-term follow-up study, where 
however no significantly reduced risk for PsA was seen (164). In a Danish 
nationwide study, gastric bypass but not gastric banding lowered the risk of 
PsO and PsA (165). In 41 patients with PsA with a BL BMI ≥33 kg/m2, 
reduced weight through Very Low Energy Diet (VLED) has been associated 



 

12 
 

2.3 UNDERDIAGNOSED AND 
UNDERTREATED CARDIOVASCULAR 
RISK FACTORS 

CVRFs are often underdiagnosed and undertreated in IJDs. Suboptimal 
identification and management of obesity, HT and hyperlipidaemia in RA 
patients compared to patients with diabetes or the GP has been reported in a 
retrospective cohort study from the USA, where patient records were reviewed 
for 251 patients with RA, diabetes and from the GP that were matched for age, 
gender and ethnicity (140). In contrast, another study from the USA, showed 
that RA patients were more likely to receive anti-HT or anti-diabetic 
medications, but not statins, compared to matched GP controls (141). Yet 
another study from the USA reported that among 3298 RA patients, ≥65 years 
of age, without diabetes mellitus, hyperlipidaemia or CVD, only 45% had 
undergone lipid screening during the years 2004-2006 (142). In an English 
study from 2011, where a questionnaire was sent to 376 general practitioners, 
RA was identified as an independent CVRF by only 32% of the general 
practitioners (143). In a Norwegian multicentre study assessing RA, axSpA 
and PsA patients, undertreatment of hyperlipidaemia and HT were reported in 
all IJDs (144). RA patients were more often undertreated regarding lipids, 
whereas undertreatment of HT was more common in PsA patients (144). In 
another multicentre study, published in 2018, comprising over 2000 patients 
with PsO or PsA from eight centres in Canada, USA or Israel, a significant 
undertreatment of HT and dyslipidaemia was reported, more frequently in 
those with PsO instead of PsA, ≤50 years of age and in men (130). In RA, The 
management of CVRFs by a multidisciplinary approach, involving 
rheumatologists and cardiologists have been suggested (145) and successful 
treatment of hyperlipidaemia has been reported in RA, PsA and AS patients 
in a Norwegian preventive combined cardio-rheuma clinic, where lipid target 
levels were reached in around 90% of patients (146). From the same clinic, 
Rollefstad et al showed that the degree of inflammation at baseline (BL) did 
not affect the doses of lipid-lowering drugs needed to reach lipid target levels 
in IJDs (147).  

 

13 
 

3 OBESITY AND AUTOIMMUNITY 

3.1 INTRODUCTION 
In obesity, the white adipose tissue (WAT) secretes a number of cytokines that 
increase inflammation through increased influx of macrophages and other 
immune cells and a shift from an anti-inflammatory M2 type of macrophage 
to inflammatory M1 macrophages (148). Adipocytes themselves are capable 
of cytokine and adipokine secretion (149) and together with Th17 cells, 
macrophages and other immune cells that infiltrate the WAT in obesity, an 
inflammatory milieu is created (150).  

3.2 OBESITY IN PSORIATIC ARTHRITIS 
Several studies have reported an overrepresentation of obesity in PsA 
compared to the GP (126-128), PsO (126) and RA (126, 133). Obesity 
increases the risk of developing PsA (54, 55, 151), increases disease activity 
(152) and negatively affects treatment outcomes (32, 152-154). Mendelian 
randomization studies have found associations between BMI and PsO (155) 
and between genetically predicted body size during childhood and PsA (156). 
Several cytokines and adipokines, including TNF-α, IL-1, IL-6, IL-17, IL-23, 
leptin, resistin and adiponectin, are influenced by obesity (148, 157, 158). 
Cytokines and adipokines may be produced by the WAT, as well as in fat pads 
in joints, and can influence the development of enthesitis and PsA (159). A 
meta-analysis found elevated serum levels of TNF-α, IFN-γ, IL-2, IL-6, IL-8, 
IL-18, IL-22 and resistin in PsO, but no significant difference in IL-17 and IL-
23 levels compared to controls (160). Cells that produce IL-17 have however 
been reported as increased comparing PsO skin to non-PsO skin (161) and in 
synovial fluid in joints of PsA patients compared with RA patients (162). 
Higher adiponectin levels have been reported in patients with PsA compared 
to PsO, along with positive but weak correlations with active and damaged 
joints in PsA (163). 

3.2.1 EFFECTS OF WEIGHT LOSS IN PSORIATIC 
ARTHRITIS 

Bariatric surgery has been shown to decrease the risk of developing PsO in 
patients without PsO at BL in a Swedish long-term follow-up study, where 
however no significantly reduced risk for PsA was seen (164). In a Danish 
nationwide study, gastric bypass but not gastric banding lowered the risk of 
PsO and PsA (165). In 41 patients with PsA with a BL BMI ≥33 kg/m2, 
reduced weight through Very Low Energy Diet (VLED) has been associated 



 

14 
 

with lowered disease activity measured by Disease Activity Score for 28 joints 
using CRP (DAS28CRP) and DAPSA after six months follow-up (166), 
which remained lowered at two years follow-up (167). In a dietary weight loss 
study where 60 overweight patients were randomized to either Low Energy 
Diet (LED) or to a control group without LED, greater reductions in body 
weight, PASI and DLQI were seen in the LED-group both at 16 weeks (168) 
and remained improved at 64 weeks follow-up (169). In a study where 
overweight/obese PsA patients were started on treatment with TNF-α 
inhibitors and a hypocaloric diet, a significant and dose-dependent effect of 
weight loss on the chance of reaching MDA after six months was reported 
(153). A meta-analysis from 2019 indicates that weight loss can improve PsO 
and PsA and prevent PsO in obese individuals, but that less data exists for PsA 
(170). 

3.3 OBESITY IN OTHER INFLAMMATORY 
JOINT DISEASES 

Conflicting results regarding obesity and RA have been reported. Some have 
reported obesity to be associated with a higher risk of developing RA (171-
173), whereas others have found a reduced risk of RA in overweight/obese 
men but not in women (174) and less radiographic progression in overweight 
RA patients (175). A long-term follow-up study, where patients without RA 
at BL were followed up to 29 years after bariatric surgery, did not detect any 
significant effect on the risk of developing RA (176). Gout is linked with the 
metabolic syndrome (43) and bariatric surgery was associated with a lowered 
risk for gout in a long-term follow-up study of individuals without gout at BL 
(177). In a Swedish study of 166 patients with AS, obesity at BL was 
associated to a higher risk of syndesmophyte progression in the spine at five-
years follow-up (178). In a study assessing risk factors for AS, RA, PsO and 
PsA, obesity was a risk factor for PsO and PsA (179). In a recent systematic 
review and meta-analysis, obesity resulted in poorer response to TNF-α 
inhibition in RA and SpA including PsA (180). 

3.4 CYTOKINES AND ADIPOKINES IN 
OBESITY IN INFLAMMATORY JOINT 
DISEASES 

TNF-α, IL-1, IL-6 and CRP is frequently elevated in obesity (181). TNF-α has 
been reported to be secreted by WAT (149) and is important in PsA and in 
other SpA. In a small cross-sectional study of non-IJD patients, higher plasma 
levels of IL-17 and IL-23 were noted in obese (n=26) compared to non-obese 
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(n=20) women (182). In a study comprising 32 obese patients undergoing 
bariatric surgery, significantly reduced IL-1β, IFN-γ, IL-6, TNF-α, IL-23 but 
not IL-17 levels were seen comparing preoperative values and values six 
months after bariatric surgery (183). Others have reported altered cytokine 
secretion in follicular helper T-cells after bariatric surgery, including lowered 
IFN-γ, IL-2, IL-4 and IL-17 secretion (184).  

Leptin is an adipokine with a central function communicating the size of the 
adipose tissue and regulating appetite. It is mainly produced in WAT and 
positively correlates with amount of body fat (149, 185). Leptin´s 
inflammatory properties include increasing the number of Th17 cells and 
levels of several cytokines, there among TNF-α, IL-1β, IL-6, IL-12, and IL-
17 (186). Resistin, also inflammatory and secreted by WAT, is higher in 
obesity than in the lean state (149). In a meta-analysis comprising studies with 
information on leptin (n=26), adiponectin (n=25) and resistin levels (n=15) in 
patients with PsO and controls, higher serum leptin and resistin but lower 
adiponectin levels were reported in patients with PsO (187). Adiponectin, 
produced by adipocytes, but inversely related to the degree of obesity (149), 
circulates in the blood in different isoforms with different molecular weight 
and has been ascribed inflammatory as well as anti-inflammatory properties 
depending on it´s isoform, binding receptor and effector site (188, 189). In a 
recent review study, although not including patients with PsO or PsA, 
contrasting findings regarding adiponectin levels (increased as well as 
unchanged) along with reductions in several inflammatory cytokines and 
adipokines, there among leptin, CRP, IL-6 and TNF-α, were reported after 
weight loss by diet or bariatric surgery (190).  
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4 HEALTH-RELATED QUALITY OF LIFE IN 
INFLAMMATORY JOINT DISEASE 

4.1 INTRODUCTION 
HRQoL is often used to describe an individual´s function, physical and mental 
well-being (191). Lowered HRQoL has been reported in PsA (192), RA (192-
194), AS (193, 195, 196) and gout (197), compared with controls. The IJD as 
well as comorbidities may affect HRQoL. A number of instruments can be 
used to measure HRQoL, there among the often used EuroQol-5-dimensions 
(EQ-5D), consisting of five questions (198). Another frequently used 
instrument is the Medical Outcomes Study 36-item short-form health survey 
(SF-36), comprising eight domains: physical functioning (PF), role physical 
(RP), social functioning (SF), role emotional (RE), mental health (MH), 
vitality (VT), bodily pain (BP), and general health (GH) (199). Summary 
scores for physical (Physical Component Summary (PCS)) and mental 
(Mental Component Summary (MCS) HRQoL, with scores 0-100 respectively 
based on values from a reference population, can be calculated. Scores higher 
than 50 represent better health status compared to the reference population. 
The RAND 36-Item Health Survey (RAND-36) is a newer, but similar 
alternative to SF-36 that has been reported as reliable in a study assessing the 
Swedish version of RAND-36 (200). Similar results for the summary scores 
have been reported for SF-36 and RAND-36 (201) and the SF-36 has been 
reported as valid in PsA (202), RA (194, 203), AS (195) and gout (204). 
Studies comparing physical HRQoL (PCS) and mental HRQoL (MCS) in 
different IJDs have shown conflicting results. Some studies have reported 
higher PCS in AS compared with RA (193, 205), whereas a review study 
stated similar reductions in HRQoL among patients with AS and RA (196).  

4.2 HEALTH-RELATED QUALITY OF LIFE IN 
PSORIATIC ARTHRITIS 

In a study of 405 patients with PsA, HRQoL was reduced compared to the GP 
already at PsA diagnosis (206). In a study comparing HRQoL in 201 PsA and 
201 PsO patients, HRQoL was worse in PsA (207), in accordance with a 
newer review study (208). Similarly to in other IJDs, a lower PCS score 
compared to MCS score has been reported in PsA (192), nevertheless PsA has 
been shown to substantially impact mental well-being and participation in 
social activities (208). The prevalence of anxiety and depression have been 
reported as higher in PsA compared to PsO (209). Worse PCS scores have 

 

17 
 

however been reported in RA compared with PsA and AS, in non age-matched 
analysis (192), similarly to a study by Husted et al from 2001 that reported 
worse PCS but similar MCS in 43 RA patients compared with 107 PsA 
patients (210). In contrast, a small study of 47 PsA and 47 RA patients, 
showed no difference in HRQoL, using EQ-5D, in PsA compared to RA (211). 
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5 AIMS 
The general aim of this thesis was to study CVRFs, HRQoL and effects of 
weight loss on serum cytokines and adipokines in PsA. Specific aims and 
corresponding studies were as follows. 

I. Assess the prevalence of CVRFs in patients with PsA, compare 
the prevalence between sexes and with the GP (overall and by 
sex). 

II. Assess and compare the prevalence of single and multiple 
CVRFs in PsA, gout, RA and AS, overall and stratified by sex. 

III. Compare HRQoL, measured by RAND-36 between patients 
with PsA, gout, RA and AS, overall, divided by sex and between 
women and men for respective IJD diagnosis. 

IV. Evaluate the effects of VLED on serum cytokines and 
adipokines six months after BL in a weight loss intervention in 
obese patients with PsA and controls matched for sex, age and 
weight.  
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6 SUMMARY OF METHODS 

6.1 STUDY I 

6.1.1 SETTING 
This cross-sectional questionnaire study was performed in Western Sweden, 
where PsA patients were retrieved and compared to a national sample from 
the GP. 

6.1.2 PATIENTS AND CONTROLS 
PsA patients (n=982) in the ages 25-75 years old with International 
Classification of Diseases (ICD)-10 codes L40.5, M07.2, and M07.3 and ≥1 
visit to the Rheumatology Clinic at Sahlgrenska University Hospital, 
Gothenburg, between 1 January 2014 and 1 March 2016, were identified 
through the clinic´s patient register. 

As controls, individuals replying to the 2016 Swedish National Public Health 
Survey was used. The survey is administered by the Public Health Agency of 
Sweden and was in 2016 sent to 20 000 randomly selected Swedish citizens. 
The GP controls (n=7559) were matched for sex and age to the PsA patients. 
Data from the Swedish National Public Health Survey can be retrieved from 
the National Board of Health and Welfare upon request. 

6.1.3 QUESTIONNAIRE 
A postal questionnaire including questions about weight, height, smoking 
habits, HT, diabetes and hyperlipidaemia was sent to PsA patients. They were 
also asked if interested in participation in a weight loss study (study IV), if 
BMI ≥33 kg/m2. A reminder questionnaire was sent to those not replying to 
the first one. Based on the answers in the questionnaire, variables were defined 
as following: Normal weight (BMI <25.0 kg/m2), overweight (BMI 25.0–29.9 
kg/m2), obesity (BMI ≥30.0 kg/m2). Occurrence of diabetes (self-reported 
treatment), hypertension, hyperlipidaemia and smoking status was assessed.  

6.1.4 STATISTICS 
Utilizing data from the 2016 Swedish National Public Health Survey, 
comparisons of PsA patients with the GP were done for the entire groups as 
well as by sex and age groups (27-44, 45-60, 61-75, years of age). Descriptive 
statistics (percentages, mean and standard deviation (SD)) were calculated. 
Composite variables of prevalence of 0-4 CVRFs (obesity, ever smoking, 
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hypertension, diabetes) were computed. PsA and controls were compared by 
independent samples t-test, chi-square or Fischer´s exact test. Odds ratios 
(OR) were calculated by logistic regression. SPSS Statistics version 23 (IBM 
Corp., Armonk, NY, USA) was used for statistical analyses.  

6.1.5 ETHICS 
The study was approved by the Regional Ethics Committee in Gothenburg 
(reference number 901-15). Replying to the questionnaire was considered 
informed consent.  

6.2 STUDY II-III 

6.2.1 SETTING 
In the cross-sectional questionnaire studies II-III that were set in Western 
Sweden, patients with PsA, gout, RA and AS, were retrieved from local 
patient registries and sent a postal questionnaire (a different questionnaire 
compared to the one used in study I).  

6.2.2 PATIENTS 
Individuals ≥18 years of age and with ≥1 ICD-10 diagnosis of PsA, gout, RA  
or AS, documented at a healthcare visit to a doctor at a rheumatology clinic 
(for all patients) or at any of twelve randomly selected primary care centres 
(patients with gout), during January 2015 through February 2017, were 
identified. The rheumatology clinics of Sahlgrenska University Hospital 
(gout, PsA, RA, AS), Uddevalla hospital (RA, AS) and Skövde hospital (PsA, 
RA, AS) were used to retrieve patients. Randomly selected patients with RA 
(n=1246) and PsA (n=1200), with a pre-decided equal distribution of women 
and men, were included and sent a questionnaire. All patients with AS 
(n=1095) and gout (n=1589) were sent a questionnaire. The questionnaires 
were sent in 2017. 

6.2.3 QUESTIONNAIRE 
The postal questionnaire sent to the patients with PsA, RA, AS and gout 
included questions about height, weight, education, CVRFs (HT, diabetes, 
hyperlipidaemia, low PA, sedentary lifestyle, smoking), HRQoL (RAND-36), 
numeric rating scales (NRS) for global health, pain, fatigue and current 
medication. CVRFs (study II) were defined as: Obesity (BMI ≥30.0 kg/m2), 
low PA (≤3 hours per week), a sedentary lifestyle (total daily sitting time, 
excluding time spent sleeping ≥7 hours + ≤3 hours of PA per week), smoking 
(‘current’, ‘ever’ smoker), hypertension (yes), hyperlipidaemia (yes) or 
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diabetes (yes). Composite variables assessing occurrence of ‘minimum one to 
four CVRFs‘ (hypertension, obesity, hyperlipidaemia, diabetes, current 
smoking and a sedentary lifestyle) were created. In study III, a comorbidity 
score ranged from zero to six was created by attributing one point per each 
self-reported diagnosis of: diabetes, MI, stroke, cancer, kidney disease, lung 
disease. 

6.2.4 STATISTICS 
Descriptives (absolute counts and percentages) were calculated for categorical 
variables and means (SD) for continuous variables. For comparing categorical 
variables and age-standardised rates/prevalence across IJDs (study II), chi-
square tests were used. Age standardisation was done to enable comparisons 
of CVRFs across IJDs with different age distributions. The Swedish 
population from 2018, retrieved from Statistics Sweden and divided in five-
year age intervals, was used as the standard population for age standardisation. 
For comparing mean values for continuous variables, independent samples t-
tests or analysis of variance were used. In study III, age- and sex-matching on 
+/-2 years were done across the four IJDs. The RAND-36 summary scores 
(PCS and MCS) were calculated using the Swedish normative population. 

6.2.5 ETHICS 
Ethical approval was granted by the Regional Ethical Review Board in 
Gothenburg, Sweden (approval number 519-16). Returning the questionnaire 
was considered informed consent, and participants received written 
information that the data would be published on a group level. 

6.3 STUDY IV 

6.3.1 SETTING 
This open intervention study was set at the Department of Rheumatology at 
Sahlgrenska University hospital, Gothenburg, Western Sweden. Data from the 
six months (M6) follow-up visit was used and compared to the baseline (BL) 
visit. 

6.3.2 PATIENTS AND CONTROLS 
Patients between 25-75 years of age with PsA (ICD-10 codes L40.5, M07.2, 
and M07.3) were recruited from the Sahlgrenska University Hospital and the 
rheumatology clinics in Alingsås and Borås, Patients that fulfilled the 
CASPAR criteria (48) and had a BMI ≥33 kg/m2 were included. Exclusion 
criteria were: binge eating disorders, epilepsy, mental imbalance affecting 
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participation, pregnancy, porphyria, severe heart, kidney or catabolic disease 
and type 1 diabetes. In addition, those treated with warfarin, lithionin or 
phenantoin, having had a MI, stroke, major surgery or trauma during the last 
three months or treated for cancer the last five years were not eligible for the 
study. Controls with obesity already planned for weight loss treatment were 
recruited from the Regional Obesity Centre at Sahlgrenska University 
Hospital and matched for age, sex and weight to the PsA patients. In controls, 
the same exclusion criteria as in PsA patients, with the addition of PsO or any 
rheumatic disease, were applied. 

6.3.3 INTERVENTION 
PsA patients and controls were given VLED, containing 640 kcal per day, for 
12 or 16 weeks, depending on BMI <40 or ≥40 kg/m2 at BL. Subsequently, 
food was gradually reintroduced during 12 weeks along with personal energy-
restricted dietary advice. Patients and controls were followed during 12 
months at the Regional Obesity Centre at Sahlgrenska University Hospital 
compliant with the routine for structured weight loss treatment. Patients and 
controls were seen by a physiotherapist at the rheumatology department at BL 
and after six, 12 and 24 months and were encouraged to do PA ≥150 min per 
week throughout the study period. 

6.3.4 ASSESSMENTS 
The PsA patients were examined at the Department of Rheumatology at 
Sahlgrenska University hospital at BL, three, six, 12 and 24 months. The 
controls were followed in a similar manner until 12 months. In study IV, data 
from BL and M6 was utilized. PsA patients were assessed with joint and skin 
examinations, measurements of weight and height and answered 
questionnaires (HAQ, VAS scales for pain, fatigue and patients´ global 
disease activity) at BL and M6, whereas controls were assessed with body 
weight and height measurements. Serum levels of CRP, cytokines (TNF-, 
IL-1, IL-6, IL-8, IL-12/IL-23 p40, IL-13, IL-17, IL-23, interferon (IFN)-) 
and adipokines (leptin, resistin, total (tot)-adiponectin and High Molecular 
Weight (HMW) adiponectin were measured at BL and at M6. CRP was 
analysed by standard laboratory techniques. Cytokines and adipokines were 
measured using Human Magnetic Luminex® Assays (R&D-systems), 
according to instructions by the manufacturers, at the Department of 
Rheumatology and Inflammation research, University of Gothenburg. 

6.3.5 STATISTICS 
Descriptive statistics (numbers, percentages, median and interquartile range 
(IQR)) were calculated. Group comparisons were made using the Mann-
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Whitney U and chi-square test, for continuous and categorical unrelated 
variables respectively. For continuous related samples, Wilcoxon Signed 
Rank Test was performed. Spearman’s correlation (rS) was performed to 
assess correlations between delta values (change between BL and M6) of 
selected variables.  

6.3.6 ETHICS 
Study approval was granted by the Regional Ethics Committee in Gothenburg 
(approval number 901-15) and the study participants provided written 
informed consent.  
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7 SUMMARY OF RESULTS 

7.1 STUDY I 
In this cross-sectional study, a questionnaire was sent to 982 PsA patients, of 
which 692 (70.6%) replied. The mean (SD) age of the respondents were 55.6 
(11.4) years, with a similar sex ratio, 360 (52%) women and 332 (48%) men. 
From the GP, 7559 individuals were matched for sex and age to the PsA 
patients. Self-reported CVRFs comprised: Overweight/obesity, HT, diabetes, 
smoking status (current/former/ever/non) smokers and hyperlipidaemia 
(available in PsA but not in the GP). Obesity, ever smoking, HT, diabetes and 
two, three and four CVRFs were more prevalent in PsA patients compared to 
the GP controls (table 2). 

Table 2, Comparison of patients with PsA and matched GP controls  

 
 
Data are n (%), CVRFs (obesity, ever smoking, hypertension, diabetes) 
CVRFs Cardiovascular risk factors 
PSA Psoriatic arthritis 
 
Comparing women and men with PsA, overweight was less common in 
women (31.1% vs 41.6%, p=0.004), whereas current (13.6% vs 7.5%, 
p=0.008), former (48.3% vs 37.7%, p=0.001) and ever-smoking (58.6% vs 
43.1%, p<0.001) were more common in women. Stratifying by age-group, 
obesity was more common in women and men with PsA, all age-groups, 
except in men 45-60 years of age, compared with the GP. In women (in 
addition to obesity), HT, diabetes (age groups 45-60 and 61-75 years), and 
ever smoking (age groups 27-44 and 45-60 years), were more prevalent in 
PsA, compared with the GP. In men (in addition to obesity in all age-groups 
except 45-60 years of age), only HT was more prevalent in PsA compared to 
the GP. Occurrence of multiple CVRFs were significantly more common in 
women (two and three CVRFs (21.7% vs 14.7%, p<0.001 and 18.9% vs 4.1%, 

PsA (n=692) Controls (n=7559) p-value
Obesity 198 (28.6) 1231 (16.3) <0.001
Ever smoking 354 (51.1) 3121 (41.3) <0.001
Hypertension 279 (40.3) 1801 (24.1) <0.001
Diabetes 73 (10.5) 468 (6.2) <0.001
1 CVRF 251 (36.3) 2828 (37.4) 0.553
2 CVRFs 151 (21.8) 1182 (15.6) <0.001
3 CVRFs 96 (13.9) 375 (5.0) <0.001
4 CVRFs 17 (2.4) 76 (1.0) <0.001
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p<0.001) respectively and in men with PsA (two and four CVRFs (22.0% vs 
16.7%, p=0.014 and 3.0% vs 1.1%, p=0.003) respectively compared with the 
GP. 

7.2 STUDY II 
In this cross-sectional study, the response frequencies were 699/1200 (58.3%) 
for PsA, 868/1589 (54.6%) for gout, 742/1246 (59.6%) for RA and 587/1095 
(53.6%) for AS. The sex distributions (% men) were: PsA (46.9%), gout 
(79.6%), RA (47.8%) and AS (56.4%). HT was the most commonly reported 
CVRF (gout 64.6%, RA 43.4%, PsA 40.5% and AS 29.3%). The occurrence 
of obesity was: gout 24.7%, PsA 23.0%, AS 17.0% and RA 15.2%. 
Hyperlipidaemia was reported in 32.1% of gout patients, followed by RA 
(18.9%), PsA (17.3%) and AS (10.9%). Multiple CVRFs were more common 
in gout, followed by PsA, RA and AS.  

In women (table 3), age-standardized prevalence of obesity, diabetes, 
hyperlipidaemia, sedentary lifestyle and multiple CVRFs were higher in gout 
than in PsA, RA and AS. In addition, a higher prevalence of HT in gout 
compared with RA and AS was found along with no significant difference 
between gout and PsA. In PsA, prevalence of obesity and HT were higher than 
in RA or AS. Diabetes and hyperlipidaemia were more common in PsA 
compared with AS. Occurrence of ≥2 and ≥3 CVRFs were higher in PsA than 
in RA and AS. 

Table 3, Age-standardized prevalence of CVRFs in women, 45-89 years 

 

AS Ankylosing spondylitis 
CVRF Cardiovascular risk factor 
PA Physical activity 
PsA Psoriatic arthritis 
RA Rheumatoid arthritis 
 

PsA
n=291

RA
n=347

AS
n=163

Gout
n=159

p-value
PsA vs RA

p-value
PsA vs AS

p-value
PsA vs gout

p-value
RA vs AS

p-value
RA vs gout

p-value
AS vs gout

Obesity 28.8 17.9 17.5 38.7 <0.001 0.009 0.028 0.983 <0.001 <0.001
Hypertension 46.9 40.6 36.0 52.9 <0.001 0.030 0.216 0.338 <0.001 0.003
Diabetes 11.5 7.4 5.4 18.1 0.095 0.040 0.042 0.412 <0.001 <0.001
Hyperlipidemia 21.2 16.6 12.4 30.6 0.139 0.016 0.025 0.193 <0.001 <0.001
PA≤3 hours/week 50.4 59.1 47.3 60.9 0.030 0.503 0.033 0.012 0.681 0.013
Sedentary 19.0 23.4 21.0 34.7 0.172 0.614 <0.001 0.531 0.008 0.006
Current smoking 13.9 13.3 5.5 12.8 0.857 0.007 0.728 0.009 0.834 0.027
Minimum 1 CVRF 72.2 68.4 60.7 76.3 0.288 0.012 0.366 0.093 0.073 0.003
Minimum 2 CVRF 43.6 33.8 26.1 58.3 0.010 <0.001 0.003 0.096 <0.001 <0.001
Minimum 3 CVRF 19.7 13.1 7.8 36.4 0.023 0.001 <0.001 0.098 <0.001 <0.001
Minimum 4 CVRF 5.0 3.6 2.6 15.4 0.289 0.168 <0.001 0.544 <0.001 <0.001
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In men (table 4), higher age-standardized prevalence of obesity was found in 
gout compared with RA and PsA, along with more HT and hyperlipidaemia 
compared with PsA, RA and AS. Diabetes and having a sedentary lifestyle 
were also more common in gout compared with PsA and AS. Multiple CVRFs 
(≥1, ≥2 and ≥3 CVRFs) were more prevalent in gout compared with PsA, RA 
and AS. The occurrence of obesity, diabetes, HT, hyperlipidaemia, sedentary 
lifestyle and multiple CVRFs were comparable across RA, PsA, AS. Current 
smoking was more common in RA than in PsA. 

Table 4, Age-standardized prevalence of CVRFs, in men, 30-89 years 

 
 
AS Ankylosing spondylitis 
CVRF Cardiovascular risk factor 
PA Physical activity 
PsA Psoriatic arthritis 
RA Rheumatoid arthritis 

7.3 STUDY III 
This cross-sectional questionnaire study was based on the same questionnaire 
and responders as study II. Overall, physical HRQoL, represented by PCS 
scores, were poorer compared with mental HRQoL, represented by MCS 
scores, across IJDs and with a similar pattern in all IJDs. Gout patients 
reported better PCS and somewhat better MCS scores than the other IJDs 
(table 5). The rating of NRS for global health, pain and fatigue and HAQ 
scores were also more favourable in gout compared with the other IJDs both 
overall and stratified by sex. RA patients reported the worst PCS scores in 
both women and men compared to PsA and AS (except in women where the 
scores for PsA and RA were comparable), but after age-matching PCS and 
MCS scores were similar in PsA, RA and AS.  

 

PsA
n=320

RA
n=349

AS
n=300

Gout
n=674

p-value
PsA vs RA

p-value
PsA vs AS

p-value
PsA vs gout

p-value
RA vs AS

p-value
RA vs gout

p-value
AS vs gout

Obesity 11.8 10.6 14.2 18.9 0.602 0.364 0.006 0.149 <0.001 0.087
Hypertension 38.2 31.5 33.5 48.2 0.083 0.260 0.002 0.581 <0.001 <0.001
Diabetes 9.0 10.0 6.1 14.1 0.706 0.153 0.024 0.070 0.055 <0.001
Hyperlipidemia 14.1 14.5 13.8 24.0 0.885 0.899 <0.001 0.786 <0.001 <0.001
PA≤3 hours/week 33.1 35.9 29.6 39.9 0.465 0.354 0.039 0.097 0.202 0.002
Sedentary 28.2 32.7 26.7 37.5 0.203 0.684 0.004 0.096 0.123 <0.001
Current smoking 7.1 15.3 12.5 10.7 <0.001 0.021 0.074 0.343 0.035 0.375
Minimum 1 CVRF 56.3 56.9 53.7 63.7 0.841 0.518 0.025 0.391 0.039 0.003
Minimum 2 CVRF 27.6 30.6 28.0 42.9 0.369 0.889 <0.001 0.459 <0.001 <0.001
Minimum 3 CVRF 12.0 13.3 13.1 20.7 0.611 0.671 <0.001 0.946 0.003 0.004
Minimum 4 CVRF 4.4 4.7 3.7 7.4 0.896 0.654 0.068 0.559 0.083 0.026
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Table 5, Comparison of PCS and MCS across IJD diagnoses, overall and 
stratified by sex 

 
 
Values are mean (SD) 
AS Ankylosing spondylitis 
MCS Mental component summary 
PsA Psoriatic arthritis 
PCS Physical component summary 
RA Rheumatoid arthritis 
 

Comparing women and men with the same IJD, a similar pattern with worse 
PCS scores, HAQ, NRS scores (global health, pain and fatigue) in women 
compared with men was seen in all IJDs, except for pain in RA. In table 6, 
comparisons between women and men with PsA are shown. 

Table 6, Comparisons between women and men with PsA 

 

Values are mean (SD) 
HAQ Health assessment questionnaire 
MCS Mental component summary 

Overall
PsA
n=699

RA
n=742

AS
n=587

Gout
n=868

p-value
PsA vs RA

p-value
PsA vs AS

p-value
PsA vs gout

p-value
RA vs AS

p-value
RA vs gout

p-value
AS vs gout

PCS 38.3 (12.2) 36.1 (12.5) 39.7 (11.4) 41.2 (12.3) <0.001 0.035 <0.001 <0.001 <0.001 0.022
MCS 45.3 (12.8) 47.4 (12.2) 43.7 (13.0) 48.9 (11.1) 0.003 0.025 <0.001 <0.001 0.012 <0.001

Women
PsA
n=371

RA
n=387

AS
n=256

Gout
n=177

p-value
PsA vs RA

p-value
PsA vs AS

p-value
PsA vs gout

p-value
RA vs AS

p-value
RA vs gout

p-value
AS vs gout

PCS 34.5 (11.6) 34.7 (12.7) 37.4 (11.6) 36.4 (13.9) 0.827 0.003 0.151 0.007 0.188 0.481
MCS 44.0 (13.4) 46.1 (12.5) 42.6 (12.8) 47.9 (12.1) 0.030 0.220 0.002 0.001 0.144 <0.001

Men
PsA
n=328

RA
n=355

AS
n=331

Gout
n=691

p-value
PsA vs RA

p-value
PsA vs AS

p-value
PsA vs gout

p-value
RA vs AS

p-value
RA vs gout

p-value
AS vs gout

PCS 42.5 (11.4) 37.5 (12.2) 41.5 (10.9) 42.3 (11.7) <0.001 0.282 0.799 <0.001 <0.001 0.340
MCS 46.8 (11.9) 48.7 (11.8) 44.5 (13.1) 49.1 (10.9) 0.044 0.019 0.004 <0.001 0.607 <0.001

Variables
Women
n=371

Men
n=328 p-value

Age 56.9 (14.0) 56.3 (12.2) 0.549
NRS global 4.6 (2.4) 3.3 (2.3) <0.001
NRS pain 4.8 (2.5) 3.4 (2.3) <0.001
NRS fatigue 5.7 (2.6) 4.3 (2.5) <0.001
HAQ 0.73 (0.59) 0.34 (0.46) <0.001
PCS 34.5 (11.6) 42.5 (11.4) <0.001
MCS 44.0 (13.4) 46.8 (11.9) 0.004
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In men (table 4), higher age-standardized prevalence of obesity was found in 
gout compared with RA and PsA, along with more HT and hyperlipidaemia 
compared with PsA, RA and AS. Diabetes and having a sedentary lifestyle 
were also more common in gout compared with PsA and AS. Multiple CVRFs 
(≥1, ≥2 and ≥3 CVRFs) were more prevalent in gout compared with PsA, RA 
and AS. The occurrence of obesity, diabetes, HT, hyperlipidaemia, sedentary 
lifestyle and multiple CVRFs were comparable across RA, PsA, AS. Current 
smoking was more common in RA than in PsA. 

Table 4, Age-standardized prevalence of CVRFs, in men, 30-89 years 
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NRS Numeric rating scale 
PCS Physical component summary 
 

7.4 STUDY IV 
In study IV, 41 PsA patients (median (interquartile range (IQR)) 54 (49-62) 
years, 26 (63%) women)) and 39 matched controls (55 (46-60) years, 29 
(74%) women)) were followed from BL to M6. At BL, body weight was 
median (IQR) 106 (96-114) kg in PsA patients and 105 (97-120) kg in 
controls, p=0.690. The DAPSA score at BL in PsA patients was 15.3 (6.6-
29.1), indicating moderate disease activity. At M6, PsA patients and controls 
had a median (IQR) weight loss of 19 (15-27) kg and 23 (15-29) kg 
respectively. Serum levels of IL-23 and leptin decreased in patients and 
controls, comparing BL and M6, whereas HMW adiponectin and tot-
adiponectin increased (Table 7). 

Table 7, Comparisons of serum levels of selected cytokines and adipokines at 
baseline and after six months 

 
 
HMW High molecular weight 
IL Interleukin 
M6 Month 6 after baseline 
BL Baseline 
PsA Psoriatic arthritis 
TNF tumor necrosis factor 
Tot total 
 
In PsA patients, ∆BMI correlated positively with ∆IL-23 (table 8) and 
∆DAS28-CRP (rS=0.450, p=0.003). ∆BMI also correlated positively with 
ΔTNF-α, ΔIL-13, Δleptin and negatively with Δtot-adiponectin (table 8). In 
addition, ∆IL23 correlated positively with Δleptin (rS=0.818, p<0.001) and 
negatively with Δtot-adiponectin (-0.355, p=0.036).  
 
 
 
 
 

Analytes PsA BL PsA M6

PsA
p-value
BL vs M6 Controls BL Controls M6

Controls
p-value BL 
vs M6

TNF-α, pg/mL 12.9 (10.0-17.2) 12.5 (9.1-17.1) 0.234 11.7 (8.5-13.5) 9.6 (7.8-13.0 0.003
IL-13, pg/mL 906.6 (680.0-1131.6) 885.1 (561.5-1171.1) 0.377 885.1 (650.5-1103.9) 778.0 (551.4-1023.6) 0.053
IL-23, ng/mL 0.4 (0.2-0.5) 0.2 (0.1-0.3) <0.001 0.5 (0.3-0.7) 0.2 (0.1-0.3) <0.001
Leptin, ng/mL 26.3 (14.4-48.7) 9.3 (4.4-16.2) <0.001 38.8 (20.5-59.9) 14.0 (10.1-26.9) <0.001
HMW adiponectin, µg/mL 3.4 (2.1-5.1) 6.0 (3.8-8.5) <0.001 4.3 (2.1-6.5) 5.8 (4.5-7.9) <0.001
Tot-adiponectin, µg/mL 4.0 (3.2-6.1) 5.9 (4.0-7.9) <0.001 4.2 (3.3-5.1) 5.7 (4.3-6.7) <0.001

 

29 
 

Table 8, Spearman correlations between baseline and month 6 values for 
selected analytes and BMI and DAS28CRP in PsA 

 
 
BMI Body mass index 
DAS28CRP Disease Activity Score for 28 joints using CRP 
HMW High molecular weight 
IL interleukin 
TNF Tumor necrosis factor 
Tot total 
 
 

Changes in analytes ΔBMI p-value ΔDAS28CRP p-value
∆TNF-α 0.342 0.028 0.303 0.054
∆IL-13 0.401 0.010 0.232 0.150
ΔIL-23 0.671 <0.001 0.460 0.005
ΔLeptin 0.554 <0.001 0.368 0.019
ΔHMW adiponectin  -0.251 0.113  -0.113 0.481
ΔTot-adiponectin -0.318 0.043 -0.189 0.237
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8 DISCUSSION 

8.1 MAIN FINDINGS 

8.1.1 STUDY I 
In study I, assessing CVRFs in PsA patients compared with GP controls, 
obesity, HT and diabetes were more prevalent in PsA. In women, obesity, HT, 
diabetes, ever smoking and multiple CVRFs were more common in PsA. In 
men, obesity, HT and multiple CVRFs were more prevalent in PsA. The 
higher prevalence of CVRFs in PsA compared with the GP is in accordance 
with other studies (107, 126-129). We found that 64.7% of PsA patients were 
overweight or obese, somewhat lower compared with the 75.3% of 
overweight/obese patients with PsO or PsA reported by Eder et al in a multi-
centre study of 2254 patients with PsO or PsA (41.1% and 58.9% respectively) 
with a mean age of 52 and 47% women, from USA, Canada or Israel. The age 
and sex distribution was similar to our study, but BMI was by Eder et al 
calculated using physical examination of height and weight at a healthcare 
visit (130), rather than the self-reported data that we used. Self-reported height 
and weight may overestimate actual height and underestimate actual weight 
(212, 213), which may account for some of the differences between our study 
and other studies. Also, as reported in a Lancet Global Burden of Disease 
Study from 2014, the prevalence of obesity is higher in North America 
compared with Sweden (214). In a Canadian study by Bhole et al, comparing 
PsA, PsO, RA and GP controls, 37% of PsA patients were obese, significantly 
higher than for PsO, RA and GP (126). Similarly, as in the study be Eder et 
al, measurements of height and weight were done. In our study, 74.4% of 
patients with PsA had ≥1 CVRF. Eder et al reported that the majority (87.6%) 
of patients with PsO or PsA had ≥1 modifiable CVRF (130) and in a 
Norwegian study by Wibetoe et al, comparing 3517 patients with PsA, RA, or 
axSpA, the proportion of patients with ≥1 CVRF and HT and obesity was 
highest in PsA (110). The accumulated number of CVRFs are difficult to 
compare between studies, due to the inclusion of different CVRFs as well as 
varying numbers of CVRFs assessed in different studies.  

The high occurrence of CVRFs in PsA raises the importance of increased 
awareness and CVRF assessments in PsA to prevent further morbidity. 
Although an increased CVD risk in IJD is recognized in the EULAR 
recommendations (96), less evidence exists in PsA compared to RA making 
additional data on CVRFs in PsA valuable. In contrast to in patients with RA, 
no risk adjustments are currently recommended when using SCORE in 
patients with PsA (96). Also, Swedish data on CVRFs in PsA is scarce. In a 
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Swedish registry study, a higher risk of stroke and acute coronary syndrome 
in PsA compared to GP and a comparable risk between PsA, AS and uSpA 
was reported (118). Preliminary Swedish data suggest increased mortality in 
patients with PsA compared to the GP (215). In a recent Norwegian 
nationwide registry-based cohort study, a small increase in all-cause and CVD 
mortality was seen in women but not in men with PsA compared to the GP 
(216). Similarly, a recent review and meta-analysis found an increased all-
cause mortality in women but not in men with PsA compared to the GP, and 
overall an increased CVD mortality in PsA compared to the GP (217). 
Previous data on CVD mortality in PsA has been conflicting, as described in 
a review study from 2018 (218). Data on BMI is difficult to capture in registry 
studies and given the importance of obesity in PsA, our study can contribute 
with sex-stratified data. Knowledge about the high occurrence of obesity and 
other CVRFs in PsA may lead to recognizing weight loss treatment as an 
important adjuvant for these patients. 

8.1.2 STUDY II 
In study II, comparing age-standardized CVRFs in PsA, RA, AS and gout, 
CVRFs were most prevalent in gout patients. In women, PsA patients reported 
a higher occurrence of HT and obesity, compared with RA and AS, and more 
frequently obesity, HT, hyperlipidaemia and diabetes compared to AS. 
However, in men, the occurrence of CVRFs were comparable in PsA, RA, 
AS. 

Similarly to our results, others have found greater occurrence of obesity in 
PsA than in RA (110, 126, 133) and in PsA compared with RA and AS (134). 
Sex-stratified results regarding CVRFs in IJDs are often not presented (108, 
110, 126, 133). Although Bhole et al found increased risk of obesity in PsA 
women compared with PsA men (126) and Castaneda et al presented some 
sex-stratified results, but not for obesity in particular (134).  

HT was the most commonly reported CVRF in all IJDs. Similarly, Wibetoe et 
al found that HT was the most common CVRF, overall prevalent in 49.8% of 
patients with PsA, RA or axSpA (110). The highest occurrence was found in 
PsA where 55.5% had hypertension, higher than the 40.5% reported by us, 
despite similar age and sex distribution. (110). Differences in blood pressure 
assessment (measured in the clinic by a nurse in the study by Wibetoe et al, 
whereas self-reported in our study) may account for some of the differences. 
In a cross-sectional study from the USA by Han et al where CVRFs were 
compared across PsA, RA and AS, similar prevalence ratios (prevalence in 
respective IJD compared with matched controls) for HT in PsA, RA and AS 
were reported (108). Differences in smoking status and obesity (not available 
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Swedish registry study, a higher risk of stroke and acute coronary syndrome 
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Similarly to our results, others have found greater occurrence of obesity in 
PsA than in RA (110, 126, 133) and in PsA compared with RA and AS (134). 
Sex-stratified results regarding CVRFs in IJDs are often not presented (108, 
110, 126, 133). Although Bhole et al found increased risk of obesity in PsA 
women compared with PsA men (126) and Castaneda et al presented some 
sex-stratified results, but not for obesity in particular (134).  

HT was the most commonly reported CVRF in all IJDs. Similarly, Wibetoe et 
al found that HT was the most common CVRF, overall prevalent in 49.8% of 
patients with PsA, RA or axSpA (110). The highest occurrence was found in 
PsA where 55.5% had hypertension, higher than the 40.5% reported by us, 
despite similar age and sex distribution. (110). Differences in blood pressure 
assessment (measured in the clinic by a nurse in the study by Wibetoe et al, 
whereas self-reported in our study) may account for some of the differences. 
In a cross-sectional study from the USA by Han et al where CVRFs were 
compared across PsA, RA and AS, similar prevalence ratios (prevalence in 
respective IJD compared with matched controls) for HT in PsA, RA and AS 
were reported (108). Differences in smoking status and obesity (not available 
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in the study by Han et al) across IJDs could influence the prevalence estimates 
of HT (108). 

Diabetes was more frequent in women and men with gout compared with PsA, 
RA (although p=0.055 for gout vs RA in men) and AS. In women, diabetes 
was more common in PsA compared with AS, but similar in PsA and RA, 
whereas similar in PsA, RA and AS in men. Others have reported diabetes as 
more frequent in PsA than in RA (132, 133) and compared with RA and AS 
(134), as well as similarly prevalent (numerically higher estimates in PsA but 
no significant difference) in PsA, axSpA and RA (110) and in PsA, RA and 
AS (108). Obesity being more causally linked with PsA than with RA or AS 
might partly explain the overall higher prevalence of metabolically related 
diseases such as obesity and diabetes in PsA compared with other IJDs. 

Hyperlipidaemia was most frequent in gout, least frequent in AS and in 
women more common in PsA compared to AS, whereas similar in PsA, RA 
and AS in men. Contrasting findings have been reported in other studies. Some 
reporting higher frequencies in PsA compared with RA and AS (134) and 
compared with RA (133) whereas others reported similar prevalence in IJDs 
(108, 110). Hyperlipidaemia is difficult to assess and compare across IJDs, 
since many factors can account for the observed differences, including 
differences in disease activity across IJDs, different definitions of 
hyperlipidaemia using self-reported data, ICD-codes or blood samples. 

In our study, current smoking was in women less frequent in AS, but similarly 
common in PsA, gout, RA, however in men more common in RA. In line with 
the evidence for smoking in the pathogenesis of IJD being more solid in RA 
than in PsA or AS (219-222). In the Norwegian study by Wibetoe at al, the 
prevalence of current smoking was similar between PsA, RA and axSpA, 
except less frequent in older PsA patients (110). Across all IJDs the number 
of current smokers (around 20% in the Norwegian study) were higher 
compared to what we reported, which is surprisingly high given the prevalence 
of 13% of smokers in Norway in the GP at the time of the study, as reported 
by the authors. The prevalence of smoking in the GP is generally lower in 
Sweden (223). In our study, overall around ten percent in PsA, RA and AS 
were current smokers, numbers that were even lower in patients with gout.  

Reflecting the different prevalence of individual CVRFs across IJDs, multiple 
CVRFs were more frequent in gout compared with PsA, RA and AS. In 
women, a higher prevalence of multiple CVRFs were found in PsA compared 
to RA and AS. In men the prevalence was comparable in PsA, RA and AS. 
Wibetoe et al reported a higher occurrence of multiple CVRFs in PsA than in 
RA and AS (110) and both Wibetoe et al (110) and Eder et al (130) found 
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higher occurrence of multiple CVRFs compared to what we reported. As 
previously mentioned, the prevalence of multiple CVRFs is difficult to 
compare across studies due to inclusion of different CVRFs. 

Study II highlights the high occurrence of single and multiple CVRFs in gout, 
a disease that is frequently undertreated, associated with cardiovascular 
comorbidities, increased CVD mortality (224) and has an increasing 
prevalence and incidence worldwide (43). The comorbidity burden in 
especially women with PsA is also notable and future studies of CVRFs in 
women and men with PsA are important. In a Danish registry study from 2017 
where PsA patients were compared with matched GP controls, comorbidities 
were more prevalent in PsA compared with GP controls already a few years 
before PsA diagnosis (225). Comorbidity patterns in IJDs may change over 
time and might be influenced by factors such as an increasing worldwide 
prevalence of obesity (226). Comorbidities can add to the complexity of 
treating IJDs by making response to treatment less effective (obesity in IJD), 
limiting treatment choices through contraindications to certain medications, 
along with changing how the IJD should be treated, sometimes requiring a 
multidisciplinary approach (for example specialized weight loss treatment in 
obesity). It is important to regularly assess and compare the occurrence of 
comorbidities in IJDs, as reference points for future studies, advances in 
treatment and healthcare allocation of resources. Also, since less data exist 
regarding CVD in PsA and AS compared to RA (96), a comparative study 
such as the current is valuable. In PsA, study II also replicates the findings of 
a high occurrence of CVRFs with similar estimates seen in a slightly different 
patient-group compared to study I. 

8.1.3 STUDY III 
In study III, greater reductions in physical HRQoL compared with mental 
HRQoL in PsA, gout, RA and AS, overall as well as stratified by sex was seen. 
Gout patients had better physical and mental HRQoL, HAQ and NRS scores 
for global health, pain and fatigue, compared with PsA, RA and AS. Similar 
HRQoL, HAQ and NRS scores were reported in PsA, RA and AS. 

Conflicting results have been reported comparing HRQoL across IJDs, where 
some have found better physical HRQoL in AS compared with RA (193, 205), 
whereas in a review study from 2009, HRQoL was similarly reduced in AS 
and RA compared to the GP  and worse in women compared with men in both 
AS and RA (196). Both Ovayolu et al (193), using a sample of 264 RA and 
117 AS patients, divided in different age-strata and Chorus et al (205), using 
a sample of 1056 RA and 658 AS patients of working age (mean age 49 in RA 
and 43.5 in AS) used the SF-36 to measure HRQoL. In an Italian study by 



 

32 
 

in the study by Han et al) across IJDs could influence the prevalence estimates 
of HT (108). 

Diabetes was more frequent in women and men with gout compared with PsA, 
RA (although p=0.055 for gout vs RA in men) and AS. In women, diabetes 
was more common in PsA compared with AS, but similar in PsA and RA, 
whereas similar in PsA, RA and AS in men. Others have reported diabetes as 
more frequent in PsA than in RA (132, 133) and compared with RA and AS 
(134), as well as similarly prevalent (numerically higher estimates in PsA but 
no significant difference) in PsA, axSpA and RA (110) and in PsA, RA and 
AS (108). Obesity being more causally linked with PsA than with RA or AS 
might partly explain the overall higher prevalence of metabolically related 
diseases such as obesity and diabetes in PsA compared with other IJDs. 

Hyperlipidaemia was most frequent in gout, least frequent in AS and in 
women more common in PsA compared to AS, whereas similar in PsA, RA 
and AS in men. Contrasting findings have been reported in other studies. Some 
reporting higher frequencies in PsA compared with RA and AS (134) and 
compared with RA (133) whereas others reported similar prevalence in IJDs 
(108, 110). Hyperlipidaemia is difficult to assess and compare across IJDs, 
since many factors can account for the observed differences, including 
differences in disease activity across IJDs, different definitions of 
hyperlipidaemia using self-reported data, ICD-codes or blood samples. 

In our study, current smoking was in women less frequent in AS, but similarly 
common in PsA, gout, RA, however in men more common in RA. In line with 
the evidence for smoking in the pathogenesis of IJD being more solid in RA 
than in PsA or AS (219-222). In the Norwegian study by Wibetoe at al, the 
prevalence of current smoking was similar between PsA, RA and axSpA, 
except less frequent in older PsA patients (110). Across all IJDs the number 
of current smokers (around 20% in the Norwegian study) were higher 
compared to what we reported, which is surprisingly high given the prevalence 
of 13% of smokers in Norway in the GP at the time of the study, as reported 
by the authors. The prevalence of smoking in the GP is generally lower in 
Sweden (223). In our study, overall around ten percent in PsA, RA and AS 
were current smokers, numbers that were even lower in patients with gout.  

Reflecting the different prevalence of individual CVRFs across IJDs, multiple 
CVRFs were more frequent in gout compared with PsA, RA and AS. In 
women, a higher prevalence of multiple CVRFs were found in PsA compared 
to RA and AS. In men the prevalence was comparable in PsA, RA and AS. 
Wibetoe et al reported a higher occurrence of multiple CVRFs in PsA than in 
RA and AS (110) and both Wibetoe et al (110) and Eder et al (130) found 

 

33 
 

higher occurrence of multiple CVRFs compared to what we reported. As 
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were more prevalent in PsA compared with GP controls already a few years 
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along with changing how the IJD should be treated, sometimes requiring a 
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obesity). It is important to regularly assess and compare the occurrence of 
comorbidities in IJDs, as reference points for future studies, advances in 
treatment and healthcare allocation of resources. Also, since less data exist 
regarding CVD in PsA and AS compared to RA (96), a comparative study 
such as the current is valuable. In PsA, study II also replicates the findings of 
a high occurrence of CVRFs with similar estimates seen in a slightly different 
patient-group compared to study I. 

8.1.3 STUDY III 
In study III, greater reductions in physical HRQoL compared with mental 
HRQoL in PsA, gout, RA and AS, overall as well as stratified by sex was seen. 
Gout patients had better physical and mental HRQoL, HAQ and NRS scores 
for global health, pain and fatigue, compared with PsA, RA and AS. Similar 
HRQoL, HAQ and NRS scores were reported in PsA, RA and AS. 

Conflicting results have been reported comparing HRQoL across IJDs, where 
some have found better physical HRQoL in AS compared with RA (193, 205), 
whereas in a review study from 2009, HRQoL was similarly reduced in AS 
and RA compared to the GP  and worse in women compared with men in both 
AS and RA (196). Both Ovayolu et al (193), using a sample of 264 RA and 
117 AS patients, divided in different age-strata and Chorus et al (205), using 
a sample of 1056 RA and 658 AS patients of working age (mean age 49 in RA 
and 43.5 in AS) used the SF-36 to measure HRQoL. In an Italian study by 
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Salaffi et al, worse physical HRQoL as measured by SF-36 in RA compared 
with PsA (divided into peripheral and axPsA) and AS was found, perhaps 
partly explained by a higher comorbidity score and higher proportion of 
women in RA (192). In a small study by Sokoll et al, using EQ-5D to assess 
HRQoL in 47 patients with RA and 47 patients with PsA, matched for disease 
duration, similar HRQoL in PsA and RA was found, despite more joint 
damage in RA (211). Husted et al reported better physical HRQoL and similar 
mental HRQoL comparing 107 patients with PsA and 43 patients with RA, in 
a study where patients with PsA were significantly younger and more often 
men (210). Overall, studies report lower HRQoL in IJD patients compared to 
the GP, but comparisons between IJDs are in many studies hampered by 
differences in sex, age, comorbidities and few patients. In line with our study, 
worse physical HRQoL compared to mental HRQoL has been reported in PsA 
(192), RA (192), AS (192, 227) and gout (228).  

We reported worse physical HRQoL in women compared with men in all IJDs 
and worse mental HRQoL in women with PsA and RA compared with men. 
Others have found greater reductions in physical HRQoL in women with AS 
(229), whereas in a Swedish cross-sectional study from 2018, using SF-36, no 
significant differences were seen in PCS and MCS scores comparing women 
(n=89) and men (n=121) of similar age, despite higher VAS fatigue in women 
(227). In a sample from the general Swedish population (the Swedish 
normative SF-36 population, n=8930), women reported worse HRQoL 
compared with men (230), perhaps indicating a generally worse perceived 
health in women compared with men. In line with our findings, in PsA, women 
have reported worse clinical outcomes, more pain and fatigue, poorer function 
and worse HRQoL compared with men (25, 231-233). Comorbidities, such as 
obesity and depression may have additional impact on HRQoL in PsA as 
reported by Husted et al (234). As shown by Kavanaugh et al, in order to 
achieve the largest improvements in HRQoL in PsA patients, treatments need 
to be effective for both skin and joint disease (235). The reasons behind the 
worse HRQoL in women compared with men in the IJDs in the current study 
should be further explored in future studies. 

HRQoL is an important measure in chronic diseases and the results from the 
current study may be used as references as treatment and occurrence of 
comorbidities in IJDs change over time. Despite improvement in treating 
IJDs, residual pain, fatigue and IJD-associated comorbidities may affect 
HRQoL. Even though patients with gout had more comorbidities, better 
HRQoL compared with the other IJDs was reported. Speculatively the 
intermittent nature of gout is not captured by RAND-36 or gout may in many 
cases be a less severe disease compared with other IJDs. Others have reported 
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that gout flares and tophi (228) as well as comorbidities negatively affect 
HRQoL in gout (197). 

8.1.4 STUDY IV 
In study IV, in the PsA patients, the levels of serum IL-23 and leptin decreased 
comparing BL and M6, whereas serum tot-adiponectin and HMW adiponectin 
increased. Also in PsA patients, changes in BMI correlated with DAS28CRP, 
IL-13, IL-17, IL-23, TNF-α, leptin and tot-adiponectin. In controls, reductions 
in IFN-γ, TNF-α, IL-1β, IL-6, IL 12/IL-23 p40, IL-23, and leptin serum levels 
were seen, and serum tot-adiponectin and HMW adiponectin increased.  

Studies have shown that weight reduction in obese PsA patients is associated 
with reduced disease activity (166) and improved chance of reaching MDA  
(153). To my knowledge, no previous study has assessed cytokine and 
adipokines in PsA before/after weight reduction. Reductions in CRP and 
several inflammatory cytokines and adipokines, such as IL-6, TNF-α and 
leptin after weight loss have been described in a review study comprising 
bariatric surgery as well as dietary weight loss studies, although not in PsA 
patients (190). The reductions in IL-23 after weight loss in PsA patients and 
controls in the current study are in line with what Villarreal et al reported 
(although not in PsA patients), in a study where reductions in IL-23, IL-1β, 
IFN-γ, TNF-α, IL-6, IL-8, IL-10, IL-12 and IL-18 levels were found six 
months after bariatric surgery (183).  

We found a positive correlation between changes in BMI and TNF-α in PsA 
patients at M6, in accordance with other studies in patients without PsA (190). 
The observed reductions in serum leptin in PsA patients and controls are 
expected, since serum leptin levels correlates with body fat (185) and has 
frequently been reported to be reduced after weight  loss (236, 237). We 
observed increased levels of tot-adiponectin and HMW adiponectin in PsA 
patients and controls after weight loss. Others have reported higher (237) as 
well as unaffected (238) levels of adiponectin after weight loss in studies not 
specifically including PsA patients. In a small progressive weight loss study 
of subjects with a BL BMI of around 38 kg/m2, Magkos et al did not find a 
significant increase in adiponectin until 16% of BL weight was lost, although 
a decrease in leptin was seen already at 5% weight loss (239). Adiponectin 
has been reported to inhibit TNF-α and IFN-γ production in macrophages and 
to increase levels of the anti-inflammatory cytokine IL-10 (157). 
Inflammatory effects of adiponectin have been suggested in joints of RA 
patients (240) and a long-term follow-up study showed that high levels of 
serum tot-adiponectin at study start predicted RA development in obese 
subjects that were followed up to 29 years (241). In PsA, adiponectin has been 
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reported to positively correlate with active and damage joint count (163). 
However, the effects of elevated serum adiponectin after weight loss in 
patients with PsA remains unclear. By reducing leptin levels, its´ 
inflammatory role may be lowered, including a decreased number of Th17 
cells and lowered levels of IL-1β, IL-6, IL-12 and IL-17 among other 
inflammatory cytokines (186).  

8.2 LIMITATIONS 

8.2.1 STUDY I 
Study I is a cross-sectional study, where a survey was sent to PsA patients. 
The response rate of 70.6% and the underrepresentation of young men among 
the responders may affect the generalizability of the findings. In a 
questionnaire study from Southern Sweden of RA patients who had received 
treatment with biologics, those who did not respond to a postal questionnaire 
had more severe disease compared to responders (242). In the current study, 
the PsA patients were identified in specialized care, whereas the controls are 
a national random sample from the GP. This may not be a fair comparison 
since tertiary care populations may be more ill compared to the GP. Having a 
chronic disease like PsA might lead to more healthcare utilization and more 
screening for comorbidities, although a multicentre study of PsO and PsA 
patients showed significant underdiagnosis of HT and hyperlipidaemia, 
especially in those ≤50 years of age (130). There may be socioeconomic 
differences between different parts of the country, although Western Sweden 
is considered representative of Sweden as a whole regarding health status and 
demography (243). Self-reported data may be uncertain and subject to over- 
as well as underestimation. Validating the comorbidities used in the study 
through register linkage, telephone interview or a physical visit at the clinic 
(although some of the patients with PsA came to a physical visit in study IV) 
might have increased the reliability of the data. ICD-10 codes were used to 
identify PsA patients, and diagnostic misclassification is another limitation. 
However, after this study was conducted, a validation study of ICD-10 codes 
for PsA in the Swedish national patient register has been performed. Among 
the 400 PsA patients included from five Swedish rheumatology clinics, 80 
patients were retrieved from the Sahlgrenska University Hospital. A good 
validity was reported, with positive predictive values between 69-82% for 
fulfilment of the CASPAR criteria and 86% for meeting any established PsA 
classification criteria (244).  
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8.2.2 STUDY II-III 
Study II and III are based on the same cross-sectional survey, with a response 
rate of 58.3% for PsA and with non-responders that were younger (all IJD 
diagnoses) and more frequently men (some IJD diagnoses). Differences in age 
and sex between responders and non-responders may affect generalizability 
of results and the low response rates can also affect generalizability. The 
differences in age and sex between IJD diagnoses made comparisons difficult, 
therefor age-standardized (study II), age-matched (study III) and sex-stratified 
analyses were performed. 

The high age, especially in gout patients, may hamper the generalizability to 
younger age groups. Many of the limitations of study I is applicable also to 
study II and III, although no GP controls were used for comparisons. Increased 
awareness of CVRFs in chronic diseases and more healthcare utilization in 
chronic diseases may lead to more screening and increased identification of 
CVRFs. However, this may be similar across IJDs, or influenced by the 
knowledge of CVD risk for the respective IJD in healthcare professionals 
meeting the patient for their IJD or for other reasons visiting healthcare. In a 
questionnaire study of general practitioners, around a third of the general 
practitioners recognized that RA conveys a higher CVD risk (143). The 
knowledge of risk for CVD in RA is speculatively greater than in PsA and AS, 
which may lead to increased screening and an overidentification of CVRFs in 
RA compared with other IJDs. As in study I diagnostic misclassification is 
another limitation, although validation studies of PsA (244), RA (245), AS 
(39) and gout (246, 247) have demonstrated acceptable validity of an ICD-10 
code for respective IJD diagnosis. Although the study was set in a 
geographically similar setting (Western Sweden) for the different IJDs, gout 
patients were retrieved from primary care, whereas the other IJD diagnoses 
were retrieved from tertiary care. As previously mentioned, tertiary care may 
comprise patients with more severe disease and as reported by others, a 
significant proportion of patients with PsO may have undiagnosed PsA (17), 
speculatively consisting of less severe PsA disease not captured in the current 
studies. However, among patients diagnosed with PsA in specialized care 
during 2014-2016, around 70%, similarly in women and men, have been 
reported to be treated with a DMARD (14) and are therefor likely to be under 
rheumatologic care. Due to the comparisons across several groups, multiple 
statistical tests were performed and no correction for multiple testing was 
performed, increasing the risk of false positives. 

8.2.3 STUDY IV 
Study IV is a prospective open intervention study. A limitation is that the study 
is not randomized and that we did not include a control group with PsA that 
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reported to positively correlate with active and damage joint count (163). 
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8.2.2 STUDY II-III 
Study II and III are based on the same cross-sectional survey, with a response 
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analyses were performed. 
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study II and III, although no GP controls were used for comparisons. Increased 
awareness of CVRFs in chronic diseases and more healthcare utilization in 
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CVRFs. However, this may be similar across IJDs, or influenced by the 
knowledge of CVD risk for the respective IJD in healthcare professionals 
meeting the patient for their IJD or for other reasons visiting healthcare. In a 
questionnaire study of general practitioners, around a third of the general 
practitioners recognized that RA conveys a higher CVD risk (143). The 
knowledge of risk for CVD in RA is speculatively greater than in PsA and AS, 
which may lead to increased screening and an overidentification of CVRFs in 
RA compared with other IJDs. As in study I diagnostic misclassification is 
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(39) and gout (246, 247) have demonstrated acceptable validity of an ICD-10 
code for respective IJD diagnosis. Although the study was set in a 
geographically similar setting (Western Sweden) for the different IJDs, gout 
patients were retrieved from primary care, whereas the other IJD diagnoses 
were retrieved from tertiary care. As previously mentioned, tertiary care may 
comprise patients with more severe disease and as reported by others, a 
significant proportion of patients with PsO may have undiagnosed PsA (17), 
speculatively consisting of less severe PsA disease not captured in the current 
studies. However, among patients diagnosed with PsA in specialized care 
during 2014-2016, around 70%, similarly in women and men, have been 
reported to be treated with a DMARD (14) and are therefor likely to be under 
rheumatologic care. Due to the comparisons across several groups, multiple 
statistical tests were performed and no correction for multiple testing was 
performed, increasing the risk of false positives. 

8.2.3 STUDY IV 
Study IV is a prospective open intervention study. A limitation is that the study 
is not randomized and that we did not include a control group with PsA that 
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did not undergo the same weight loss treatment. There were some difficulties 
in measuring cytokines, some analytes being expressed at low levels and 
concentrations were in some cases determined from an extrapolated part of 
the standard curve, making results less reliable. However, measurements were 
done in the same manner for PsA patients and controls. The cytokines and 
adipokines levels at M6 may be influenced by the temporary starvation, 
although the patients and controls had at M6 started to regain some weight 
compared with the three months visit. Inclusion of PsA patients with varying 
disease activity at BL, where 12 had MDA, increases the generalizability of 
the results to every-day practice PsA populations. Despite not limiting the 
inclusion to PsA patients with high disease activity, significant results were 
obtained. Few of the PsA patients were men (n=15/41), making sex-stratified 
analysis less reliable and hampering generalizability to other PsA populations 
with more equal sex distributions. The median disease duration was long (32 
years for PsO and 17 years for PsA) making results less generalizable to 
patients with early disease. The impact of disease modifying treatment on 
cytokines and adipokines was not assessed in detail, although no significant 
differences in cytokines and adipokines in PsA patients with/without 
bDMARDS were noted. However, DMARD treatment was unchanged from 
three months before BL until M6 to minimize impact of treatment on 
cytokines and adipokines. 

8.3 IMPLICATIONS AND FUTURE 
PERSPECTIVES 

This thesis adds to the knowledge of an increased prevalence of CVRFs in 
PsA patients compared with the GP (no Swedish comparison had previously 
been done) and especially in women with PsA compared to RA and AS. 
Greater decrements were seen in physical HRQoL compared with mental 
HRQoL and more affected HRQoL in women compared with men. The thesis 
provides new insights on the effects of weight loss on important cytokines, 
mainly IL-23, and adipokines in PsA patients. 

Despite the heavy burden of CVRFs in PsA, others have reported suboptimal 
management of CVRFs in PsA (130, 144). There is a need for increased 
awareness and treatment of CVRFs in PsA, due to the increased risk of CVD 
(96, 118), the poorer response to anti-rheumatic treatment and reduced 
likelihood of reaching MDA that obesity in PsA patients entails (153, 248). 
As previously mentioned, combined rheumatology/cardiology clinics have 
successfully treated hyperlipidaemia in several IJDs including PsA (146). In 
Sweden, primary CVD prevention is in the majority of cases managed in 
primary care and more cooperation between rheumatology and primary care 
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would enable primary care physicians and nurses to better management of 
CVRFs in IJD patients. In 2008, Ridker et al demonstrated a reduced risk of 
cardiovascular events along with reduced CRP in men and women with 
normal cholesterol levels, increased CRP, but no rheumatic disease, that were 
treated with statins (249). Currently no multiplication factor of CVD risk 
scores are recommended in PsA, in contrast to RA (96), despite the frequent 
underestimation of CVD risk in IJDs including PsA using current CVD risk 
estimation tools (135-137). The optimal target level, taking the effects of 
DMARD treatment and disease activity into account, when treating 
hyperlipidaemia in PsA needs to be further explored. 

Worse clinical outcomes in women compared to men have previously been 
reported in PsA (22, 25) and includes more pain, fatigue and disability (25), 
worse HRQoL due to skin PsO, despite men having objectively worse skin 
PsO (25, 250) and poorer response and persistence to TNF-inhibitors (251) 
that calls for further investigations. As treatments for PsA and related 
comorbidities improve, additional studies on HRQoL in PsA patients are 
needed. In a recent Swedish study where patients with early PsA and RA were 
assessed at diagnosis and after five years, less improvement in HRQoL in PsA 
compared with RA was seen, perhaps indicating unmet treatment needs or 
consequences of a longer diagnostic delay in PsA (252). Pain has, by PsA 
patients been recognized as the most important domain having an impact on 
health, more important than fatigue and skin problems (208, 253) and 
treatment of pain in PsA is an important research area. Treatment strategies 
such as acceptance and commitment therapy or cognitive behavioral therapy 
aimed towards pain, anxiety or depression in selected PsA patients to improve 
the outcomes of pharmacological, non-pharmacological and lifestyle 
interventions are interesting ways to combat residual symptoms in PsA. In an 
ongoing project we will study the effects of weight loss by VLED on HRQoL, 
anxiety and depression in obese PsA patients with up to two years follow-up. 
Obesity is a national as well as a global health issue. Weight loss and 
maintaining weight loss is often difficult and specialized, individually tailored 
treatment is in Sweden only available to a minority of patients. Given the high 
prevalence of obesity in PsA and demonstrated positive effects, specialized 
weight loss treatment should be an integral part in clinical practice when 
treating obese PsA patients. In the 2018 American College of 
Rheumatology/National Psoriasis Foundation guidelines for the treatment of 
PsA, weight loss is recommended (although the evidence is graded as low) in 
adult overweight/obese patients with active PsA (79). It would be interesting 
to study the effects of weight maintenance after initial weight loss therapy by 
different medications such as orlistat, glucagon like peptide-1 analogues and 
sodium-glucose transport protein 2 inhibitors on the incidence of new onset 
PsA among PsO patients and the effects on disease activity, cytokines and 
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adipokines in patients with established PsO or PsA. In a small study where 
seven patients with PsO (of which non had PsA) and type 2 diabetes were 
treated with a glucagon like peptide-1 analogue for 12 weeks, significant 
reductions in BMI, hemoglobin A1c and PASI were reported after 12 weeks 
(254). In another publication from the previously described VLED-study in 
obese PsA patients (study IV) it was showed that despite weight loss, muscle 
strength did not deteriorate in PsA or controls (255). In a study where 67 PsA 
patients were randomized to either high intensity interval training for 11 
weeks or to a control group, no significant effect at three months were seen on 
disease activity, but an improvement in fatigue in the physical training group 
was reported (256), perhaps signalling that high intensity training can be 
performed in PsA without risk of aggravating the disease activity. A further 
step would be to study the effects of a structured high-intensity physical 
training programme in combination with weight loss treatment in obese 
patients with PsA on disease activity, cytokines and adipokines. 

Populations with musculoskeletal pain and Anti-Citrullinated Protein 
Antibody positivity without arthritis (257) represent, similarly to PsO patients, 
populations at risk for developing arthritis and PsA respectively. In a 
retrospective study of 464 PsO patients with moderate/severe plaque PsO 
where 234 were treated with bDMARDs and 230 were treated with 
phototherapy, Gisondi et al showed a lower incidence of PsA in the group 
treated with bDMARDs (258). A similarly protective effect of bDMARDs on 
PsA incidence was reported in a retrospective cohort study by Acosta et al 
(259), whereas Meer et al, in another retrospective study, reported a higher 
risk of PsA among PsO patients treated with biologics compared to 
oral/phototherapy (260). As discussed by the authors, confounding by 
indication may be an issue and prospective studies are warranted (260). The 
potential of aggressively treating PsO to prevent PsA development is 
intriguing and thorough characterization and selection of PsO patients at risk 
for developing PsA along with finding a possible window of opportunity for 
treatment are important areas of future research. 
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9 CONCLUSIONS 
- Obesity, HT, diabetes and multiple CVRFs were overrepresented in 

PsA compared to the general Swedish population. 
- HT was the most common CVRF in PsA, gout, RA and AS. 
- CVRFs were overrepresented in gout compared to PsA, RA and AS. 

Women with PsA had more CVRFs compared to women with RA 
and AS. 

- Worse physical HRQoL, compared with mental HRQoL was seen in 
PsA, gout, RA and AS, overall and in women and men separately. 

- HRQoL was worse in women compared with men in PsA, gout, RA 
and AS. 

- In obese PsA patients that went through weight loss treatment, 
serum levels of IL-23 decreased significantly and ∆IL-23 was 
positively correlated with ∆BMI and ∆DAS28CRP. 

- Weight loss was accompanied by significant reductions in serum 
leptin and increased levels of serum tot-adiponectin and HMW-
adiponectin in PsA and controls matched for sex, age and weight. 

- The aggregated results of this thesis highlight the importance of 
identifying and treating CVRFs in PsA and the positive effect on 
disease-related variables that can be achieved through adding weight 
loss treatment to standard care in patients with PsA and obesity. 



 

40 
 

adipokines in patients with established PsO or PsA. In a small study where 
seven patients with PsO (of which non had PsA) and type 2 diabetes were 
treated with a glucagon like peptide-1 analogue for 12 weeks, significant 
reductions in BMI, hemoglobin A1c and PASI were reported after 12 weeks 
(254). In another publication from the previously described VLED-study in 
obese PsA patients (study IV) it was showed that despite weight loss, muscle 
strength did not deteriorate in PsA or controls (255). In a study where 67 PsA 
patients were randomized to either high intensity interval training for 11 
weeks or to a control group, no significant effect at three months were seen on 
disease activity, but an improvement in fatigue in the physical training group 
was reported (256), perhaps signalling that high intensity training can be 
performed in PsA without risk of aggravating the disease activity. A further 
step would be to study the effects of a structured high-intensity physical 
training programme in combination with weight loss treatment in obese 
patients with PsA on disease activity, cytokines and adipokines. 

Populations with musculoskeletal pain and Anti-Citrullinated Protein 
Antibody positivity without arthritis (257) represent, similarly to PsO patients, 
populations at risk for developing arthritis and PsA respectively. In a 
retrospective study of 464 PsO patients with moderate/severe plaque PsO 
where 234 were treated with bDMARDs and 230 were treated with 
phototherapy, Gisondi et al showed a lower incidence of PsA in the group 
treated with bDMARDs (258). A similarly protective effect of bDMARDs on 
PsA incidence was reported in a retrospective cohort study by Acosta et al 
(259), whereas Meer et al, in another retrospective study, reported a higher 
risk of PsA among PsO patients treated with biologics compared to 
oral/phototherapy (260). As discussed by the authors, confounding by 
indication may be an issue and prospective studies are warranted (260). The 
potential of aggressively treating PsO to prevent PsA development is 
intriguing and thorough characterization and selection of PsO patients at risk 
for developing PsA along with finding a possible window of opportunity for 
treatment are important areas of future research. 

 

41 
 

9 CONCLUSIONS 
- Obesity, HT, diabetes and multiple CVRFs were overrepresented in 

PsA compared to the general Swedish population. 
- HT was the most common CVRF in PsA, gout, RA and AS. 
- CVRFs were overrepresented in gout compared to PsA, RA and AS. 

Women with PsA had more CVRFs compared to women with RA 
and AS. 

- Worse physical HRQoL, compared with mental HRQoL was seen in 
PsA, gout, RA and AS, overall and in women and men separately. 

- HRQoL was worse in women compared with men in PsA, gout, RA 
and AS. 

- In obese PsA patients that went through weight loss treatment, 
serum levels of IL-23 decreased significantly and ∆IL-23 was 
positively correlated with ∆BMI and ∆DAS28CRP. 

- Weight loss was accompanied by significant reductions in serum 
leptin and increased levels of serum tot-adiponectin and HMW-
adiponectin in PsA and controls matched for sex, age and weight. 

- The aggregated results of this thesis highlight the importance of 
identifying and treating CVRFs in PsA and the positive effect on 
disease-related variables that can be achieved through adding weight 
loss treatment to standard care in patients with PsA and obesity. 



 

42 
 

ACKNOWLEDGEMENT 
Research is a teamwork, and this thesis would not have been possible without 
the collaborative efforts of many individuals, to who I owe great gratitude, 
thanks to you all!  
Special thanks to 
Eva, my main supervisor, who has showed the way from the beginning of the 
PhD-journey, guiding me through the research field, generously sharing her 
wisdom, time, patience, care, interest and always being available for questions 
and thoughts. 
Lennart, my co-supervisor, for never-ending enthusiasm, energy, many great 
ideas and knowledge sharing.  
Mats, my co-supervisor, for indispensable input, support and knowledge 
sharing.  
All co-authors for good cooperation and important contributions to the papers.   
All patients, who have generously given of their time when participating in 
research, making the research possible.   
Members of the rheuma-epidemiology research group, for valuable feedback. 
Tatiana, for sharing your knowledge of statistics and answering my questions. 
Colleagues at the clinic, for taking care of my patients when I´ve been away 
doing research.  
Last but not least, my family and friends for invaluable support.   

 

43 
 

REFERENCES 
1. Ritchlin CT, Colbert RA, Gladman DD. Psoriatic Arthritis. N Engl J Med. 
2017;376(10):957-70. 
2. Scott DL, Wolfe F, Huizinga TW. Rheumatoid arthritis. Lancet. 
2010;376(9746):1094-108. 
3. Haroon M, Gallagher P, FitzGerald O. Diagnostic delay of more than 6 months 
contributes to poor radiographic and functional outcome in psoriatic arthritis. Ann 
Rheum Dis. 2015;74(6):1045-50. 
4. Hioki T, Komine M, Ohtsuki M. Diagnosis and Intervention in Early Psoriatic 
Arthritis. Journal of clinical medicine. 2022;11(7). 
5. Coates LC, Helliwell PS. Psoriatic arthritis: state of the art review. Clin Med 
(Lond). 2017;17(1):65-70. 
6. FitzGerald O, Ogdie A, Chandran V, Coates LC, Kavanaugh A, Tillett W, et al. 
Psoriatic arthritis. Nature reviews Disease primers. 2021;7(1):59. 
7. Ogdie A, Langan S, Love T, Haynes K, Shin D, Seminara N, et al. Prevalence and 
treatment patterns of psoriatic arthritis in the UK. Rheumatology. 2013;52(3):568-75. 
8. https://acrabstracts.org/abstract/the-national-prevalence-of-clinically-diagnosed-
psoriatic-arthritis-in-sweden-2017/. Accessed 10th January 2023.  
9. Lofvendahl S, Theander E, Svensson A, Carlsson KS, Englund M, Petersson IF. 
Validity of diagnostic codes and prevalence of physician-diagnosed psoriasis and 
psoriatic arthritis in southern Sweden--a population-based register study. PLoS One. 
2014;9(5):e98024. 
10. Haglund E, Bremander AB, Petersson IF, Strömbeck B, Bergman S, Jacobsson 
LT, et al. Prevalence of spondyloarthritis and its subtypes in southern Sweden. Ann 
Rheum Dis. 2011;70(6):943-8. 
11. Ogdie A, Langan S, Love T, Haynes K, Shin D, Seminara N, et al. Prevalence and 
treatment patterns of psoriatic arthritis in the UK. Rheumatology (Oxford). 
2013;52(3):568-75. 
12. Hoff M, Gulati AM, Romundstad PR, Kavanaugh A, Haugeberg G. Prevalence 
and incidence rates of psoriatic arthritis in central Norway: data from the Nord-
Trøndelag health study (HUNT). Ann Rheum Dis. 2015;74(1):60-4. 
13. Danielsen K, Duvetorp A, Iversen L, Østergaard M, Seifert O, Tveit KS, et al. 
Prevalence of Psoriasis and Psoriatic Arthritis and Patient Perceptions of Severity in 
Sweden, Norway and Denmark: Results from the Nordic Patient Survey of Psoriasis 
and Psoriatic Arthritis. Acta Derm Venereol. 2019;99(1):18-25. 
14. Exarchou S, Giuseppe, D, Alenius, G, Klingberg, E, Sigurdardottir, V, Wedrén, S, 
Lindström, U, Turesson, C, Jacobsson, L, Askling, J, Wallman, J. The National 
Incidence of Clinically Diagnosed Psoriatic Arthritis in Sweden 2014-2016. American 
college of Rheumatology. 2021. 
15. Egeberg A, Kristensen LE, Thyssen JP, Gislason GH, Gottlieb AB, Coates LC, et 
al. Incidence and prevalence of psoriatic arthritis in Denmark: a nationwide register 
linkage study. Ann Rheum Dis. 2017;76(9):1591-7. 
16. Alinaghi F, Calov M, Kristensen LE, Gladman DD, Coates LC, Jullien D, et al. 
Prevalence of psoriatic arthritis in patients with psoriasis: A systematic review and 



 

42 
 

ACKNOWLEDGEMENT 
Research is a teamwork, and this thesis would not have been possible without 
the collaborative efforts of many individuals, to who I owe great gratitude, 
thanks to you all!  
Special thanks to 
Eva, my main supervisor, who has showed the way from the beginning of the 
PhD-journey, guiding me through the research field, generously sharing her 
wisdom, time, patience, care, interest and always being available for questions 
and thoughts. 
Lennart, my co-supervisor, for never-ending enthusiasm, energy, many great 
ideas and knowledge sharing.  
Mats, my co-supervisor, for indispensable input, support and knowledge 
sharing.  
All co-authors for good cooperation and important contributions to the papers.   
All patients, who have generously given of their time when participating in 
research, making the research possible.   
Members of the rheuma-epidemiology research group, for valuable feedback. 
Tatiana, for sharing your knowledge of statistics and answering my questions. 
Colleagues at the clinic, for taking care of my patients when I´ve been away 
doing research.  
Last but not least, my family and friends for invaluable support.   

 

43 
 

REFERENCES 
1. Ritchlin CT, Colbert RA, Gladman DD. Psoriatic Arthritis. N Engl J Med. 
2017;376(10):957-70. 
2. Scott DL, Wolfe F, Huizinga TW. Rheumatoid arthritis. Lancet. 
2010;376(9746):1094-108. 
3. Haroon M, Gallagher P, FitzGerald O. Diagnostic delay of more than 6 months 
contributes to poor radiographic and functional outcome in psoriatic arthritis. Ann 
Rheum Dis. 2015;74(6):1045-50. 
4. Hioki T, Komine M, Ohtsuki M. Diagnosis and Intervention in Early Psoriatic 
Arthritis. Journal of clinical medicine. 2022;11(7). 
5. Coates LC, Helliwell PS. Psoriatic arthritis: state of the art review. Clin Med 
(Lond). 2017;17(1):65-70. 
6. FitzGerald O, Ogdie A, Chandran V, Coates LC, Kavanaugh A, Tillett W, et al. 
Psoriatic arthritis. Nature reviews Disease primers. 2021;7(1):59. 
7. Ogdie A, Langan S, Love T, Haynes K, Shin D, Seminara N, et al. Prevalence and 
treatment patterns of psoriatic arthritis in the UK. Rheumatology. 2013;52(3):568-75. 
8. https://acrabstracts.org/abstract/the-national-prevalence-of-clinically-diagnosed-
psoriatic-arthritis-in-sweden-2017/. Accessed 10th January 2023.  
9. Lofvendahl S, Theander E, Svensson A, Carlsson KS, Englund M, Petersson IF. 
Validity of diagnostic codes and prevalence of physician-diagnosed psoriasis and 
psoriatic arthritis in southern Sweden--a population-based register study. PLoS One. 
2014;9(5):e98024. 
10. Haglund E, Bremander AB, Petersson IF, Strömbeck B, Bergman S, Jacobsson 
LT, et al. Prevalence of spondyloarthritis and its subtypes in southern Sweden. Ann 
Rheum Dis. 2011;70(6):943-8. 
11. Ogdie A, Langan S, Love T, Haynes K, Shin D, Seminara N, et al. Prevalence and 
treatment patterns of psoriatic arthritis in the UK. Rheumatology (Oxford). 
2013;52(3):568-75. 
12. Hoff M, Gulati AM, Romundstad PR, Kavanaugh A, Haugeberg G. Prevalence 
and incidence rates of psoriatic arthritis in central Norway: data from the Nord-
Trøndelag health study (HUNT). Ann Rheum Dis. 2015;74(1):60-4. 
13. Danielsen K, Duvetorp A, Iversen L, Østergaard M, Seifert O, Tveit KS, et al. 
Prevalence of Psoriasis and Psoriatic Arthritis and Patient Perceptions of Severity in 
Sweden, Norway and Denmark: Results from the Nordic Patient Survey of Psoriasis 
and Psoriatic Arthritis. Acta Derm Venereol. 2019;99(1):18-25. 
14. Exarchou S, Giuseppe, D, Alenius, G, Klingberg, E, Sigurdardottir, V, Wedrén, S, 
Lindström, U, Turesson, C, Jacobsson, L, Askling, J, Wallman, J. The National 
Incidence of Clinically Diagnosed Psoriatic Arthritis in Sweden 2014-2016. American 
college of Rheumatology. 2021. 
15. Egeberg A, Kristensen LE, Thyssen JP, Gislason GH, Gottlieb AB, Coates LC, et 
al. Incidence and prevalence of psoriatic arthritis in Denmark: a nationwide register 
linkage study. Ann Rheum Dis. 2017;76(9):1591-7. 
16. Alinaghi F, Calov M, Kristensen LE, Gladman DD, Coates LC, Jullien D, et al. 
Prevalence of psoriatic arthritis in patients with psoriasis: A systematic review and 



 

44 
 

meta-analysis of observational and clinical studies. J Am Acad Dermatol. 
2019;80(1):251-65.e19. 
17. Alenius GM, Stenberg B, Stenlund H, Lundblad M, Dahlqvist SR. Inflammatory 
joint manifestations are prevalent in psoriasis: prevalence study of joint and axial 
involvement in psoriatic patients, and evaluation of a psoriatic and arthritic 
questionnaire. J Rheumatol. 2002;29(12):2577-82. 
18. Boehncke WH, Schön MP. Psoriasis. Lancet. 2015;386(9997):983-94. 
19. Parisi R, Iskandar IYK, Kontopantelis E, Augustin M, Griffiths CEM, Ashcroft 
DM. National, regional, and worldwide epidemiology of psoriasis: systematic 
analysis and modelling study. BMJ. 2020;369:m1590. 
20. Moll JM, Wright V. Psoriatic arthritis. Semin Arthritis Rheum. 1973;3(1):55-78. 
21. Lindqvist UR, Alenius GM, Husmark T, Theander E, Holmström G, Larsson PT. 
The Swedish early psoriatic arthritis register-- 2-year followup: a comparison with 
early rheumatoid arthritis. J Rheumatol. 2008;35(4):668-73. 
22. Theander E, Husmark T, Alenius GM, Larsson PT, Teleman A, Geijer M, et al. 
Early psoriatic arthritis: short symptom duration, male gender and preserved physical 
functioning at presentation predict favourable outcome at 5-year follow-up. Results 
from the Swedish Early Psoriatic Arthritis Register (SwePsA). Ann Rheum Dis. 
2014;73(2):407-13. 
23. Geijer M, Lindqvist U, Husmark T, Alenius GM, Larsson PT, Teleman A, et al. 
The Swedish Early Psoriatic Arthritis Registry 5-year Followup: Substantial 
Radiographic Progression Mainly in Men with High Disease Activity and 
Development of Dactylitis. J Rheumatol. 2015;42(11):2110-7. 
24. Queiro-Silva R, Torre-Alonso JC, Tinturé-Eguren T, López-Lagunas I. A 
polyarticular onset predicts erosive and deforming disease in psoriatic arthritis. Ann 
Rheum Dis. 2003;62(1):68-70. 
25. Tarannum S, Leung YY, Johnson SR, Widdifield J, Strand V, Rochon P, et al. 
Sex- and gender-related differences in psoriatic arthritis. Nat Rev Rheumatol. 
2022;18(9):513-26. 
26. Zhao SS, Duffield SJ, Goodson NJ. The prevalence and impact of comorbid 
fibromyalgia in inflammatory arthritis. Best Pract Res Clin Rheumatol. 
2019;33(3):101423. 
27. Widdifield J, Tu K, Carter Thorne J, Bombardier C, Michael Paterson J, Liisa 
Jaakkimainen R, et al. Patterns of Care Among Patients Referred to Rheumatologists 
in Ontario, Canada. Arthritis care & research (2010). 2017;69(1):104-14. 
28. Gladman DD, Farewell VT, Nadeau C. Clinical indicators of progression in 
psoriatic arthritis: multivariate relative risk model. J Rheumatol. 1995;22(4):675-9. 
29. Tillett W, Jadon D, Shaddick G, Cavill C, Korendowych E, de Vries CS, et al. 
Smoking and delay to diagnosis are associated with poorer functional outcome in 
psoriatic arthritis. Ann Rheum Dis. 2013;72(8):1358-61. 
30. Kaeley GS, Eder L, Aydin SZ, Gutierrez M, Bakewell C. Dactylitis: A hallmark 
of psoriatic arthritis. Semin Arthritis Rheum. 2018;48(2):263-73. 
31. Di Minno MN, Peluso R, Iervolino S, Russolillo A, Lupoli R, Scarpa R. Weight 
loss and achievement of minimal disease activity in patients with psoriatic arthritis 
starting treatment with tumour necrosis factor α blockers. Ann Rheum Dis. 
2014;73(6):1157-62. 

 

45 
 

32. Eder L, Thavaneswaran A, Chandran V, Cook RJ, Gladman DD. Obesity is 
associated with a lower probability of achieving sustained minimal disease activity 
state among patients with psoriatic arthritis. Ann Rheum Dis. 2015;74(5):813-7. 
33. Dougados M, Baeten D. Spondyloarthritis. Lancet. 2011;377(9783):2127-37. 
34. Mathieu A, Paladini F, Vacca A, Cauli A, Fiorillo MT, Sorrentino R. The interplay 
between the geographic distribution of HLA-B27 alleles and their role in infectious 
and autoimmune diseases: a unifying hypothesis. Autoimmunity reviews. 
2009;8(5):420-5. 
35. Bjelle A, Cedergren B, Rantapää Dahlqvist S. HLA B 27 in the Population of 
Northern Sweden. Scand J Rheumatol. 1982;11(1):23-6. 
36. Håkansson U, Löw B, Eitrem R, Winblad S. HL-A27 and reactive arthritis in an 
outbreak of salmonellosis. Tissue Antigens. 1975;6(5):366-7. 
37. Braun J, Sieper J. Ankylosing spondylitis. Lancet. 2007;369(9570):1379-90. 
38. Sieper J, van der Heijde D, Landewé R, Brandt J, Burgos-Vagas R, Collantes-
Estevez E, et al. New criteria for inflammatory back pain in patients with chronic back 
pain: a real patient exercise by experts from the Assessment of SpondyloArthritis 
international Society (ASAS). Ann Rheum Dis. 2009;68(6):784-8. 
39. Lindstrom U, Exarchou S, Sigurdardottir V, Sundstrom B, Askling J, Eriksson JK, 
et al. Validity of ankylosing spondylitis and undifferentiated spondyloarthritis 
diagnoses in the Swedish National Patient Register. Scand J Rheumatol. 
2015;44(5):369-76. 
40. Poddubnyy D, Jadon DR, Van den Bosch F, Mease PJ, Gladman DD. Axial 
involvement in psoriatic arthritis: An update for rheumatologists. Semin Arthritis 
Rheum. 2021;51(4):880-7. 
41. Aletaha D, Smolen JS. Diagnosis and Management of Rheumatoid Arthritis: A 
Review. JAMA. 2018;320(13):1360-72. 
42. Michaud K, Wolfe F. Comorbidities in rheumatoid arthritis. Best Pract Res Clin 
Rheumatol. 2007;21(5):885-906. 
43. Dehlin M, Jacobsson L, Roddy E. Global epidemiology of gout: prevalence, 
incidence, treatment patterns and risk factors. Nat Rev Rheumatol. 2020;16(7):380-
90. 
44. Drivelegka P, Sigurdardottir V, Svard A, Jacobsson LTH, Dehlin M. Comorbidity 
in gout at the time of first diagnosis: sex differences that may have implications for 
dosing of urate lowering therapy. Arthritis Res Ther. 2018;20(1):108. 
45. Dehlin M, Drivelegka P, Sigurdardottir V, Svard A, Jacobsson LT. Incidence and 
prevalence of gout in Western Sweden. Arthritis Res Ther. 2016;18:164. 
46. Helliwell PS, Taylor WJ. Classification and diagnostic criteria for psoriatic 
arthritis. Ann Rheum Dis. 2005;64 Suppl 2(Suppl 2):ii3-8. 
47. Dougados M, van der Linden S, Juhlin R, Huitfeldt B, Amor B, Calin A, et al. The 
European Spondylarthropathy Study Group preliminary criteria for the classification 
of spondylarthropathy. Arthritis Rheum. 1991;34(10):1218-27. 
48. Taylor W, Gladman D, Helliwell P, Marchesoni A, Mease P, Mielants H. 
Classification criteria for psoriatic arthritis: development of new criteria from a large 
international study. Arthritis Rheum. 2006;54(8):2665-73. 
49. Coates LC, Conaghan PG, Emery P, Green MJ, Ibrahim G, MacIver H, et al. 
Sensitivity and specificity of the classification of psoriatic arthritis criteria in early 
psoriatic arthritis. Arthritis Rheum. 2012;64(10):3150-5. 



 

44 
 

meta-analysis of observational and clinical studies. J Am Acad Dermatol. 
2019;80(1):251-65.e19. 
17. Alenius GM, Stenberg B, Stenlund H, Lundblad M, Dahlqvist SR. Inflammatory 
joint manifestations are prevalent in psoriasis: prevalence study of joint and axial 
involvement in psoriatic patients, and evaluation of a psoriatic and arthritic 
questionnaire. J Rheumatol. 2002;29(12):2577-82. 
18. Boehncke WH, Schön MP. Psoriasis. Lancet. 2015;386(9997):983-94. 
19. Parisi R, Iskandar IYK, Kontopantelis E, Augustin M, Griffiths CEM, Ashcroft 
DM. National, regional, and worldwide epidemiology of psoriasis: systematic 
analysis and modelling study. BMJ. 2020;369:m1590. 
20. Moll JM, Wright V. Psoriatic arthritis. Semin Arthritis Rheum. 1973;3(1):55-78. 
21. Lindqvist UR, Alenius GM, Husmark T, Theander E, Holmström G, Larsson PT. 
The Swedish early psoriatic arthritis register-- 2-year followup: a comparison with 
early rheumatoid arthritis. J Rheumatol. 2008;35(4):668-73. 
22. Theander E, Husmark T, Alenius GM, Larsson PT, Teleman A, Geijer M, et al. 
Early psoriatic arthritis: short symptom duration, male gender and preserved physical 
functioning at presentation predict favourable outcome at 5-year follow-up. Results 
from the Swedish Early Psoriatic Arthritis Register (SwePsA). Ann Rheum Dis. 
2014;73(2):407-13. 
23. Geijer M, Lindqvist U, Husmark T, Alenius GM, Larsson PT, Teleman A, et al. 
The Swedish Early Psoriatic Arthritis Registry 5-year Followup: Substantial 
Radiographic Progression Mainly in Men with High Disease Activity and 
Development of Dactylitis. J Rheumatol. 2015;42(11):2110-7. 
24. Queiro-Silva R, Torre-Alonso JC, Tinturé-Eguren T, López-Lagunas I. A 
polyarticular onset predicts erosive and deforming disease in psoriatic arthritis. Ann 
Rheum Dis. 2003;62(1):68-70. 
25. Tarannum S, Leung YY, Johnson SR, Widdifield J, Strand V, Rochon P, et al. 
Sex- and gender-related differences in psoriatic arthritis. Nat Rev Rheumatol. 
2022;18(9):513-26. 
26. Zhao SS, Duffield SJ, Goodson NJ. The prevalence and impact of comorbid 
fibromyalgia in inflammatory arthritis. Best Pract Res Clin Rheumatol. 
2019;33(3):101423. 
27. Widdifield J, Tu K, Carter Thorne J, Bombardier C, Michael Paterson J, Liisa 
Jaakkimainen R, et al. Patterns of Care Among Patients Referred to Rheumatologists 
in Ontario, Canada. Arthritis care & research (2010). 2017;69(1):104-14. 
28. Gladman DD, Farewell VT, Nadeau C. Clinical indicators of progression in 
psoriatic arthritis: multivariate relative risk model. J Rheumatol. 1995;22(4):675-9. 
29. Tillett W, Jadon D, Shaddick G, Cavill C, Korendowych E, de Vries CS, et al. 
Smoking and delay to diagnosis are associated with poorer functional outcome in 
psoriatic arthritis. Ann Rheum Dis. 2013;72(8):1358-61. 
30. Kaeley GS, Eder L, Aydin SZ, Gutierrez M, Bakewell C. Dactylitis: A hallmark 
of psoriatic arthritis. Semin Arthritis Rheum. 2018;48(2):263-73. 
31. Di Minno MN, Peluso R, Iervolino S, Russolillo A, Lupoli R, Scarpa R. Weight 
loss and achievement of minimal disease activity in patients with psoriatic arthritis 
starting treatment with tumour necrosis factor α blockers. Ann Rheum Dis. 
2014;73(6):1157-62. 

 

45 
 

32. Eder L, Thavaneswaran A, Chandran V, Cook RJ, Gladman DD. Obesity is 
associated with a lower probability of achieving sustained minimal disease activity 
state among patients with psoriatic arthritis. Ann Rheum Dis. 2015;74(5):813-7. 
33. Dougados M, Baeten D. Spondyloarthritis. Lancet. 2011;377(9783):2127-37. 
34. Mathieu A, Paladini F, Vacca A, Cauli A, Fiorillo MT, Sorrentino R. The interplay 
between the geographic distribution of HLA-B27 alleles and their role in infectious 
and autoimmune diseases: a unifying hypothesis. Autoimmunity reviews. 
2009;8(5):420-5. 
35. Bjelle A, Cedergren B, Rantapää Dahlqvist S. HLA B 27 in the Population of 
Northern Sweden. Scand J Rheumatol. 1982;11(1):23-6. 
36. Håkansson U, Löw B, Eitrem R, Winblad S. HL-A27 and reactive arthritis in an 
outbreak of salmonellosis. Tissue Antigens. 1975;6(5):366-7. 
37. Braun J, Sieper J. Ankylosing spondylitis. Lancet. 2007;369(9570):1379-90. 
38. Sieper J, van der Heijde D, Landewé R, Brandt J, Burgos-Vagas R, Collantes-
Estevez E, et al. New criteria for inflammatory back pain in patients with chronic back 
pain: a real patient exercise by experts from the Assessment of SpondyloArthritis 
international Society (ASAS). Ann Rheum Dis. 2009;68(6):784-8. 
39. Lindstrom U, Exarchou S, Sigurdardottir V, Sundstrom B, Askling J, Eriksson JK, 
et al. Validity of ankylosing spondylitis and undifferentiated spondyloarthritis 
diagnoses in the Swedish National Patient Register. Scand J Rheumatol. 
2015;44(5):369-76. 
40. Poddubnyy D, Jadon DR, Van den Bosch F, Mease PJ, Gladman DD. Axial 
involvement in psoriatic arthritis: An update for rheumatologists. Semin Arthritis 
Rheum. 2021;51(4):880-7. 
41. Aletaha D, Smolen JS. Diagnosis and Management of Rheumatoid Arthritis: A 
Review. JAMA. 2018;320(13):1360-72. 
42. Michaud K, Wolfe F. Comorbidities in rheumatoid arthritis. Best Pract Res Clin 
Rheumatol. 2007;21(5):885-906. 
43. Dehlin M, Jacobsson L, Roddy E. Global epidemiology of gout: prevalence, 
incidence, treatment patterns and risk factors. Nat Rev Rheumatol. 2020;16(7):380-
90. 
44. Drivelegka P, Sigurdardottir V, Svard A, Jacobsson LTH, Dehlin M. Comorbidity 
in gout at the time of first diagnosis: sex differences that may have implications for 
dosing of urate lowering therapy. Arthritis Res Ther. 2018;20(1):108. 
45. Dehlin M, Drivelegka P, Sigurdardottir V, Svard A, Jacobsson LT. Incidence and 
prevalence of gout in Western Sweden. Arthritis Res Ther. 2016;18:164. 
46. Helliwell PS, Taylor WJ. Classification and diagnostic criteria for psoriatic 
arthritis. Ann Rheum Dis. 2005;64 Suppl 2(Suppl 2):ii3-8. 
47. Dougados M, van der Linden S, Juhlin R, Huitfeldt B, Amor B, Calin A, et al. The 
European Spondylarthropathy Study Group preliminary criteria for the classification 
of spondylarthropathy. Arthritis Rheum. 1991;34(10):1218-27. 
48. Taylor W, Gladman D, Helliwell P, Marchesoni A, Mease P, Mielants H. 
Classification criteria for psoriatic arthritis: development of new criteria from a large 
international study. Arthritis Rheum. 2006;54(8):2665-73. 
49. Coates LC, Conaghan PG, Emery P, Green MJ, Ibrahim G, MacIver H, et al. 
Sensitivity and specificity of the classification of psoriatic arthritis criteria in early 
psoriatic arthritis. Arthritis Rheum. 2012;64(10):3150-5. 



 

46 
 

50. Wilson FC, Icen M, Crowson CS, McEvoy MT, Gabriel SE, Kremers HM. 
Incidence and clinical predictors of psoriatic arthritis in patients with psoriasis: a 
population-based study. Arthritis Rheum. 2009;61(2):233-9. 
51. Eder L, Haddad A, Rosen CF, Lee KA, Chandran V, Cook R, et al. The Incidence 
and Risk Factors for Psoriatic Arthritis in Patients With Psoriasis: A Prospective 
Cohort Study. Arthritis & rheumatology (Hoboken, NJ). 2016;68(4):915-23. 
52. Zabotti A, McGonagle DG, Giovannini I, Errichetti E, Zuliani F, Zanetti A, et al. 
Transition phase towards psoriatic arthritis: clinical and ultrasonographic 
characterisation of psoriatic arthralgia. RMD open. 2019;5(2):e001067. 
53. Eder L, Polachek A, Rosen CF, Chandran V, Cook R, Gladman DD. The 
Development of Psoriatic Arthritis in Patients With Psoriasis Is Preceded by a Period 
of Nonspecific Musculoskeletal Symptoms: A Prospective Cohort Study. Arthritis & 
rheumatology (Hoboken, NJ). 2017;69(3):622-9. 
54. Li W, Han J, Qureshi AA. Obesity and risk of incident psoriatic arthritis in US 
women. Ann Rheum Dis. 2012;71(8):1267. 
55. Thomsen RS, Nilsen TI, Haugeberg G, Gulati AM, Kavanaugh A, Hoff M. 
Adiposity and physical activity as risk factors for developing psoriatic arthritis. 
Longitudinal data from the HUNT study. Arthritis Care Res (Hoboken). 2019. 
56. Jensen P, Skov L. Psoriasis and Obesity. Dermatology. 2016;232(6):633-9. 
57. Li Q, Chandran V, Tsoi L, O'Rielly D, Nair RP, Gladman D, et al. Quantifying 
Differences in Heritability among Psoriatic Arthritis (PsA), Cutaneous Psoriasis (PsC) 
and Psoriasis vulgaris (PsV). Sci Rep. 2020;10(1):4925-. 
58. Karason A, Love TJ, Gudbjornsson B. A strong heritability of psoriatic arthritis 
over four generations--the Reykjavik Psoriatic Arthritis Study. Rheumatology 
(Oxford). 2009;48(11):1424-8. 
59. Eder L, Chandran V, Pellet F, Shanmugarajah S, Rosen CF, Bull SB, et al. Human 
leucocyte antigen risk alleles for psoriatic arthritis among patients with psoriasis. Ann 
Rheum Dis. 2012;71(1):50-5. 
60. Rahmati S, Tsoi L, O'Rielly D, Chandran V, Rahman P. Complexities in Genetics 
of Psoriatic Arthritis. Curr Rheumatol Rep. 2020;22(4):10. 
61. Haroon M, Winchester R, Giles JT, Heffernan E, FitzGerald O. Certain class I 
HLA alleles and haplotypes implicated in susceptibility play a role in determining 
specific features of the psoriatic arthritis phenotype. Ann Rheum Dis. 2016;75(1):155-
62. 
62. Bridgewood C, Sharif K, Sherlock J, Watad A, McGonagle D. Interleukin-23 
pathway at the enthesis: The emerging story of enthesitis in spondyloarthropathy. 
Immunol Rev. 2020;294(1):27-47. 
63. McGonagle DG, McInnes IB, Kirkham BW, Sherlock J, Moots R. The role of IL-
17A in axial spondyloarthritis and psoriatic arthritis: recent advances and 
controversies. Ann Rheum Dis. 2019;78(9):1167-78. 
64. Gravallese EM, Schett G. Effects of the IL-23-IL-17 pathway on bone in 
spondyloarthritis. Nat Rev Rheumatol. 2018;14(11):631-40. 
65. Ghoreschi K, Balato A, Enerbäck C, Sabat R. Therapeutics targeting the IL-23 and 
IL-17 pathway in psoriasis. Lancet. 2021;397(10275):754-66. 
66. Sakkas LI, Zafiriou E, Bogdanos DP. Mini Review: New Treatments in Psoriatic 
Arthritis. Focus on the IL-23/17 Axis. Front Pharmacol. 2019;10:872. 

 

47 
 

67. Yang K, Oak ASW, Elewski BE. Use of IL-23 Inhibitors for the Treatment of 
Plaque Psoriasis and Psoriatic Arthritis: A Comprehensive Review. Am J Clin 
Dermatol. 2021;22(2):173-92. 
68. McGonagle DG, Helliwell P, Veale D. Enthesitis in psoriatic disease. 
Dermatology. 2012;225(2):100-9. 
69. Jacques P, McGonagle D. The role of mechanical stress in the pathogenesis of 
spondyloarthritis and how to combat it. Best Pract Res Clin Rheumatol. 
2014;28(5):703-10. 
70. Girolimetto N, Giovannini I, Crepaldi G, De Marco G, Tinazzi I, Possemato N, et 
al. Psoriatic Dactylitis: Current Perspectives and New Insights in Ultrasonography 
and Magnetic Resonance Imaging. Journal of clinical medicine. 2021;10(12). 
71. McGonagle D. Enthesitis: an autoinflammatory lesion linking nail and joint 
involvement in psoriatic disease. J Eur Acad Dermatol Venereol. 2009;23 Suppl 1:9-
13. 
72. McGonagle D, Stockwin L, Isaacs J, Emery P. An enthesitis based model for the 
pathogenesis of spondyloarthropathy. additive effects of microbial adjuvant and 
biomechanical factors at disease sites. J Rheumatol. 2001;28(10):2155-9. 
73. Pattison E, Harrison BJ, Griffiths CE, Silman AJ, Bruce IN. Environmental risk 
factors for the development of psoriatic arthritis: results from a case-control study. 
Ann Rheum Dis. 2008;67(5):672-6. 
74. Thorarensen SM, Lu N, Ogdie A, Gelfand JM, Choi HK, Love TJ. Physical trauma 
recorded in primary care is associated with the onset of psoriatic arthritis among 
patients with psoriasis. Ann Rheum Dis. 2017;76(3):521-5. 
75. Stober C. Pathogenesis of psoriatic arthritis. Best Pract Res Clin Rheumatol. 
2021;35(2):101694. 
76. Scher JU, Ubeda C, Artacho A, Attur M, Isaac S, Reddy SM, et al. Decreased 
bacterial diversity characterizes the altered gut microbiota in patients with psoriatic 
arthritis, resembling dysbiosis in inflammatory bowel disease. Arthritis & 
rheumatology (Hoboken, NJ). 2015;67(1):128-39. 
77. Macleod T, Bridgewood C, Hyde I, Heague M, Helliwell P, Stacey M, et al. 
Molecular and cellular regulation of psoriatic inflammation. Clin Sci (Lond). 
2022;136(12):935-52. 
78. Coates LC, Kavanaugh A, Mease PJ, Soriano ER, Laura Acosta-Felquer M, 
Armstrong AW, et al. Group for Research and Assessment of Psoriasis and Psoriatic 
Arthritis 2015 Treatment Recommendations for Psoriatic Arthritis. Arthritis & 
rheumatology (Hoboken, NJ). 2016;68(5):1060-71. 
79. Singh JA, Guyatt G, Ogdie A, Gladman DD, Deal C, Deodhar A, et al. Special 
Article: 2018 American College of Rheumatology/National Psoriasis Foundation 
Guideline for the Treatment of Psoriatic Arthritis. Arthritis & rheumatology 
(Hoboken, NJ). 2019;71(1):5-32. 
80. Gossec L, Smolen JS, Ramiro S, de Wit M, Cutolo M, Dougados M, et al. 
European League Against Rheumatism (EULAR) recommendations for the 
management of psoriatic arthritis with pharmacological therapies: 2015 update. Ann 
Rheum Dis. 2016;75(3):499-510. 
81. Bożek A, Reich A. The reliability of three psoriasis assessment tools: Psoriasis 
area and severity index, body surface area and physician global assessment. Advances 



 

46 
 

50. Wilson FC, Icen M, Crowson CS, McEvoy MT, Gabriel SE, Kremers HM. 
Incidence and clinical predictors of psoriatic arthritis in patients with psoriasis: a 
population-based study. Arthritis Rheum. 2009;61(2):233-9. 
51. Eder L, Haddad A, Rosen CF, Lee KA, Chandran V, Cook R, et al. The Incidence 
and Risk Factors for Psoriatic Arthritis in Patients With Psoriasis: A Prospective 
Cohort Study. Arthritis & rheumatology (Hoboken, NJ). 2016;68(4):915-23. 
52. Zabotti A, McGonagle DG, Giovannini I, Errichetti E, Zuliani F, Zanetti A, et al. 
Transition phase towards psoriatic arthritis: clinical and ultrasonographic 
characterisation of psoriatic arthralgia. RMD open. 2019;5(2):e001067. 
53. Eder L, Polachek A, Rosen CF, Chandran V, Cook R, Gladman DD. The 
Development of Psoriatic Arthritis in Patients With Psoriasis Is Preceded by a Period 
of Nonspecific Musculoskeletal Symptoms: A Prospective Cohort Study. Arthritis & 
rheumatology (Hoboken, NJ). 2017;69(3):622-9. 
54. Li W, Han J, Qureshi AA. Obesity and risk of incident psoriatic arthritis in US 
women. Ann Rheum Dis. 2012;71(8):1267. 
55. Thomsen RS, Nilsen TI, Haugeberg G, Gulati AM, Kavanaugh A, Hoff M. 
Adiposity and physical activity as risk factors for developing psoriatic arthritis. 
Longitudinal data from the HUNT study. Arthritis Care Res (Hoboken). 2019. 
56. Jensen P, Skov L. Psoriasis and Obesity. Dermatology. 2016;232(6):633-9. 
57. Li Q, Chandran V, Tsoi L, O'Rielly D, Nair RP, Gladman D, et al. Quantifying 
Differences in Heritability among Psoriatic Arthritis (PsA), Cutaneous Psoriasis (PsC) 
and Psoriasis vulgaris (PsV). Sci Rep. 2020;10(1):4925-. 
58. Karason A, Love TJ, Gudbjornsson B. A strong heritability of psoriatic arthritis 
over four generations--the Reykjavik Psoriatic Arthritis Study. Rheumatology 
(Oxford). 2009;48(11):1424-8. 
59. Eder L, Chandran V, Pellet F, Shanmugarajah S, Rosen CF, Bull SB, et al. Human 
leucocyte antigen risk alleles for psoriatic arthritis among patients with psoriasis. Ann 
Rheum Dis. 2012;71(1):50-5. 
60. Rahmati S, Tsoi L, O'Rielly D, Chandran V, Rahman P. Complexities in Genetics 
of Psoriatic Arthritis. Curr Rheumatol Rep. 2020;22(4):10. 
61. Haroon M, Winchester R, Giles JT, Heffernan E, FitzGerald O. Certain class I 
HLA alleles and haplotypes implicated in susceptibility play a role in determining 
specific features of the psoriatic arthritis phenotype. Ann Rheum Dis. 2016;75(1):155-
62. 
62. Bridgewood C, Sharif K, Sherlock J, Watad A, McGonagle D. Interleukin-23 
pathway at the enthesis: The emerging story of enthesitis in spondyloarthropathy. 
Immunol Rev. 2020;294(1):27-47. 
63. McGonagle DG, McInnes IB, Kirkham BW, Sherlock J, Moots R. The role of IL-
17A in axial spondyloarthritis and psoriatic arthritis: recent advances and 
controversies. Ann Rheum Dis. 2019;78(9):1167-78. 
64. Gravallese EM, Schett G. Effects of the IL-23-IL-17 pathway on bone in 
spondyloarthritis. Nat Rev Rheumatol. 2018;14(11):631-40. 
65. Ghoreschi K, Balato A, Enerbäck C, Sabat R. Therapeutics targeting the IL-23 and 
IL-17 pathway in psoriasis. Lancet. 2021;397(10275):754-66. 
66. Sakkas LI, Zafiriou E, Bogdanos DP. Mini Review: New Treatments in Psoriatic 
Arthritis. Focus on the IL-23/17 Axis. Front Pharmacol. 2019;10:872. 

 

47 
 

67. Yang K, Oak ASW, Elewski BE. Use of IL-23 Inhibitors for the Treatment of 
Plaque Psoriasis and Psoriatic Arthritis: A Comprehensive Review. Am J Clin 
Dermatol. 2021;22(2):173-92. 
68. McGonagle DG, Helliwell P, Veale D. Enthesitis in psoriatic disease. 
Dermatology. 2012;225(2):100-9. 
69. Jacques P, McGonagle D. The role of mechanical stress in the pathogenesis of 
spondyloarthritis and how to combat it. Best Pract Res Clin Rheumatol. 
2014;28(5):703-10. 
70. Girolimetto N, Giovannini I, Crepaldi G, De Marco G, Tinazzi I, Possemato N, et 
al. Psoriatic Dactylitis: Current Perspectives and New Insights in Ultrasonography 
and Magnetic Resonance Imaging. Journal of clinical medicine. 2021;10(12). 
71. McGonagle D. Enthesitis: an autoinflammatory lesion linking nail and joint 
involvement in psoriatic disease. J Eur Acad Dermatol Venereol. 2009;23 Suppl 1:9-
13. 
72. McGonagle D, Stockwin L, Isaacs J, Emery P. An enthesitis based model for the 
pathogenesis of spondyloarthropathy. additive effects of microbial adjuvant and 
biomechanical factors at disease sites. J Rheumatol. 2001;28(10):2155-9. 
73. Pattison E, Harrison BJ, Griffiths CE, Silman AJ, Bruce IN. Environmental risk 
factors for the development of psoriatic arthritis: results from a case-control study. 
Ann Rheum Dis. 2008;67(5):672-6. 
74. Thorarensen SM, Lu N, Ogdie A, Gelfand JM, Choi HK, Love TJ. Physical trauma 
recorded in primary care is associated with the onset of psoriatic arthritis among 
patients with psoriasis. Ann Rheum Dis. 2017;76(3):521-5. 
75. Stober C. Pathogenesis of psoriatic arthritis. Best Pract Res Clin Rheumatol. 
2021;35(2):101694. 
76. Scher JU, Ubeda C, Artacho A, Attur M, Isaac S, Reddy SM, et al. Decreased 
bacterial diversity characterizes the altered gut microbiota in patients with psoriatic 
arthritis, resembling dysbiosis in inflammatory bowel disease. Arthritis & 
rheumatology (Hoboken, NJ). 2015;67(1):128-39. 
77. Macleod T, Bridgewood C, Hyde I, Heague M, Helliwell P, Stacey M, et al. 
Molecular and cellular regulation of psoriatic inflammation. Clin Sci (Lond). 
2022;136(12):935-52. 
78. Coates LC, Kavanaugh A, Mease PJ, Soriano ER, Laura Acosta-Felquer M, 
Armstrong AW, et al. Group for Research and Assessment of Psoriasis and Psoriatic 
Arthritis 2015 Treatment Recommendations for Psoriatic Arthritis. Arthritis & 
rheumatology (Hoboken, NJ). 2016;68(5):1060-71. 
79. Singh JA, Guyatt G, Ogdie A, Gladman DD, Deal C, Deodhar A, et al. Special 
Article: 2018 American College of Rheumatology/National Psoriasis Foundation 
Guideline for the Treatment of Psoriatic Arthritis. Arthritis & rheumatology 
(Hoboken, NJ). 2019;71(1):5-32. 
80. Gossec L, Smolen JS, Ramiro S, de Wit M, Cutolo M, Dougados M, et al. 
European League Against Rheumatism (EULAR) recommendations for the 
management of psoriatic arthritis with pharmacological therapies: 2015 update. Ann 
Rheum Dis. 2016;75(3):499-510. 
81. Bożek A, Reich A. The reliability of three psoriasis assessment tools: Psoriasis 
area and severity index, body surface area and physician global assessment. Advances 



 

48 
 

in clinical and experimental medicine : official organ Wroclaw Medical University. 
2017;26(5):851-6. 
82. Fredriksson T, Pettersson U. Severe psoriasis--oral therapy with a new retinoid. 
Dermatologica. 1978;157(4):238-44. 
83. Finlay AY, Khan GK. Dermatology Life Quality Index (DLQI)--a simple practical 
measure for routine clinical use. Clin Exp Dermatol. 1994;19(3):210-6. 
84. Prevoo ML, van 't Hof MA, Kuper HH, van Leeuwen MA, van de Putte LB, van 
Riel PL. Modified disease activity scores that include twenty-eight-joint counts. 
Development and validation in a prospective longitudinal study of patients with 
rheumatoid arthritis. Arthritis Rheum. 1995;38(1):44-8. 
85. van der Heijde DM, van 't Hof MA, van Riel PL, Theunisse LA, Lubberts EW, 
van Leeuwen MA, et al. Judging disease activity in clinical practice in rheumatoid 
arthritis: first step in the development of a disease activity score. Ann Rheum Dis. 
1990;49(11):916-20. 
86. Schoels MM, Aletaha D, Alasti F, Smolen JS. Disease activity in psoriatic arthritis 
(PsA): defining remission and treatment success using the DAPSA score. Ann Rheum 
Dis. 2016;75(5):811-8. 
87. Schoels M, Aletaha D, Funovits J, Kavanaugh A, Baker D, Smolen JS. Application 
of the DAREA/DAPSA score for assessment of disease activity in psoriatic arthritis. 
Ann Rheum Dis. 2010;69(8):1441-7. 
88. Aletaha D, Alasti F, Smolen JS. Disease activity states of the DAPSA, a psoriatic 
arthritis specific instrument, are valid against functional status and structural 
progression. Ann Rheum Dis. 2017;76(2):418-21. 
89. Fries JF, Spitz P, Kraines RG, Holman HR. Measurement of patient outcome in 
arthritis. Arthritis Rheum. 1980;23(2):137-45. 
90. Garrett S, Jenkinson T, Kennedy LG, Whitelock H, Gaisford P, Calin A. A new 
approach to defining disease status in ankylosing spondylitis: the Bath Ankylosing 
Spondylitis Disease Activity Index. J Rheumatol. 1994;21(12):2286-91. 
91. Calin A, Garrett S, Whitelock H, Kennedy LG, O'Hea J, Mallorie P, et al. A new 
approach to defining functional ability in ankylosing spondylitis: the development of 
the Bath Ankylosing Spondylitis Functional Index. J Rheumatol. 1994;21(12):2281-
5. 
92. Healy PJ, Helliwell PS. Measuring clinical enthesitis in psoriatic arthritis: 
assessment of existing measures and development of an instrument specific to 
psoriatic arthritis. Arthritis Rheum. 2008;59(5):686-91. 
93. Coates LC, Fransen J, Helliwell PS. Defining minimal disease activity in psoriatic 
arthritis: a proposed objective target for treatment. Ann Rheum Dis. 2010;69(1):48-
53. 
94. Coates LC, Helliwell PS. Defining Low Disease Activity States in Psoriatic 
Arthritis using Novel Composite Disease Instruments. J Rheumatol. 2016;43(2):371-
5. 
95. Yusuf S, Hawken S, Ounpuu S, Dans T, Avezum A, Lanas F, et al. Effect of 
potentially modifiable risk factors associated with myocardial infarction in 52 
countries (the INTERHEART study): case-control study. Lancet. 
2004;364(9438):937-52. 
96. Agca R, Heslinga SC, Rollefstad S, Heslinga M, McInnes IB, Peters MJ, et al. 
EULAR recommendations for cardiovascular disease risk management in patients 

 

49 
 

with rheumatoid arthritis and other forms of inflammatory joint disorders: 2015/2016 
update. Ann Rheum Dis. 2017;76(1):17-28. 
97. Ali A, Ali A, Kumar D, Kumar R, Elahi K, Suman F, et al. Comparison of 
Incidence of Myocardial Infarction in Patients With Rheumatoid Arthritis and 
Diabetes Mellitus. Cureus. 2021;13(6):e15716. 
98. Lindhardsen J, Ahlehoff O, Gislason GH, Madsen OR, Olesen JB, Torp-Pedersen 
C, et al. The risk of myocardial infarction in rheumatoid arthritis and diabetes mellitus: 
a Danish nationwide cohort study. Ann Rheum Dis. 2011;70(6):929-34. 
99. van Halm VP, Peters MJ, Voskuyl AE, Boers M, Lems WF, Visser M, et al. 
Rheumatoid arthritis versus diabetes as a risk factor for cardiovascular disease: a 
cross-sectional study, the CARRE Investigation. Ann Rheum Dis. 2009;68(9):1395-
400. 
100. Libby P, Buring JE, Badimon L, Hansson GK, Deanfield J, Bittencourt MS, et 
al. Atherosclerosis. Nature reviews Disease primers. 2019;5(1):56. 
101. Lam SHM, Cheng IT, Li EK, Wong P, Lee J, Yip RM, et al. DAPSA, carotid 
plaque and cardiovascular events in psoriatic arthritis: a longitudinal study. Ann 
Rheum Dis. 2020;79(10):1320-6. 
102. Gabriel SE, Crowson CS. Risk factors for cardiovascular disease in rheumatoid 
arthritis. Curr Opin Rheumatol. 2012;24(2):171-6. 
103. Berg IJ, van der Heijde D, Dagfinrud H, Seljeflot I, Olsen IC, Kvien TK, et al. 
Disease activity in ankylosing spondylitis and associations to markers of vascular 
pathology and traditional cardiovascular disease risk factors: a cross-sectional study. 
J Rheumatol. 2015;42(4):645-53. 
104. Cipolletta E, Tata LJ, Nakafero G, Avery AJ, Mamas MA, Abhishek A. 
Association Between Gout Flare and Subsequent Cardiovascular Events Among 
Patients With Gout. JAMA. 2022;328(5):440-50. 
105. Källberg H, Ding B, Padyukov L, Bengtsson C, Rönnelid J, Klareskog L, et al. 
Smoking is a major preventable risk factor for rheumatoid arthritis: estimations of 
risks after various exposures to cigarette smoke. Ann Rheum Dis. 2011;70(3):508-11. 
106. Kuo CF, Grainge MJ, Zhang W, Doherty M. Global epidemiology of gout: 
prevalence, incidence and risk factors. Nat Rev Rheumatol. 2015;11(11):649-62. 
107. Ferguson LD, Siebert S, McInnes IB, Sattar N. Cardiometabolic comorbidities 
in RA and PsA: lessons learned and future directions. Nat Rev Rheumatol. 
2019;15(8):461-74. 
108. Han C, Robinson DW, Jr., Hackett MV, Paramore LC, Fraeman KH, Bala MV. 
Cardiovascular disease and risk factors in patients with rheumatoid arthritis, psoriatic 
arthritis, and ankylosing spondylitis. J Rheumatol. 2006;33(11):2167-72. 
109. Mathieu S, Gossec L, Dougados M, Soubrier M. Cardiovascular profile in 
ankylosing spondylitis: a systematic review and meta-analysis. Arthritis Care Res 
(Hoboken). 2011;63(4):557-63. 
110. Wibetoe G, Ikdahl E, Rollefstad S, Olsen IC, Bergsmark K, Kvien TK, et al. 
Cardiovascular disease risk profiles in inflammatory joint disease entities. Arthritis 
Res Ther. 2017;19(1):153. 
111. Conroy RM, Pyörälä K, Fitzgerald AP, Sans S, Menotti A, De Backer G, et al. 
Estimation of ten-year risk of fatal cardiovascular disease in Europe: the SCORE 
project. Eur Heart J. 2003;24(11):987-1003. 



 

48 
 

in clinical and experimental medicine : official organ Wroclaw Medical University. 
2017;26(5):851-6. 
82. Fredriksson T, Pettersson U. Severe psoriasis--oral therapy with a new retinoid. 
Dermatologica. 1978;157(4):238-44. 
83. Finlay AY, Khan GK. Dermatology Life Quality Index (DLQI)--a simple practical 
measure for routine clinical use. Clin Exp Dermatol. 1994;19(3):210-6. 
84. Prevoo ML, van 't Hof MA, Kuper HH, van Leeuwen MA, van de Putte LB, van 
Riel PL. Modified disease activity scores that include twenty-eight-joint counts. 
Development and validation in a prospective longitudinal study of patients with 
rheumatoid arthritis. Arthritis Rheum. 1995;38(1):44-8. 
85. van der Heijde DM, van 't Hof MA, van Riel PL, Theunisse LA, Lubberts EW, 
van Leeuwen MA, et al. Judging disease activity in clinical practice in rheumatoid 
arthritis: first step in the development of a disease activity score. Ann Rheum Dis. 
1990;49(11):916-20. 
86. Schoels MM, Aletaha D, Alasti F, Smolen JS. Disease activity in psoriatic arthritis 
(PsA): defining remission and treatment success using the DAPSA score. Ann Rheum 
Dis. 2016;75(5):811-8. 
87. Schoels M, Aletaha D, Funovits J, Kavanaugh A, Baker D, Smolen JS. Application 
of the DAREA/DAPSA score for assessment of disease activity in psoriatic arthritis. 
Ann Rheum Dis. 2010;69(8):1441-7. 
88. Aletaha D, Alasti F, Smolen JS. Disease activity states of the DAPSA, a psoriatic 
arthritis specific instrument, are valid against functional status and structural 
progression. Ann Rheum Dis. 2017;76(2):418-21. 
89. Fries JF, Spitz P, Kraines RG, Holman HR. Measurement of patient outcome in 
arthritis. Arthritis Rheum. 1980;23(2):137-45. 
90. Garrett S, Jenkinson T, Kennedy LG, Whitelock H, Gaisford P, Calin A. A new 
approach to defining disease status in ankylosing spondylitis: the Bath Ankylosing 
Spondylitis Disease Activity Index. J Rheumatol. 1994;21(12):2286-91. 
91. Calin A, Garrett S, Whitelock H, Kennedy LG, O'Hea J, Mallorie P, et al. A new 
approach to defining functional ability in ankylosing spondylitis: the development of 
the Bath Ankylosing Spondylitis Functional Index. J Rheumatol. 1994;21(12):2281-
5. 
92. Healy PJ, Helliwell PS. Measuring clinical enthesitis in psoriatic arthritis: 
assessment of existing measures and development of an instrument specific to 
psoriatic arthritis. Arthritis Rheum. 2008;59(5):686-91. 
93. Coates LC, Fransen J, Helliwell PS. Defining minimal disease activity in psoriatic 
arthritis: a proposed objective target for treatment. Ann Rheum Dis. 2010;69(1):48-
53. 
94. Coates LC, Helliwell PS. Defining Low Disease Activity States in Psoriatic 
Arthritis using Novel Composite Disease Instruments. J Rheumatol. 2016;43(2):371-
5. 
95. Yusuf S, Hawken S, Ounpuu S, Dans T, Avezum A, Lanas F, et al. Effect of 
potentially modifiable risk factors associated with myocardial infarction in 52 
countries (the INTERHEART study): case-control study. Lancet. 
2004;364(9438):937-52. 
96. Agca R, Heslinga SC, Rollefstad S, Heslinga M, McInnes IB, Peters MJ, et al. 
EULAR recommendations for cardiovascular disease risk management in patients 

 

49 
 

with rheumatoid arthritis and other forms of inflammatory joint disorders: 2015/2016 
update. Ann Rheum Dis. 2017;76(1):17-28. 
97. Ali A, Ali A, Kumar D, Kumar R, Elahi K, Suman F, et al. Comparison of 
Incidence of Myocardial Infarction in Patients With Rheumatoid Arthritis and 
Diabetes Mellitus. Cureus. 2021;13(6):e15716. 
98. Lindhardsen J, Ahlehoff O, Gislason GH, Madsen OR, Olesen JB, Torp-Pedersen 
C, et al. The risk of myocardial infarction in rheumatoid arthritis and diabetes mellitus: 
a Danish nationwide cohort study. Ann Rheum Dis. 2011;70(6):929-34. 
99. van Halm VP, Peters MJ, Voskuyl AE, Boers M, Lems WF, Visser M, et al. 
Rheumatoid arthritis versus diabetes as a risk factor for cardiovascular disease: a 
cross-sectional study, the CARRE Investigation. Ann Rheum Dis. 2009;68(9):1395-
400. 
100. Libby P, Buring JE, Badimon L, Hansson GK, Deanfield J, Bittencourt MS, et 
al. Atherosclerosis. Nature reviews Disease primers. 2019;5(1):56. 
101. Lam SHM, Cheng IT, Li EK, Wong P, Lee J, Yip RM, et al. DAPSA, carotid 
plaque and cardiovascular events in psoriatic arthritis: a longitudinal study. Ann 
Rheum Dis. 2020;79(10):1320-6. 
102. Gabriel SE, Crowson CS. Risk factors for cardiovascular disease in rheumatoid 
arthritis. Curr Opin Rheumatol. 2012;24(2):171-6. 
103. Berg IJ, van der Heijde D, Dagfinrud H, Seljeflot I, Olsen IC, Kvien TK, et al. 
Disease activity in ankylosing spondylitis and associations to markers of vascular 
pathology and traditional cardiovascular disease risk factors: a cross-sectional study. 
J Rheumatol. 2015;42(4):645-53. 
104. Cipolletta E, Tata LJ, Nakafero G, Avery AJ, Mamas MA, Abhishek A. 
Association Between Gout Flare and Subsequent Cardiovascular Events Among 
Patients With Gout. JAMA. 2022;328(5):440-50. 
105. Källberg H, Ding B, Padyukov L, Bengtsson C, Rönnelid J, Klareskog L, et al. 
Smoking is a major preventable risk factor for rheumatoid arthritis: estimations of 
risks after various exposures to cigarette smoke. Ann Rheum Dis. 2011;70(3):508-11. 
106. Kuo CF, Grainge MJ, Zhang W, Doherty M. Global epidemiology of gout: 
prevalence, incidence and risk factors. Nat Rev Rheumatol. 2015;11(11):649-62. 
107. Ferguson LD, Siebert S, McInnes IB, Sattar N. Cardiometabolic comorbidities 
in RA and PsA: lessons learned and future directions. Nat Rev Rheumatol. 
2019;15(8):461-74. 
108. Han C, Robinson DW, Jr., Hackett MV, Paramore LC, Fraeman KH, Bala MV. 
Cardiovascular disease and risk factors in patients with rheumatoid arthritis, psoriatic 
arthritis, and ankylosing spondylitis. J Rheumatol. 2006;33(11):2167-72. 
109. Mathieu S, Gossec L, Dougados M, Soubrier M. Cardiovascular profile in 
ankylosing spondylitis: a systematic review and meta-analysis. Arthritis Care Res 
(Hoboken). 2011;63(4):557-63. 
110. Wibetoe G, Ikdahl E, Rollefstad S, Olsen IC, Bergsmark K, Kvien TK, et al. 
Cardiovascular disease risk profiles in inflammatory joint disease entities. Arthritis 
Res Ther. 2017;19(1):153. 
111. Conroy RM, Pyörälä K, Fitzgerald AP, Sans S, Menotti A, De Backer G, et al. 
Estimation of ten-year risk of fatal cardiovascular disease in Europe: the SCORE 
project. Eur Heart J. 2003;24(11):987-1003. 



 

50 
 

112. Peters MJ, Symmons DP, McCarey D, Dijkmans BA, Nicola P, Kvien TK, et al. 
EULAR evidence-based recommendations for cardiovascular risk management in 
patients with rheumatoid arthritis and other forms of inflammatory arthritis. Ann 
Rheum Dis. 2010;69(2):325-31. 
113. Piepoli MF, Hoes AW, Agewall S, Albus C, Brotons C, Catapano AL, et al. 
2016 European Guidelines on cardiovascular disease prevention in clinical practice: 
The Sixth Joint Task Force of the European Society of Cardiology and Other Societies 
on Cardiovascular Disease Prevention in Clinical Practice (constituted by 
representatives of 10 societies and by invited experts)Developed with the special 
contribution of the European Association for Cardiovascular Prevention & 
Rehabilitation (EACPR). Eur Heart J. 2016;37(29):2315-81. 
114. D'Agostino RB, Sr., Vasan RS, Pencina MJ, Wolf PA, Cobain M, Massaro JM, 
et al. General cardiovascular risk profile for use in primary care: the Framingham 
Heart Study. Circulation. 2008;117(6):743-53. 
115. Ridker PM, Buring JE, Rifai N, Cook NR. Development and validation of 
improved algorithms for the assessment of global cardiovascular risk in women: the 
Reynolds Risk Score. JAMA. 2007;297(6):611-9. 
116. SCORE2 risk prediction algorithms: new models to estimate 10-year risk of 
cardiovascular disease in Europe. Eur Heart J. 2021;42(25):2439-54. 
117. Arnett DK, Blumenthal RS, Albert MA, Buroker AB, Goldberger ZD, Hahn EJ, 
et al. 2019 ACC/AHA Guideline on the Primary Prevention of Cardiovascular 
Disease: Executive Summary: A Report of the American College of 
Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. 
Circulation. 2019;140(11):e563-e95. 
118. Bengtsson K, Forsblad d, Elia H, Lie E, Klingberg E, Dehlin M, et al. Are 
ankylosing spondylitis, psoriatic arthritis and undifferentiated spondyloarthritis 
associated with an increased risk of cardiovascular events? A prospective nationwide 
population-based cohort study. Arthritis Research &Amp; Therapy. 2017;19(1). 
119. Eder L, Jayakar J, Shanmugarajah S, Thavaneswaran A, Pereira D, Chandran V, 
et al. The burden of carotid artery plaques is higher in patients with psoriatic arthritis 
compared with those with psoriasis alone. Ann Rheum Dis. 2013;72(5):715-20. 
120. Eder L, Thavaneswaran A, Chandran V, Cook R, Gladman DD. Increased 
burden of inflammation over time is associated with the extent of atherosclerotic 
plaques in patients with psoriatic arthritis. Ann Rheum Dis. 2014. 
121. Elnabawi YA, Dey AK, Goyal A, Groenendyk JW, Chung JH, Belur AD, et al. 
Coronary artery plaque characteristics and treatment with biologic therapy in severe 
psoriasis: results from a prospective observational study. Cardiovasc Res. 
2019;115(4):721-8. 
122. Olejniczak-Staruch I, Narbutt J, Ceryn J, Skibińska M, Bednarski I, Woźniacka 
A, et al. AntiTNF-alpha therapy normalizes levels of lipids and adipokines in psoriatic 
patients in the real-life settings. Sci Rep. 2021;11(1):9289. 
123. Masson W, Lobo M, Molinero G. Psoriasis and Cardiovascular Risk: A 
Comprehensive Review. Adv Ther. 2020;37(5):2017-33. 
124. Armstrong AW, Harskamp CT, Armstrong EJ. The association between 
psoriasis and obesity: a systematic review and meta-analysis of observational studies. 
Nutr Diabetes. 2012;2(12):e54. 

 

51 
 

125. Armstrong AW, Harskamp CT, Armstrong EJ. Psoriasis and metabolic 
syndrome: a systematic review and meta-analysis of observational studies. J Am Acad 
Dermatol. 2013;68(4):654-62. 
126. Bhole VM, Choi HK, Burns LC, Vera Kellet C, Lacaille DV, Gladman DD, et 
al. Differences in body mass index among individuals with PsA, psoriasis, RA and 
the general population. Rheumatology. 2012;51(3):552-6. 
127. Jamnitski A, Symmons D, Peters MJ, Sattar N, McInnes I, Nurmohamed MT. 
Cardiovascular comorbidities in patients with psoriatic arthritis: a systematic review. 
Ann Rheum Dis. 2013;72(2):211-6. 
128. Gulati AM, Semb AG, Rollefstad S, Romundstad PR, Kavanaugh A, Gulati S, 
et al. On the HUNT for cardiovascular risk factors and disease in patients with 
psoriatic arthritis: population-based data from the Nord-Trondelag Health Study. Ann 
Rheum Dis. 2016;75(5):819-24. 
129. Gladman DD, Ang M, Su L, Tom BD, Schentag CT, Farewell VT. 
Cardiovascular morbidity in psoriatic arthritis. Ann Rheum Dis. 2009;68(7):1131-5. 
130. Eder L, Harvey P, Chandran V, Rosen CF, Dutz J, Elder JT, et al. Gaps in 
Diagnosis and Treatment of Cardiovascular Risk Factors in Patients with Psoriatic 
Disease: An International Multicenter Study. J Rheumatol. 2018;45(3):378-84. 
131. Husted JA, Thavaneswaran A, Chandran V, Eder L, Rosen CF, Cook RJ, et al. 
Cardiovascular and other comorbidities in patients with psoriatic arthritis: a 
comparison with patients with psoriasis. Arthritis Care Res (Hoboken). 
2011;63(12):1729-35. 
132. Radner H, Lesperance T, Accortt NA, Solomon DH. Incidence and Prevalence 
of Cardiovascular Risk Factors Among Patients With Rheumatoid Arthritis, Psoriasis, 
or Psoriatic Arthritis. Arthritis Care Res (Hoboken). 2017;69(10):1510-8. 
133. Labitigan M, Bahče‐Altuntas A, Kremer JM, Reed G, Greenberg JD, Jordan N, 
et al. Higher Rates and Clustering of Abnormal Lipids, Obesity, and Diabetes Mellitus 
in Psoriatic Arthritis Compared With Rheumatoid Arthritis. Arthritis Care Res 
(Hoboken). 2014;66(4):600-7. 
134. Castaneda S, Martin-Martinez MA, Gonzalez-Juanatey C, Llorca J, Garcia-
Yebenes MJ, Perez-Vicente S, et al. Cardiovascular morbidity and associated risk 
factors in Spanish patients with chronic inflammatory rheumatic diseases attending 
rheumatology clinics: Baseline data of the CARMA Project. Semin Arthritis Rheum. 
2015;44(6):618-26. 
135. Arts EE, Popa C, Den Broeder AA, Semb AG, Toms T, Kitas GD, et al. 
Performance of four current risk algorithms in predicting cardiovascular events in 
patients with early rheumatoid arthritis. Ann Rheum Dis. 2015;74(4):668-74. 
136. Semb AG, Ikdahl E, Hisdal J, Olsen IC, Rollefstad S. Exploring cardiovascular 
disease risk evaluation in patients with inflammatory joint diseases. Int J Cardiol. 
2016;223:331-6. 
137. Eder L, Chandran V, Gladman DD. The Framingham Risk Score underestimates 
the extent of subclinical atherosclerosis in patients with psoriatic disease. Ann Rheum 
Dis. 2014;73(11):1990-6. 
138. Visseren FLJ, Mach F, Smulders YM, Carballo D, Koskinas KC, Bäck M, et al. 
2021 ESC Guidelines on cardiovascular disease prevention in clinical practice. Eur 
Heart J. 2021;42(34):3227-337. 



 

50 
 

112. Peters MJ, Symmons DP, McCarey D, Dijkmans BA, Nicola P, Kvien TK, et al. 
EULAR evidence-based recommendations for cardiovascular risk management in 
patients with rheumatoid arthritis and other forms of inflammatory arthritis. Ann 
Rheum Dis. 2010;69(2):325-31. 
113. Piepoli MF, Hoes AW, Agewall S, Albus C, Brotons C, Catapano AL, et al. 
2016 European Guidelines on cardiovascular disease prevention in clinical practice: 
The Sixth Joint Task Force of the European Society of Cardiology and Other Societies 
on Cardiovascular Disease Prevention in Clinical Practice (constituted by 
representatives of 10 societies and by invited experts)Developed with the special 
contribution of the European Association for Cardiovascular Prevention & 
Rehabilitation (EACPR). Eur Heart J. 2016;37(29):2315-81. 
114. D'Agostino RB, Sr., Vasan RS, Pencina MJ, Wolf PA, Cobain M, Massaro JM, 
et al. General cardiovascular risk profile for use in primary care: the Framingham 
Heart Study. Circulation. 2008;117(6):743-53. 
115. Ridker PM, Buring JE, Rifai N, Cook NR. Development and validation of 
improved algorithms for the assessment of global cardiovascular risk in women: the 
Reynolds Risk Score. JAMA. 2007;297(6):611-9. 
116. SCORE2 risk prediction algorithms: new models to estimate 10-year risk of 
cardiovascular disease in Europe. Eur Heart J. 2021;42(25):2439-54. 
117. Arnett DK, Blumenthal RS, Albert MA, Buroker AB, Goldberger ZD, Hahn EJ, 
et al. 2019 ACC/AHA Guideline on the Primary Prevention of Cardiovascular 
Disease: Executive Summary: A Report of the American College of 
Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. 
Circulation. 2019;140(11):e563-e95. 
118. Bengtsson K, Forsblad d, Elia H, Lie E, Klingberg E, Dehlin M, et al. Are 
ankylosing spondylitis, psoriatic arthritis and undifferentiated spondyloarthritis 
associated with an increased risk of cardiovascular events? A prospective nationwide 
population-based cohort study. Arthritis Research &Amp; Therapy. 2017;19(1). 
119. Eder L, Jayakar J, Shanmugarajah S, Thavaneswaran A, Pereira D, Chandran V, 
et al. The burden of carotid artery plaques is higher in patients with psoriatic arthritis 
compared with those with psoriasis alone. Ann Rheum Dis. 2013;72(5):715-20. 
120. Eder L, Thavaneswaran A, Chandran V, Cook R, Gladman DD. Increased 
burden of inflammation over time is associated with the extent of atherosclerotic 
plaques in patients with psoriatic arthritis. Ann Rheum Dis. 2014. 
121. Elnabawi YA, Dey AK, Goyal A, Groenendyk JW, Chung JH, Belur AD, et al. 
Coronary artery plaque characteristics and treatment with biologic therapy in severe 
psoriasis: results from a prospective observational study. Cardiovasc Res. 
2019;115(4):721-8. 
122. Olejniczak-Staruch I, Narbutt J, Ceryn J, Skibińska M, Bednarski I, Woźniacka 
A, et al. AntiTNF-alpha therapy normalizes levels of lipids and adipokines in psoriatic 
patients in the real-life settings. Sci Rep. 2021;11(1):9289. 
123. Masson W, Lobo M, Molinero G. Psoriasis and Cardiovascular Risk: A 
Comprehensive Review. Adv Ther. 2020;37(5):2017-33. 
124. Armstrong AW, Harskamp CT, Armstrong EJ. The association between 
psoriasis and obesity: a systematic review and meta-analysis of observational studies. 
Nutr Diabetes. 2012;2(12):e54. 

 

51 
 

125. Armstrong AW, Harskamp CT, Armstrong EJ. Psoriasis and metabolic 
syndrome: a systematic review and meta-analysis of observational studies. J Am Acad 
Dermatol. 2013;68(4):654-62. 
126. Bhole VM, Choi HK, Burns LC, Vera Kellet C, Lacaille DV, Gladman DD, et 
al. Differences in body mass index among individuals with PsA, psoriasis, RA and 
the general population. Rheumatology. 2012;51(3):552-6. 
127. Jamnitski A, Symmons D, Peters MJ, Sattar N, McInnes I, Nurmohamed MT. 
Cardiovascular comorbidities in patients with psoriatic arthritis: a systematic review. 
Ann Rheum Dis. 2013;72(2):211-6. 
128. Gulati AM, Semb AG, Rollefstad S, Romundstad PR, Kavanaugh A, Gulati S, 
et al. On the HUNT for cardiovascular risk factors and disease in patients with 
psoriatic arthritis: population-based data from the Nord-Trondelag Health Study. Ann 
Rheum Dis. 2016;75(5):819-24. 
129. Gladman DD, Ang M, Su L, Tom BD, Schentag CT, Farewell VT. 
Cardiovascular morbidity in psoriatic arthritis. Ann Rheum Dis. 2009;68(7):1131-5. 
130. Eder L, Harvey P, Chandran V, Rosen CF, Dutz J, Elder JT, et al. Gaps in 
Diagnosis and Treatment of Cardiovascular Risk Factors in Patients with Psoriatic 
Disease: An International Multicenter Study. J Rheumatol. 2018;45(3):378-84. 
131. Husted JA, Thavaneswaran A, Chandran V, Eder L, Rosen CF, Cook RJ, et al. 
Cardiovascular and other comorbidities in patients with psoriatic arthritis: a 
comparison with patients with psoriasis. Arthritis Care Res (Hoboken). 
2011;63(12):1729-35. 
132. Radner H, Lesperance T, Accortt NA, Solomon DH. Incidence and Prevalence 
of Cardiovascular Risk Factors Among Patients With Rheumatoid Arthritis, Psoriasis, 
or Psoriatic Arthritis. Arthritis Care Res (Hoboken). 2017;69(10):1510-8. 
133. Labitigan M, Bahče‐Altuntas A, Kremer JM, Reed G, Greenberg JD, Jordan N, 
et al. Higher Rates and Clustering of Abnormal Lipids, Obesity, and Diabetes Mellitus 
in Psoriatic Arthritis Compared With Rheumatoid Arthritis. Arthritis Care Res 
(Hoboken). 2014;66(4):600-7. 
134. Castaneda S, Martin-Martinez MA, Gonzalez-Juanatey C, Llorca J, Garcia-
Yebenes MJ, Perez-Vicente S, et al. Cardiovascular morbidity and associated risk 
factors in Spanish patients with chronic inflammatory rheumatic diseases attending 
rheumatology clinics: Baseline data of the CARMA Project. Semin Arthritis Rheum. 
2015;44(6):618-26. 
135. Arts EE, Popa C, Den Broeder AA, Semb AG, Toms T, Kitas GD, et al. 
Performance of four current risk algorithms in predicting cardiovascular events in 
patients with early rheumatoid arthritis. Ann Rheum Dis. 2015;74(4):668-74. 
136. Semb AG, Ikdahl E, Hisdal J, Olsen IC, Rollefstad S. Exploring cardiovascular 
disease risk evaluation in patients with inflammatory joint diseases. Int J Cardiol. 
2016;223:331-6. 
137. Eder L, Chandran V, Gladman DD. The Framingham Risk Score underestimates 
the extent of subclinical atherosclerosis in patients with psoriatic disease. Ann Rheum 
Dis. 2014;73(11):1990-6. 
138. Visseren FLJ, Mach F, Smulders YM, Carballo D, Koskinas KC, Bäck M, et al. 
2021 ESC Guidelines on cardiovascular disease prevention in clinical practice. Eur 
Heart J. 2021;42(34):3227-337. 



 

52 
 

139. Föhse FK, Rollefstad S, Ikdahl E, Wibetoe G, Sexton J, Hisdal J, et al. Degree 
of arterial stiffness is comparable across inflammatory joint disease entities. Scand J 
Rheumatol. 2022;51(3):186-95. 
140. hDesai SS, Myles JD, Kaplan MJ. Suboptimal cardiovascular risk factor 
identification and management in patients with rheumatoid arthritis: a cohort analysis. 
Arthritis Res Ther. 2012;14(6):R270. 
141. An J, Cheetham TC, Reynolds K, Alemao E, Kawabata H, Liao KP, et al. 
Traditional Cardiovascular Disease Risk Factor Management in Rheumatoid Arthritis 
Compared to Matched Nonrheumatoid Arthritis in a US Managed Care Setting. 
Arthritis Care Res (Hoboken). 2016;68(5):629-37. 
142. Bartels CM, Kind AJ, Everett C, Mell M, McBride P, Smith M. Low frequency 
of primary lipid screening among medicare patients with rheumatoid arthritis. 
Arthritis Rheum. 2011;63(5):1221-30. 
143. Bell C, Rowe IF. The Recognition and Assessment of Cardiovascular Risk in 
People with Rheumatoid Arthritis in Primary Care: A Questionnaire-Based Study of 
General Practitioners. Musculoskeletal care. 2011;9(2):69-74. 
144. Ikdahl E, Wibetoe G, Rollefstad S, Salberg A, Bergsmark K, Kvien TK, et al. 
Guideline recommended treatment to targets of cardiovascular risk is inadequate in 
patients with inflammatory joint diseases. Int J Cardiol. 2019;274:311-8. 
145. Mankad R, Gabriel SE. Rheumatoid arthritis: treating cardiovascular risk in RA 
requires multidisciplinary care. Nat Rev Rheumatol. 2014;10(4):202-4. 
146. Rollefstad S, Kvien TK, Holme I, Eirheim AS, Pedersen TR, Semb AG. 
Treatment to lipid targets in patients with inflammatory joint diseases in a preventive 
cardio-rheuma clinic. Ann Rheum Dis. 2013;72(12):1968-74. 
147. Rollefstad S, Ikdahl E, Hisdal J, Kvien TK, Pedersen TR, Holme I, et al. 
Systemic inflammation in patients with inflammatory joint diseases does not influence 
statin dose needed to obtain LDL cholesterol goal in cardiovascular prevention. Ann 
Rheum Dis. 2015;74(8):1544-50. 
148. Ivanov S, Merlin J, Lee MKS, Murphy AJ, Guinamard RR. Biology and 
function of adipose tissue macrophages, dendritic cells and B cells. Atherosclerosis. 
2018;271:102-10. 
149. Phillips CL, Grayson BE. The immune remodel: Weight loss-mediated 
inflammatory changes to obesity. Exp Biol Med (Maywood). 2020;245(2):109-21. 
150. Chehimi M, Vidal H, Eljaafari A. Pathogenic Role of IL-17-Producing Immune 
Cells in Obesity, and Related Inflammatory Diseases. Journal of clinical medicine. 
2017;6(7). 
151. Love TJ, Zhu Y, Zhang Y, Wall-Burns L, Ogdie A, Gelfand JM, et al. Obesity 
and the risk of psoriatic arthritis: a population-based study. Ann Rheum Dis. 
2012;71(8):1273-7. 
152. Højgaard P, Glintborg B, Kristensen LE, Gudbjornsson B, Love TJ, Dreyer L. 
The influence of obesity on response to tumour necrosis factor-α inhibitors in psoriatic 
arthritis: results from the DANBIO and ICEBIO registries. Rheumatology (Oxford). 
2016;55(12):2191-9. 
153. Di Minno MN, Peluso R, Iervolino S, Russolillo A, Lupoli R, Scarpa R. Weight 
loss and achievement of minimal disease activity in patients with psoriatic arthritis 
starting treatment with tumour necrosis factor alpha blockers. Ann Rheum Dis. 
2014;73(6):1157-62. 

 

53 
 

154. di Minno MN, Peluso R, Iervolino S, Lupoli R, Russolillo A, Scarpa R, et al. 
Obesity and the prediction of minimal disease activity: a prospective study in psoriatic 
arthritis. Arthritis Care Res (Hoboken). 2013;65(1):141-7. 
155. Budu-Aggrey A, Brumpton B, Tyrrell J, Watkins S, Modalsli EH, Celis-Morales 
C, et al. Evidence of a causal relationship between body mass index and psoriasis: A 
mendelian randomization study. PLoS Med. 2019;16(1):e1002739. 
156. Zhao SS, Bowes J, Barton A, Davey Smith G, Richardson T. Separating the 
effects of childhood and adult body size on inflammatory arthritis: a Mendelian 
randomisation study. RMD open. 2022;8(2). 
157. Versini M, Jeandel PY, Rosenthal E, Shoenfeld Y. Obesity in autoimmune 
diseases: not a passive bystander. Autoimmunity reviews. 2014;13(9):981-1000. 
158. Fasshauer M, Bluher M. Adipokines in health and disease. Trends Pharmacol 
Sci. 2015;36(7):461-70. 
159. Kruglikov IL, Wollina U. Local effects of adipose tissue in psoriasis and 
psoriatic arthritis. Psoriasis (Auckland, NZ). 2017;7:17-25. 
160. Bai F, Zheng W, Dong Y, Wang J, Garstka MA, Li R, et al. Serum levels of 
adipokines and cytokines in psoriasis patients: a systematic review and meta-analysis. 
Oncotarget. 2018;9(1):1266-78. 
161. Res PC, Piskin G, de Boer OJ, van der Loos CM, Teeling P, Bos JD, et al. 
Overrepresentation of IL-17A and IL-22 producing CD8 T cells in lesional skin 
suggests their involvement in the pathogenesis of psoriasis. PLoS One. 
2010;5(11):e14108. 
162. Menon B, Gullick NJ, Walter GJ, Rajasekhar M, Garrood T, Evans HG, et al. 
Interleukin-17+CD8+ T cells are enriched in the joints of patients with psoriatic 
arthritis and correlate with disease activity and joint damage progression. Arthritis & 
rheumatology (Hoboken, NJ). 2014;66(5):1272-81. 
163. Eder L, Jayakar J, Pollock R, Pellett F, Thavaneswaran A, Chandran V, et al. 
Serum adipokines in patients with psoriatic arthritis and psoriasis alone and their 
correlation with disease activity. Ann Rheum Dis. 2013;72(12):1956-61. 
164. Maglio C, Peltonen M, Rudin A, Carlsson LMS. Bariatric Surgery and the 
Incidence of Psoriasis and Psoriatic Arthritis in the Swedish Obese Subjects Study. 
Obesity (Silver Spring, Md). 2017;25(12):2068-73. 
165. Egeberg A, Sørensen JA, Gislason GH, Knop FK, Skov L. Incidence and 
Prognosis of Psoriasis and Psoriatic Arthritis in Patients Undergoing Bariatric 
Surgery. JAMA surgery. 2017;152(4):344-9. 
166. Klingberg E, Bilberg A, Bjorkman S, Hedberg M, Jacobsson L, Forsblad-d'Elia 
H, et al. Weight loss improves disease activity in patients with psoriatic arthritis and 
obesity: an interventional study. Arthritis Res Ther. 2019;21(1):17. 
167. Klingberg E, Björkman S, Eliasson B, Larsson I, Bilberg A. Weight loss is 
associated with sustained improvement of disease activity and cardiovascular risk 
factors in patients with psoriatic arthritis and obesity: a prospective intervention study 
with two years of follow-up. Arthritis Res Ther. 2020;22(1):254. 
168. Jensen P, Zachariae C, Christensen R, Geiker NR, Schaadt BK, Stender S, et al. 
Effect of weight loss on the severity of psoriasis: a randomized clinical study. JAMA 
dermatology. 2013;149(7):795-801. 
169. Jensen P, Christensen R, Zachariae C, Geiker NR, Schaadt BK, Stender S, et al. 
Long-term effects of weight reduction on the severity of psoriasis in a cohort derived 



 

52 
 

139. Föhse FK, Rollefstad S, Ikdahl E, Wibetoe G, Sexton J, Hisdal J, et al. Degree 
of arterial stiffness is comparable across inflammatory joint disease entities. Scand J 
Rheumatol. 2022;51(3):186-95. 
140. hDesai SS, Myles JD, Kaplan MJ. Suboptimal cardiovascular risk factor 
identification and management in patients with rheumatoid arthritis: a cohort analysis. 
Arthritis Res Ther. 2012;14(6):R270. 
141. An J, Cheetham TC, Reynolds K, Alemao E, Kawabata H, Liao KP, et al. 
Traditional Cardiovascular Disease Risk Factor Management in Rheumatoid Arthritis 
Compared to Matched Nonrheumatoid Arthritis in a US Managed Care Setting. 
Arthritis Care Res (Hoboken). 2016;68(5):629-37. 
142. Bartels CM, Kind AJ, Everett C, Mell M, McBride P, Smith M. Low frequency 
of primary lipid screening among medicare patients with rheumatoid arthritis. 
Arthritis Rheum. 2011;63(5):1221-30. 
143. Bell C, Rowe IF. The Recognition and Assessment of Cardiovascular Risk in 
People with Rheumatoid Arthritis in Primary Care: A Questionnaire-Based Study of 
General Practitioners. Musculoskeletal care. 2011;9(2):69-74. 
144. Ikdahl E, Wibetoe G, Rollefstad S, Salberg A, Bergsmark K, Kvien TK, et al. 
Guideline recommended treatment to targets of cardiovascular risk is inadequate in 
patients with inflammatory joint diseases. Int J Cardiol. 2019;274:311-8. 
145. Mankad R, Gabriel SE. Rheumatoid arthritis: treating cardiovascular risk in RA 
requires multidisciplinary care. Nat Rev Rheumatol. 2014;10(4):202-4. 
146. Rollefstad S, Kvien TK, Holme I, Eirheim AS, Pedersen TR, Semb AG. 
Treatment to lipid targets in patients with inflammatory joint diseases in a preventive 
cardio-rheuma clinic. Ann Rheum Dis. 2013;72(12):1968-74. 
147. Rollefstad S, Ikdahl E, Hisdal J, Kvien TK, Pedersen TR, Holme I, et al. 
Systemic inflammation in patients with inflammatory joint diseases does not influence 
statin dose needed to obtain LDL cholesterol goal in cardiovascular prevention. Ann 
Rheum Dis. 2015;74(8):1544-50. 
148. Ivanov S, Merlin J, Lee MKS, Murphy AJ, Guinamard RR. Biology and 
function of adipose tissue macrophages, dendritic cells and B cells. Atherosclerosis. 
2018;271:102-10. 
149. Phillips CL, Grayson BE. The immune remodel: Weight loss-mediated 
inflammatory changes to obesity. Exp Biol Med (Maywood). 2020;245(2):109-21. 
150. Chehimi M, Vidal H, Eljaafari A. Pathogenic Role of IL-17-Producing Immune 
Cells in Obesity, and Related Inflammatory Diseases. Journal of clinical medicine. 
2017;6(7). 
151. Love TJ, Zhu Y, Zhang Y, Wall-Burns L, Ogdie A, Gelfand JM, et al. Obesity 
and the risk of psoriatic arthritis: a population-based study. Ann Rheum Dis. 
2012;71(8):1273-7. 
152. Højgaard P, Glintborg B, Kristensen LE, Gudbjornsson B, Love TJ, Dreyer L. 
The influence of obesity on response to tumour necrosis factor-α inhibitors in psoriatic 
arthritis: results from the DANBIO and ICEBIO registries. Rheumatology (Oxford). 
2016;55(12):2191-9. 
153. Di Minno MN, Peluso R, Iervolino S, Russolillo A, Lupoli R, Scarpa R. Weight 
loss and achievement of minimal disease activity in patients with psoriatic arthritis 
starting treatment with tumour necrosis factor alpha blockers. Ann Rheum Dis. 
2014;73(6):1157-62. 

 

53 
 

154. di Minno MN, Peluso R, Iervolino S, Lupoli R, Russolillo A, Scarpa R, et al. 
Obesity and the prediction of minimal disease activity: a prospective study in psoriatic 
arthritis. Arthritis Care Res (Hoboken). 2013;65(1):141-7. 
155. Budu-Aggrey A, Brumpton B, Tyrrell J, Watkins S, Modalsli EH, Celis-Morales 
C, et al. Evidence of a causal relationship between body mass index and psoriasis: A 
mendelian randomization study. PLoS Med. 2019;16(1):e1002739. 
156. Zhao SS, Bowes J, Barton A, Davey Smith G, Richardson T. Separating the 
effects of childhood and adult body size on inflammatory arthritis: a Mendelian 
randomisation study. RMD open. 2022;8(2). 
157. Versini M, Jeandel PY, Rosenthal E, Shoenfeld Y. Obesity in autoimmune 
diseases: not a passive bystander. Autoimmunity reviews. 2014;13(9):981-1000. 
158. Fasshauer M, Bluher M. Adipokines in health and disease. Trends Pharmacol 
Sci. 2015;36(7):461-70. 
159. Kruglikov IL, Wollina U. Local effects of adipose tissue in psoriasis and 
psoriatic arthritis. Psoriasis (Auckland, NZ). 2017;7:17-25. 
160. Bai F, Zheng W, Dong Y, Wang J, Garstka MA, Li R, et al. Serum levels of 
adipokines and cytokines in psoriasis patients: a systematic review and meta-analysis. 
Oncotarget. 2018;9(1):1266-78. 
161. Res PC, Piskin G, de Boer OJ, van der Loos CM, Teeling P, Bos JD, et al. 
Overrepresentation of IL-17A and IL-22 producing CD8 T cells in lesional skin 
suggests their involvement in the pathogenesis of psoriasis. PLoS One. 
2010;5(11):e14108. 
162. Menon B, Gullick NJ, Walter GJ, Rajasekhar M, Garrood T, Evans HG, et al. 
Interleukin-17+CD8+ T cells are enriched in the joints of patients with psoriatic 
arthritis and correlate with disease activity and joint damage progression. Arthritis & 
rheumatology (Hoboken, NJ). 2014;66(5):1272-81. 
163. Eder L, Jayakar J, Pollock R, Pellett F, Thavaneswaran A, Chandran V, et al. 
Serum adipokines in patients with psoriatic arthritis and psoriasis alone and their 
correlation with disease activity. Ann Rheum Dis. 2013;72(12):1956-61. 
164. Maglio C, Peltonen M, Rudin A, Carlsson LMS. Bariatric Surgery and the 
Incidence of Psoriasis and Psoriatic Arthritis in the Swedish Obese Subjects Study. 
Obesity (Silver Spring, Md). 2017;25(12):2068-73. 
165. Egeberg A, Sørensen JA, Gislason GH, Knop FK, Skov L. Incidence and 
Prognosis of Psoriasis and Psoriatic Arthritis in Patients Undergoing Bariatric 
Surgery. JAMA surgery. 2017;152(4):344-9. 
166. Klingberg E, Bilberg A, Bjorkman S, Hedberg M, Jacobsson L, Forsblad-d'Elia 
H, et al. Weight loss improves disease activity in patients with psoriatic arthritis and 
obesity: an interventional study. Arthritis Res Ther. 2019;21(1):17. 
167. Klingberg E, Björkman S, Eliasson B, Larsson I, Bilberg A. Weight loss is 
associated with sustained improvement of disease activity and cardiovascular risk 
factors in patients with psoriatic arthritis and obesity: a prospective intervention study 
with two years of follow-up. Arthritis Res Ther. 2020;22(1):254. 
168. Jensen P, Zachariae C, Christensen R, Geiker NR, Schaadt BK, Stender S, et al. 
Effect of weight loss on the severity of psoriasis: a randomized clinical study. JAMA 
dermatology. 2013;149(7):795-801. 
169. Jensen P, Christensen R, Zachariae C, Geiker NR, Schaadt BK, Stender S, et al. 
Long-term effects of weight reduction on the severity of psoriasis in a cohort derived 



 

54 
 

from a randomized trial: a prospective observational follow-up study. Am J Clin Nutr. 
2016;104(2):259-65. 
170. Mahil SK, McSweeney SM, Kloczko E, McGowan B, Barker JN, Smith CH. 
Does weight loss reduce the severity and incidence of psoriasis or psoriatic arthritis? 
A Critically Appraised Topic. Br J Dermatol. 2019;181(5):946-53. 
171. Crowson CS, Matteson EL, Davis JM, 3rd, Gabriel SE. Contribution of obesity 
to the rise in incidence of rheumatoid arthritis. Arthritis Care Res (Hoboken). 
2013;65(1):71-7. 
172. de Hair MJ, Landewé RB, van de Sande MG, van Schaardenburg D, van Baarsen 
LG, Gerlag DM, et al. Smoking and overweight determine the likelihood of 
developing rheumatoid arthritis. Ann Rheum Dis. 2013;72(10):1654-8. 
173. Lu B, Hiraki LT, Sparks JA, Malspeis S, Chen CY, Awosogba JA, et al. Being 
overweight or obese and risk of developing rheumatoid arthritis among women: a 
prospective cohort study. Ann Rheum Dis. 2014;73(11):1914-22. 
174. Turesson C, Bergström U, Pikwer M, Nilsson J, Jacobsson LT. A high body 
mass index is associated with reduced risk of rheumatoid arthritis in men, but not in 
women. Rheumatology (Oxford). 2016;55(2):307-14. 
175. Rydell E, Forslind K, Nilsson J, Karlsson M, Åkesson KE, Jacobsson LTH, et 
al. Predictors of radiographic erosion and joint space narrowing progression in 
patients with early rheumatoid arthritis: a cohort study. Arthritis Res Ther. 
2021;23(1):27. 
176. Maglio C, Zhang Y, Peltonen M, Andersson-Assarsson J, Svensson PA, Herder 
C, et al. Bariatric surgery and the incidence of rheumatoid arthritis - a Swedish Obese 
Subjects study. Rheumatology (Oxford). 2020;59(2):303-9. 
177. Maglio C, Peltonen M, Neovius M, Jacobson P, Jacobsson L, Rudin A, et al. 
Effects of bariatric surgery on gout incidence in the Swedish Obese Subjects study: a 
non-randomised, prospective, controlled intervention trial. Ann Rheum Dis. 
2017;76(4):688-93. 
178. Deminger A, Klingberg E, Geijer M, Gothlin J, Hedberg M, Rehnberg E, et al. 
A five-year prospective study of spinal radiographic progression and its predictors in 
men and women with ankylosing spondylitis. Arthritis Res Ther. 2018;20(1):162. 
179. Meer E, Thrastardottir T, Wang X, Dubreuil M, Chen Y, Gelfand JM, et al. Risk 
Factors for Diagnosis of Psoriatic Arthritis, Psoriasis, Rheumatoid Arthritis, and 
Ankylosing Spondylitis: A Set of Parallel Case-control Studies. J Rheumatol. 
2022;49(1):53-9. 
180. Singh S, Facciorusso A, Singh AG, Vande Casteele N, Zarrinpar A, Prokop LJ, 
et al. Obesity and response to anti-tumor necrosis factor-α agents in patients with 
select immune-mediated inflammatory diseases: A systematic review and meta-
analysis. PLoS One. 2018;13(5):e0195123. 
181. Esser N, Legrand-Poels S, Piette J, Scheen AJ, Paquot N. Inflammation as a link 
between obesity, metabolic syndrome and type 2 diabetes. Diabetes Res Clin Pract. 
2014;105(2):141-50. 
182. Sumarac-Dumanovic M, Stevanovic D, Ljubic A, Jorga J, Simic M, 
Stamenkovic-Pejkovic D, et al. Increased activity of interleukin-23/interleukin-17 
proinflammatory axis in obese women. Int J Obes (Lond). 2009;33(1):151-6. 
183. Villarreal-Calderon JR, Cuellar-Tamez R, Castillo EC, Luna-Ceron E, García-
Rivas G, Elizondo-Montemayor L. Metabolic shift precedes the resolution of 

 

55 
 

inflammation in a cohort of patients undergoing bariatric and metabolic surgery. Sci 
Rep. 2021;11(1):12127. 
184. Zhan J, Huang L, Ma H, Chen H, Yang Y, Tan S, et al. Reduced inflammatory 
responses of follicular helper T cell promote the development of regulatory B cells 
after Roux-en-Y gastric bypass. Clin Exp Pharmacol Physiol. 2017;44(5):556-65. 
185. Considine RV, Sinha MK, Heiman ML, Kriauciunas A, Stephens TW, Nyce 
MR, et al. Serum immunoreactive-leptin concentrations in normal-weight and obese 
humans. N Engl J Med. 1996;334(5):292-5. 
186. Hwang J, Yoo JA, Yoon H, Han T, Yoon J, An S, et al. The Role of Leptin in 
the Association between Obesity and Psoriasis. Biomol Ther (Seoul). 2021;29(1):11-
21. 
187. Kyriakou A, Patsatsi A, Sotiriadis D, Goulis DG. Serum Leptin, Resistin, and 
Adiponectin Concentrations in Psoriasis: A Meta-Analysis of Observational Studies. 
Dermatology (Basel). 2018;233(5):378-89. 
188. Choi HM, Doss HM, Kim KS. Multifaceted Physiological Roles of Adiponectin 
in Inflammation and Diseases. Int J Mol Sci. 2020;21(4). 
189. Fantuzzi G. Adiponectin in inflammatory and immune-mediated diseases. 
Cytokine. 2013;64(1):1-10. 
190. Bianchi VE. Weight loss is a critical factor to reduce inflammation. Clinical 
nutrition ESPEN. 2018;28:21-35. 
191. Karimi M, Brazier J. Health, Health-Related Quality of Life, and Quality of Life: 
What is the Difference? Pharmacoeconomics. 2016;34(7):645-9. 
192. Salaffi F, Carotti M, Gasparini S, Intorcia M, Grassi W. The health-related 
quality of life in rheumatoid arthritis, ankylosing spondylitis, and psoriatic arthritis: a 
comparison with a selected sample of healthy people. Health and quality of life 
outcomes. 2009;7:25. 
193. Ovayolu N, Ovayolu O, Karadag G. Health-related quality of life in ankylosing 
spondylitis, fibromyalgia syndrome, and rheumatoid arthritis: a comparison with a 
selected sample of healthy individuals. Clin Rheumatol. 2011;30(5):655-64. 
194. Matcham F, Scott IC, Rayner L, Hotopf M, Kingsley GH, Norton S, et al. The 
impact of rheumatoid arthritis on quality-of-life assessed using the SF-36: a 
systematic review and meta-analysis. Semin Arthritis Rheum. 2014;44(2):123-30. 
195. Yang X, Fan D, Xia Q, Wang M, Zhang X, Li X, et al. The health-related quality 
of life of ankylosing spondylitis patients assessed by SF-36: a systematic review and 
meta-analysis. Qual Life Res. 2016;25(11):2711-23. 
196. Kiltz U, van der Heijde D. Health-related quality of life in patients with 
rheumatoid arthritis and in patients with ankylosing spondylitis. Clin Exp Rheumatol. 
2009;27(4 Suppl 55):S108-11. 
197. Roddy E, Zhang W, Doherty M. Is gout associated with reduced quality of life? 
A case-control study. Rheumatology (Oxford). 2007;46(9):1441-4. 
198. EuroQol--a new facility for the measurement of health-related quality of life. 
Health Policy. 1990;16(3):199-208. 
199. Ware JE, Jr., Sherbourne CD. The MOS 36-item short-form health survey (SF-
36). I. Conceptual framework and item selection. Med Care. 1992;30(6):473-83. 
200. Orwelius L, Nilsson M, Nilsson E, Wenemark M, Walfridsson U, Lundström 
M, et al. The Swedish RAND-36 Health Survey - reliability and responsiveness 



 

54 
 

from a randomized trial: a prospective observational follow-up study. Am J Clin Nutr. 
2016;104(2):259-65. 
170. Mahil SK, McSweeney SM, Kloczko E, McGowan B, Barker JN, Smith CH. 
Does weight loss reduce the severity and incidence of psoriasis or psoriatic arthritis? 
A Critically Appraised Topic. Br J Dermatol. 2019;181(5):946-53. 
171. Crowson CS, Matteson EL, Davis JM, 3rd, Gabriel SE. Contribution of obesity 
to the rise in incidence of rheumatoid arthritis. Arthritis Care Res (Hoboken). 
2013;65(1):71-7. 
172. de Hair MJ, Landewé RB, van de Sande MG, van Schaardenburg D, van Baarsen 
LG, Gerlag DM, et al. Smoking and overweight determine the likelihood of 
developing rheumatoid arthritis. Ann Rheum Dis. 2013;72(10):1654-8. 
173. Lu B, Hiraki LT, Sparks JA, Malspeis S, Chen CY, Awosogba JA, et al. Being 
overweight or obese and risk of developing rheumatoid arthritis among women: a 
prospective cohort study. Ann Rheum Dis. 2014;73(11):1914-22. 
174. Turesson C, Bergström U, Pikwer M, Nilsson J, Jacobsson LT. A high body 
mass index is associated with reduced risk of rheumatoid arthritis in men, but not in 
women. Rheumatology (Oxford). 2016;55(2):307-14. 
175. Rydell E, Forslind K, Nilsson J, Karlsson M, Åkesson KE, Jacobsson LTH, et 
al. Predictors of radiographic erosion and joint space narrowing progression in 
patients with early rheumatoid arthritis: a cohort study. Arthritis Res Ther. 
2021;23(1):27. 
176. Maglio C, Zhang Y, Peltonen M, Andersson-Assarsson J, Svensson PA, Herder 
C, et al. Bariatric surgery and the incidence of rheumatoid arthritis - a Swedish Obese 
Subjects study. Rheumatology (Oxford). 2020;59(2):303-9. 
177. Maglio C, Peltonen M, Neovius M, Jacobson P, Jacobsson L, Rudin A, et al. 
Effects of bariatric surgery on gout incidence in the Swedish Obese Subjects study: a 
non-randomised, prospective, controlled intervention trial. Ann Rheum Dis. 
2017;76(4):688-93. 
178. Deminger A, Klingberg E, Geijer M, Gothlin J, Hedberg M, Rehnberg E, et al. 
A five-year prospective study of spinal radiographic progression and its predictors in 
men and women with ankylosing spondylitis. Arthritis Res Ther. 2018;20(1):162. 
179. Meer E, Thrastardottir T, Wang X, Dubreuil M, Chen Y, Gelfand JM, et al. Risk 
Factors for Diagnosis of Psoriatic Arthritis, Psoriasis, Rheumatoid Arthritis, and 
Ankylosing Spondylitis: A Set of Parallel Case-control Studies. J Rheumatol. 
2022;49(1):53-9. 
180. Singh S, Facciorusso A, Singh AG, Vande Casteele N, Zarrinpar A, Prokop LJ, 
et al. Obesity and response to anti-tumor necrosis factor-α agents in patients with 
select immune-mediated inflammatory diseases: A systematic review and meta-
analysis. PLoS One. 2018;13(5):e0195123. 
181. Esser N, Legrand-Poels S, Piette J, Scheen AJ, Paquot N. Inflammation as a link 
between obesity, metabolic syndrome and type 2 diabetes. Diabetes Res Clin Pract. 
2014;105(2):141-50. 
182. Sumarac-Dumanovic M, Stevanovic D, Ljubic A, Jorga J, Simic M, 
Stamenkovic-Pejkovic D, et al. Increased activity of interleukin-23/interleukin-17 
proinflammatory axis in obese women. Int J Obes (Lond). 2009;33(1):151-6. 
183. Villarreal-Calderon JR, Cuellar-Tamez R, Castillo EC, Luna-Ceron E, García-
Rivas G, Elizondo-Montemayor L. Metabolic shift precedes the resolution of 

 

55 
 

inflammation in a cohort of patients undergoing bariatric and metabolic surgery. Sci 
Rep. 2021;11(1):12127. 
184. Zhan J, Huang L, Ma H, Chen H, Yang Y, Tan S, et al. Reduced inflammatory 
responses of follicular helper T cell promote the development of regulatory B cells 
after Roux-en-Y gastric bypass. Clin Exp Pharmacol Physiol. 2017;44(5):556-65. 
185. Considine RV, Sinha MK, Heiman ML, Kriauciunas A, Stephens TW, Nyce 
MR, et al. Serum immunoreactive-leptin concentrations in normal-weight and obese 
humans. N Engl J Med. 1996;334(5):292-5. 
186. Hwang J, Yoo JA, Yoon H, Han T, Yoon J, An S, et al. The Role of Leptin in 
the Association between Obesity and Psoriasis. Biomol Ther (Seoul). 2021;29(1):11-
21. 
187. Kyriakou A, Patsatsi A, Sotiriadis D, Goulis DG. Serum Leptin, Resistin, and 
Adiponectin Concentrations in Psoriasis: A Meta-Analysis of Observational Studies. 
Dermatology (Basel). 2018;233(5):378-89. 
188. Choi HM, Doss HM, Kim KS. Multifaceted Physiological Roles of Adiponectin 
in Inflammation and Diseases. Int J Mol Sci. 2020;21(4). 
189. Fantuzzi G. Adiponectin in inflammatory and immune-mediated diseases. 
Cytokine. 2013;64(1):1-10. 
190. Bianchi VE. Weight loss is a critical factor to reduce inflammation. Clinical 
nutrition ESPEN. 2018;28:21-35. 
191. Karimi M, Brazier J. Health, Health-Related Quality of Life, and Quality of Life: 
What is the Difference? Pharmacoeconomics. 2016;34(7):645-9. 
192. Salaffi F, Carotti M, Gasparini S, Intorcia M, Grassi W. The health-related 
quality of life in rheumatoid arthritis, ankylosing spondylitis, and psoriatic arthritis: a 
comparison with a selected sample of healthy people. Health and quality of life 
outcomes. 2009;7:25. 
193. Ovayolu N, Ovayolu O, Karadag G. Health-related quality of life in ankylosing 
spondylitis, fibromyalgia syndrome, and rheumatoid arthritis: a comparison with a 
selected sample of healthy individuals. Clin Rheumatol. 2011;30(5):655-64. 
194. Matcham F, Scott IC, Rayner L, Hotopf M, Kingsley GH, Norton S, et al. The 
impact of rheumatoid arthritis on quality-of-life assessed using the SF-36: a 
systematic review and meta-analysis. Semin Arthritis Rheum. 2014;44(2):123-30. 
195. Yang X, Fan D, Xia Q, Wang M, Zhang X, Li X, et al. The health-related quality 
of life of ankylosing spondylitis patients assessed by SF-36: a systematic review and 
meta-analysis. Qual Life Res. 2016;25(11):2711-23. 
196. Kiltz U, van der Heijde D. Health-related quality of life in patients with 
rheumatoid arthritis and in patients with ankylosing spondylitis. Clin Exp Rheumatol. 
2009;27(4 Suppl 55):S108-11. 
197. Roddy E, Zhang W, Doherty M. Is gout associated with reduced quality of life? 
A case-control study. Rheumatology (Oxford). 2007;46(9):1441-4. 
198. EuroQol--a new facility for the measurement of health-related quality of life. 
Health Policy. 1990;16(3):199-208. 
199. Ware JE, Jr., Sherbourne CD. The MOS 36-item short-form health survey (SF-
36). I. Conceptual framework and item selection. Med Care. 1992;30(6):473-83. 
200. Orwelius L, Nilsson M, Nilsson E, Wenemark M, Walfridsson U, Lundström 
M, et al. The Swedish RAND-36 Health Survey - reliability and responsiveness 



 

56 
 

assessed in patient populations using Svensson's method for paired ordinal data. 
Journal of patient-reported outcomes. 2017;2(1):4. 
201. Laucis NC, Hays RD, Bhattacharyya T. Scoring the SF-36 in Orthopaedics: A 
Brief Guide. J Bone Joint Surg Am. 2015;97(19):1628-34. 
202. Husted JA, Gladman DD, Farewell VT, Long JA, Cook RJ. Validating the SF-
36 health survey questionnaire in patients with psoriatic arthritis. J Rheumatol. 
1997;24(3):511-7. 
203. Kvien TK, Kaasa S, Smedstad LM. Performance of the Norwegian SF-36 Health 
Survey in patients with rheumatoid arthritis. II. A comparison of the SF-36 with 
disease-specific measures. J Clin Epidemiol. 1998;51(11):1077-86. 
204. Janssen CA, Oude Voshaar MAH, Ten Klooster PM, Jansen T, Vonkeman HE, 
van de Laar M. A systematic literature review of patient-reported outcome measures 
used in gout: an evaluation of their content and measurement properties. Health and 
quality of life outcomes. 2019;17(1):63. 
205. Chorus AM, Miedema HS, Boonen A, Van Der Linden S. Quality of life and 
work in patients with rheumatoid arthritis and ankylosing spondylitis of working age. 
Ann Rheum Dis. 2003;62(12):1178-84. 
206. Wervers K, Luime JJ, Tchetverikov I, Gerards AH, Kok MR, Appels CWY, et 
al. Influence of Disease Manifestations on Health-related Quality of Life in Early 
Psoriatic Arthritis. J Rheumatol. 2018;45(11):1526-31. 
207. Rosen CF, Mussani F, Chandran V, Eder L, Thavaneswaran A, Gladman DD. 
Patients with psoriatic arthritis have worse quality of life than those with psoriasis 
alone. Rheumatology (Oxford). 2012;51(3):571-6. 
208. Gudu T, Gossec L. Quality of life in psoriatic arthritis. Expert Rev Clin 
Immunol. 2018;14(5):405-17. 
209. McDonough E, Ayearst R, Eder L, Chandran V, Rosen CF, Thavaneswaran A, 
et al. Depression and anxiety in psoriatic disease: prevalence and associated factors. J 
Rheumatol. 2014;41(5):887-96. 
210. Husted JA, Gladman DD, Farewell VT, Cook RJ. Health-related quality of life 
of patients with psoriatic arthritis: a comparison with patients with rheumatoid 
arthritis. Arthritis Rheum. 2001;45(2):151-8. 
211. Sokoll KB, Helliwell PS. Comparison of disability and quality of life in 
rheumatoid and psoriatic arthritis. J Rheumatol. 2001;28(8):1842-6. 
212. Danubio ME, Miranda G, Vinciguerra MG, Vecchi E, Rufo F. Comparison of 
self-reported and measured height and weight: implications for obesity research 
among young adults. Econ Hum Biol. 2008;6(1):181-90. 
213. Flegal KM, Ogden CL, Fryar C, Afful J, Klein R, Huang DT. Comparisons of 
Self-Reported and Measured Height and Weight, BMI, and Obesity Prevalence from 
National Surveys: 1999-2016. Obesity (Silver Spring, Md). 2019;27(10):1711-9. 
214. Ng M, Fleming T, Robinson M, Thomson B, Graetz N, Margono C, et al. Global, 
regional, and national prevalence of overweight and obesity in children and adults 
during 1980-2013: a systematic analysis for the Global Burden of Disease Study 2013. 
Lancet. 2014;384(9945):766-81. 
215. Exarchou S, DI Giuseppe D, Alenius GM, Klingberg E, Sigurdardottir V, 
Wedrén S, et al. OP0218 MORTALITY IN PATIENTS WITH PSORIATIC 
ARTHRITIS IN SWEDEN. Ann Rheum Dis. 2021;80(Suppl 1):130-1. 

 

57 
 

216. Kerola AM, Kazemi A, Rollefstad S, Lillegraven S, Sexton J, Wibetoe G, et al. 
All-cause and cause-specific mortality in rheumatoid arthritis, psoriatic arthritis and 
axial spondyloarthritis: a nationwide registry study. Rheumatology (Oxford). 
2022;61(12):4656-66. 
217. Chaudhary H, Bohra N, Syed K, Donato A, Murad MH, Karmacharya P. All-
Cause and Cause-Specific Mortality in Psoriatic Arthritis and Ankylosing 
Spondylitis: A Systematic Review and Meta-Analysis. Arthritis Care Res (Hoboken). 
2021. 
218. Liew JW, Ramiro S, Gensler LS. Cardiovascular morbidity and mortality in 
ankylosing spondylitis and psoriatic arthritis. Best Pract Res Clin Rheumatol. 
2018;32(3):369-89. 
219. Ogdie A, Gelfand JM. Clinical Risk Factors for the Development of Psoriatic 
Arthritis Among Patients with Psoriasis: A Review of Available Evidence. Curr 
Rheumatol Rep. 2015;17(10):64. 
220. Klareskog L, Gregersen PK, Huizinga TW. Prevention of autoimmune 
rheumatic disease: state of the art and future perspectives. Ann Rheum Dis. 
2010;69(12):2062-6. 
221. Videm V, Cortes A, Thomas R, Brown MA. Current smoking is associated with 
incident ankylosing spondylitis -- the HUNT population-based Norwegian health 
study. J Rheumatol. 2014;41(10):2041-8. 
222. Klareskog L, Stolt P, Lundberg K, Kallberg H, Bengtsson C, Grunewald J, et al. 
A new model for an etiology of rheumatoid arthritis: smoking may trigger HLA-DR 
(shared epitope)-restricted immune reactions to autoantigens modified by 
citrullination. Arthritis Rheum. 2006;54(1):38-46. 
223. Public Health Agency of Sweden. 
https://www.folkhalsomyndigheten.se/folkhalsorapportering-statistik/tolkad-
rapportering/folkhalsans-utveckling/resultat/levnadsvanor/tobaksrokning-daglig/. 
Accessed January 4th 2023. 
224. Dehlin M, Sandström TZ, Jacobsson LT. Incident Gout: Risk of Death and 
Cause-Specific Mortality in Western Sweden: A Prospective, Controlled Inception 
Cohort Study. Frontiers in medicine. 2022;9:802856. 
225. Kristensen LE, Jørgensen TS, Christensen R, Gudbergsen H, Dreyer L, 
Ballegaard C, et al. Societal costs and patients' experience of health inequities before 
and after diagnosis of psoriatic arthritis: a Danish cohort study. Ann Rheum Dis. 
2017;76(9):1495-501. 
226. Blüher M. Obesity: global epidemiology and pathogenesis. Nat Rev Endocrinol. 
2019;15(5):288-98. 
227. Law L, Beckman Rehnman J, Deminger A, Klingberg E, Jacobsson LTH, 
Forsblad-d'Elia H. Factors related to health-related quality of life in ankylosing 
spondylitis, overall and stratified by sex. Arthritis Res Ther. 2018;20(1):284. 
228. Khanna PP, Nuki G, Bardin T, Tausche AK, Forsythe A, Goren A, et al. Tophi 
and frequent gout flares are associated with impairments to quality of life, 
productivity, and increased healthcare resource use: Results from a cross-sectional 
survey. Health and quality of life outcomes. 2012;10:117. 
229. Dagfinrud H, Mengshoel AM, Hagen KB, Loge JH, Kvien TK. Health status of 
patients with ankylosing spondylitis: a comparison with the general population. Ann 
Rheum Dis. 2004;63(12):1605-10. 



 

56 
 

assessed in patient populations using Svensson's method for paired ordinal data. 
Journal of patient-reported outcomes. 2017;2(1):4. 
201. Laucis NC, Hays RD, Bhattacharyya T. Scoring the SF-36 in Orthopaedics: A 
Brief Guide. J Bone Joint Surg Am. 2015;97(19):1628-34. 
202. Husted JA, Gladman DD, Farewell VT, Long JA, Cook RJ. Validating the SF-
36 health survey questionnaire in patients with psoriatic arthritis. J Rheumatol. 
1997;24(3):511-7. 
203. Kvien TK, Kaasa S, Smedstad LM. Performance of the Norwegian SF-36 Health 
Survey in patients with rheumatoid arthritis. II. A comparison of the SF-36 with 
disease-specific measures. J Clin Epidemiol. 1998;51(11):1077-86. 
204. Janssen CA, Oude Voshaar MAH, Ten Klooster PM, Jansen T, Vonkeman HE, 
van de Laar M. A systematic literature review of patient-reported outcome measures 
used in gout: an evaluation of their content and measurement properties. Health and 
quality of life outcomes. 2019;17(1):63. 
205. Chorus AM, Miedema HS, Boonen A, Van Der Linden S. Quality of life and 
work in patients with rheumatoid arthritis and ankylosing spondylitis of working age. 
Ann Rheum Dis. 2003;62(12):1178-84. 
206. Wervers K, Luime JJ, Tchetverikov I, Gerards AH, Kok MR, Appels CWY, et 
al. Influence of Disease Manifestations on Health-related Quality of Life in Early 
Psoriatic Arthritis. J Rheumatol. 2018;45(11):1526-31. 
207. Rosen CF, Mussani F, Chandran V, Eder L, Thavaneswaran A, Gladman DD. 
Patients with psoriatic arthritis have worse quality of life than those with psoriasis 
alone. Rheumatology (Oxford). 2012;51(3):571-6. 
208. Gudu T, Gossec L. Quality of life in psoriatic arthritis. Expert Rev Clin 
Immunol. 2018;14(5):405-17. 
209. McDonough E, Ayearst R, Eder L, Chandran V, Rosen CF, Thavaneswaran A, 
et al. Depression and anxiety in psoriatic disease: prevalence and associated factors. J 
Rheumatol. 2014;41(5):887-96. 
210. Husted JA, Gladman DD, Farewell VT, Cook RJ. Health-related quality of life 
of patients with psoriatic arthritis: a comparison with patients with rheumatoid 
arthritis. Arthritis Rheum. 2001;45(2):151-8. 
211. Sokoll KB, Helliwell PS. Comparison of disability and quality of life in 
rheumatoid and psoriatic arthritis. J Rheumatol. 2001;28(8):1842-6. 
212. Danubio ME, Miranda G, Vinciguerra MG, Vecchi E, Rufo F. Comparison of 
self-reported and measured height and weight: implications for obesity research 
among young adults. Econ Hum Biol. 2008;6(1):181-90. 
213. Flegal KM, Ogden CL, Fryar C, Afful J, Klein R, Huang DT. Comparisons of 
Self-Reported and Measured Height and Weight, BMI, and Obesity Prevalence from 
National Surveys: 1999-2016. Obesity (Silver Spring, Md). 2019;27(10):1711-9. 
214. Ng M, Fleming T, Robinson M, Thomson B, Graetz N, Margono C, et al. Global, 
regional, and national prevalence of overweight and obesity in children and adults 
during 1980-2013: a systematic analysis for the Global Burden of Disease Study 2013. 
Lancet. 2014;384(9945):766-81. 
215. Exarchou S, DI Giuseppe D, Alenius GM, Klingberg E, Sigurdardottir V, 
Wedrén S, et al. OP0218 MORTALITY IN PATIENTS WITH PSORIATIC 
ARTHRITIS IN SWEDEN. Ann Rheum Dis. 2021;80(Suppl 1):130-1. 

 

57 
 

216. Kerola AM, Kazemi A, Rollefstad S, Lillegraven S, Sexton J, Wibetoe G, et al. 
All-cause and cause-specific mortality in rheumatoid arthritis, psoriatic arthritis and 
axial spondyloarthritis: a nationwide registry study. Rheumatology (Oxford). 
2022;61(12):4656-66. 
217. Chaudhary H, Bohra N, Syed K, Donato A, Murad MH, Karmacharya P. All-
Cause and Cause-Specific Mortality in Psoriatic Arthritis and Ankylosing 
Spondylitis: A Systematic Review and Meta-Analysis. Arthritis Care Res (Hoboken). 
2021. 
218. Liew JW, Ramiro S, Gensler LS. Cardiovascular morbidity and mortality in 
ankylosing spondylitis and psoriatic arthritis. Best Pract Res Clin Rheumatol. 
2018;32(3):369-89. 
219. Ogdie A, Gelfand JM. Clinical Risk Factors for the Development of Psoriatic 
Arthritis Among Patients with Psoriasis: A Review of Available Evidence. Curr 
Rheumatol Rep. 2015;17(10):64. 
220. Klareskog L, Gregersen PK, Huizinga TW. Prevention of autoimmune 
rheumatic disease: state of the art and future perspectives. Ann Rheum Dis. 
2010;69(12):2062-6. 
221. Videm V, Cortes A, Thomas R, Brown MA. Current smoking is associated with 
incident ankylosing spondylitis -- the HUNT population-based Norwegian health 
study. J Rheumatol. 2014;41(10):2041-8. 
222. Klareskog L, Stolt P, Lundberg K, Kallberg H, Bengtsson C, Grunewald J, et al. 
A new model for an etiology of rheumatoid arthritis: smoking may trigger HLA-DR 
(shared epitope)-restricted immune reactions to autoantigens modified by 
citrullination. Arthritis Rheum. 2006;54(1):38-46. 
223. Public Health Agency of Sweden. 
https://www.folkhalsomyndigheten.se/folkhalsorapportering-statistik/tolkad-
rapportering/folkhalsans-utveckling/resultat/levnadsvanor/tobaksrokning-daglig/. 
Accessed January 4th 2023. 
224. Dehlin M, Sandström TZ, Jacobsson LT. Incident Gout: Risk of Death and 
Cause-Specific Mortality in Western Sweden: A Prospective, Controlled Inception 
Cohort Study. Frontiers in medicine. 2022;9:802856. 
225. Kristensen LE, Jørgensen TS, Christensen R, Gudbergsen H, Dreyer L, 
Ballegaard C, et al. Societal costs and patients' experience of health inequities before 
and after diagnosis of psoriatic arthritis: a Danish cohort study. Ann Rheum Dis. 
2017;76(9):1495-501. 
226. Blüher M. Obesity: global epidemiology and pathogenesis. Nat Rev Endocrinol. 
2019;15(5):288-98. 
227. Law L, Beckman Rehnman J, Deminger A, Klingberg E, Jacobsson LTH, 
Forsblad-d'Elia H. Factors related to health-related quality of life in ankylosing 
spondylitis, overall and stratified by sex. Arthritis Res Ther. 2018;20(1):284. 
228. Khanna PP, Nuki G, Bardin T, Tausche AK, Forsythe A, Goren A, et al. Tophi 
and frequent gout flares are associated with impairments to quality of life, 
productivity, and increased healthcare resource use: Results from a cross-sectional 
survey. Health and quality of life outcomes. 2012;10:117. 
229. Dagfinrud H, Mengshoel AM, Hagen KB, Loge JH, Kvien TK. Health status of 
patients with ankylosing spondylitis: a comparison with the general population. Ann 
Rheum Dis. 2004;63(12):1605-10. 



 

58 
 

230. Sullivan M, Karlsson J. The Swedish SF-36 Health Survey III. Evaluation of 
criterion-based validity: results from normative population. J Clin Epidemiol. 
1998;51(11):1105-13. 
231. Eder L, Thavaneswaran A, Chandran V, Gladman DD. Gender difference in 
disease expression, radiographic damage and disability among patients with psoriatic 
arthritis. Ann Rheum Dis. 2013;72(4):578-82. 
232. Duruöz MT, Gezer HH, Nas K, Kılıç E, Sargın B, Kasman SA, et al. Gender-
related differences in disease activity and clinical features in patients with peripheral 
psoriatic arthritis: A multi-center study. Joint Bone Spine. 2021;88(4):105177. 
233. Nas K, Kiliç E, Tekeoğlu İ, Keskin Y, Çevik R, Sargin B, et al. The effect of 
gender on disease activity and clinical characteristics in patients with axial psoriatic 
arthritis. Mod Rheumatol. 2021;31(4):869-74. 
234. Husted JA, Thavaneswaran A, Chandran V, Gladman DD. Incremental effects 
of comorbidity on quality of life in patients with psoriatic arthritis. J Rheumatol. 
2013;40(8):1349-56. 
235. Kavanaugh A, Gottlieb A, Morita A, Merola JF, Lin CY, Birt J, et al. The 
contribution of joint and skin improvements to the health-related quality of life of 
patients with psoriatic arthritis: a post hoc analysis of two randomised controlled 
studies. Ann Rheum Dis. 2019;78(9):1215-9. 
236. Meydani SN, Das SK, Pieper CF, Lewis MR, Klein S, Dixit VD, et al. Long-
term moderate calorie restriction inhibits inflammation without impairing cell-
mediated immunity: a randomized controlled trial in non-obese humans. Aging 
(Albany N Y). 2016;8(7):1416-31. 
237. Miller GD, Isom S, Morgan TM, Vitolins MZ, Blackwell C, Brosnihan KB, et 
al. Effects of a community-based weight loss intervention on adipose tissue 
circulating factors. Diabetes Metab Syndr. 2014;8(4):205-11. 
238. Arvidsson E, Viguerie N, Andersson I, Verdich C, Langin D, Arner P. Effects 
of different hypocaloric diets on protein secretion from adipose tissue of obese 
women. Diabetes. 2004;53(8):1966-71. 
239. Magkos F, Fraterrigo G, Yoshino J, Luecking C, Kirbach K, Kelly SC, et al. 
Effects of Moderate and Subsequent Progressive Weight Loss on Metabolic Function 
and Adipose Tissue Biology in Humans with Obesity. Cell Metab. 2016;23(4):591-
601. 
240. Giles JT, van der Heijde DM, Bathon JM. Association of circulating adiponectin 
levels with progression of radiographic joint destruction in rheumatoid arthritis. Ann 
Rheum Dis. 2011;70(9):1562-8. 
241. Zhang Y, Peltonen M, Andersson-Assarsson JC, Svensson PA, Herder C, Rudin 
A, et al. Elevated adiponectin predicts the development of rheumatoid arthritis in 
subjects with obesity. Scand J Rheumatol. 2020:1-9. 
242. Soderlin MK, Jacobsson LT, Petersson IF, Englund M, Saxne T, Geborek P. 
Differences in longitudinal disease and treatment characteristics of patients with 
rheumatoid arthritis replying and not replying to a postal questionnaire. Experience 
from a biologics register in southern Sweden. J Rheumatol. 2009;36(6):1166-9. 
243. Statistics Sweden. Population Statistics (online database). 
http://www.statistikdatabasen.scb.se/pxweb/en/ssd/START__BE__ 
BE0101__BE0101A/BefolkningNy/?rxid=313a85a4-865b-47db-889254b5d5dff618 
Accessed February 3rd 2023.   

 

59 
 

244. Wallman JK, Alenius GM, Klingberg E, Sigurdardottir V, Wedrén S, Exarchou 
S, et al. Validity of clinical psoriatic arthritis diagnoses made by rheumatologists in 
the Swedish National Patient Register. Scand J Rheumatol. 2022:1-11. 
245. Waldenlind K, Eriksson JK, Grewin B, Askling J. Validation of the rheumatoid 
arthritis diagnosis in the Swedish National Patient Register: a cohort study from 
Stockholm County. BMC Musculoskelet Disord. 2014;15:432. 
246. Dehlin M, Landgren AJ, Bergsten U, Jac LTH. The validity of gout diagnosis in 
primary care, results from a patient survey. J Rheumatol. 2019. 
247. Dehlin M, Stasinopoulou K, Jacobsson L. Validity of gout diagnosis in Swedish 
primary and secondary care - a validation study. BMC Musculoskelet Disord. 
2015;16:149. 
248. Russolillo A, Iervolino S, Peluso R, Lupoli R, Di Minno A, Pappone N, et al. 
Obesity and psoriatic arthritis: from pathogenesis to clinical outcome and 
management. Rheumatology. 2013;52(1):62-7. 
249. Ridker PM, Danielson E, Fonseca FA, Genest J, Gotto AM, Jr., Kastelein JJ, et 
al. Rosuvastatin to prevent vascular events in men and women with elevated C-
reactive protein. N Engl J Med. 2008;359(21):2195-207. 
250. Martínez-Ortega JM, Nogueras P, Muñoz-Negro JE, Gutiérrez-Rojas L, 
González-Domenech P, Gurpegui M. Quality of life, anxiety and depressive 
symptoms in patients with psoriasis: A case-control study. J Psychosom Res. 
2019;124:109780. 
251. Højgaard P, Ballegaard C, Cordtz R, Zobbe K, Clausen M, Glintborg B, et al. 
Gender differences in biologic treatment outcomes-a study of 1750 patients with 
psoriatic arthritis using Danish Health Care Registers. Rheumatology (Oxford). 
2018;57(9):1651-60. 
252. Geijer M, Alenius GM, André L, Husmark T, Larsson PT, Lindqvist U, et al. 
Health-related quality of life in early psoriatic arthritis compared with early 
rheumatoid arthritis and a general population. Semin Arthritis Rheum. 
2021;51(1):246-52. 
253. Gossec L, de Wit M, Kiltz U, Braun J, Kalyoncu U, Scrivo R, et al. A patient-
derived and patient-reported outcome measure for assessing psoriatic arthritis: 
elaboration and preliminary validation of the Psoriatic Arthritis Impact of Disease 
(PsAID) questionnaire, a 13-country EULAR initiative. Ann Rheum Dis. 
2014;73(6):1012-9. 
254. Xu X, Lin L, Chen P, Yu Y, Chen S, Chen X, et al. Treatment with liraglutide, 
a glucagon-like peptide-1 analogue, improves effectively the skin lesions of psoriasis 
patients with type 2 diabetes: A prospective cohort study. Diabetes Res Clin Pract. 
2019;150:167-73. 
255. Bilberg A, Larsson I, Björkman S, Eliasson B, Klingberg E. The impact of a 
structured weight-loss treatment on physical fitness in patients with psoriatic arthritis 
and obesity compared to matched controls: a prospective interventional study. Clin 
Rheumatol. 2022;41(9):2745-54. 
256. Thomsen RS, Nilsen TIL, Haugeberg G, Bye A, Kavanaugh A, Hoff M. Impact 
of High-Intensity Interval Training on Disease Activity and Disease in Patients With 
Psoriatic Arthritis: A Randomized Controlled Trial. Arthritis Care Res (Hoboken). 
2019;71(4):530-7. 



 

58 
 

230. Sullivan M, Karlsson J. The Swedish SF-36 Health Survey III. Evaluation of 
criterion-based validity: results from normative population. J Clin Epidemiol. 
1998;51(11):1105-13. 
231. Eder L, Thavaneswaran A, Chandran V, Gladman DD. Gender difference in 
disease expression, radiographic damage and disability among patients with psoriatic 
arthritis. Ann Rheum Dis. 2013;72(4):578-82. 
232. Duruöz MT, Gezer HH, Nas K, Kılıç E, Sargın B, Kasman SA, et al. Gender-
related differences in disease activity and clinical features in patients with peripheral 
psoriatic arthritis: A multi-center study. Joint Bone Spine. 2021;88(4):105177. 
233. Nas K, Kiliç E, Tekeoğlu İ, Keskin Y, Çevik R, Sargin B, et al. The effect of 
gender on disease activity and clinical characteristics in patients with axial psoriatic 
arthritis. Mod Rheumatol. 2021;31(4):869-74. 
234. Husted JA, Thavaneswaran A, Chandran V, Gladman DD. Incremental effects 
of comorbidity on quality of life in patients with psoriatic arthritis. J Rheumatol. 
2013;40(8):1349-56. 
235. Kavanaugh A, Gottlieb A, Morita A, Merola JF, Lin CY, Birt J, et al. The 
contribution of joint and skin improvements to the health-related quality of life of 
patients with psoriatic arthritis: a post hoc analysis of two randomised controlled 
studies. Ann Rheum Dis. 2019;78(9):1215-9. 
236. Meydani SN, Das SK, Pieper CF, Lewis MR, Klein S, Dixit VD, et al. Long-
term moderate calorie restriction inhibits inflammation without impairing cell-
mediated immunity: a randomized controlled trial in non-obese humans. Aging 
(Albany N Y). 2016;8(7):1416-31. 
237. Miller GD, Isom S, Morgan TM, Vitolins MZ, Blackwell C, Brosnihan KB, et 
al. Effects of a community-based weight loss intervention on adipose tissue 
circulating factors. Diabetes Metab Syndr. 2014;8(4):205-11. 
238. Arvidsson E, Viguerie N, Andersson I, Verdich C, Langin D, Arner P. Effects 
of different hypocaloric diets on protein secretion from adipose tissue of obese 
women. Diabetes. 2004;53(8):1966-71. 
239. Magkos F, Fraterrigo G, Yoshino J, Luecking C, Kirbach K, Kelly SC, et al. 
Effects of Moderate and Subsequent Progressive Weight Loss on Metabolic Function 
and Adipose Tissue Biology in Humans with Obesity. Cell Metab. 2016;23(4):591-
601. 
240. Giles JT, van der Heijde DM, Bathon JM. Association of circulating adiponectin 
levels with progression of radiographic joint destruction in rheumatoid arthritis. Ann 
Rheum Dis. 2011;70(9):1562-8. 
241. Zhang Y, Peltonen M, Andersson-Assarsson JC, Svensson PA, Herder C, Rudin 
A, et al. Elevated adiponectin predicts the development of rheumatoid arthritis in 
subjects with obesity. Scand J Rheumatol. 2020:1-9. 
242. Soderlin MK, Jacobsson LT, Petersson IF, Englund M, Saxne T, Geborek P. 
Differences in longitudinal disease and treatment characteristics of patients with 
rheumatoid arthritis replying and not replying to a postal questionnaire. Experience 
from a biologics register in southern Sweden. J Rheumatol. 2009;36(6):1166-9. 
243. Statistics Sweden. Population Statistics (online database). 
http://www.statistikdatabasen.scb.se/pxweb/en/ssd/START__BE__ 
BE0101__BE0101A/BefolkningNy/?rxid=313a85a4-865b-47db-889254b5d5dff618 
Accessed February 3rd 2023.   

 

59 
 

244. Wallman JK, Alenius GM, Klingberg E, Sigurdardottir V, Wedrén S, Exarchou 
S, et al. Validity of clinical psoriatic arthritis diagnoses made by rheumatologists in 
the Swedish National Patient Register. Scand J Rheumatol. 2022:1-11. 
245. Waldenlind K, Eriksson JK, Grewin B, Askling J. Validation of the rheumatoid 
arthritis diagnosis in the Swedish National Patient Register: a cohort study from 
Stockholm County. BMC Musculoskelet Disord. 2014;15:432. 
246. Dehlin M, Landgren AJ, Bergsten U, Jac LTH. The validity of gout diagnosis in 
primary care, results from a patient survey. J Rheumatol. 2019. 
247. Dehlin M, Stasinopoulou K, Jacobsson L. Validity of gout diagnosis in Swedish 
primary and secondary care - a validation study. BMC Musculoskelet Disord. 
2015;16:149. 
248. Russolillo A, Iervolino S, Peluso R, Lupoli R, Di Minno A, Pappone N, et al. 
Obesity and psoriatic arthritis: from pathogenesis to clinical outcome and 
management. Rheumatology. 2013;52(1):62-7. 
249. Ridker PM, Danielson E, Fonseca FA, Genest J, Gotto AM, Jr., Kastelein JJ, et 
al. Rosuvastatin to prevent vascular events in men and women with elevated C-
reactive protein. N Engl J Med. 2008;359(21):2195-207. 
250. Martínez-Ortega JM, Nogueras P, Muñoz-Negro JE, Gutiérrez-Rojas L, 
González-Domenech P, Gurpegui M. Quality of life, anxiety and depressive 
symptoms in patients with psoriasis: A case-control study. J Psychosom Res. 
2019;124:109780. 
251. Højgaard P, Ballegaard C, Cordtz R, Zobbe K, Clausen M, Glintborg B, et al. 
Gender differences in biologic treatment outcomes-a study of 1750 patients with 
psoriatic arthritis using Danish Health Care Registers. Rheumatology (Oxford). 
2018;57(9):1651-60. 
252. Geijer M, Alenius GM, André L, Husmark T, Larsson PT, Lindqvist U, et al. 
Health-related quality of life in early psoriatic arthritis compared with early 
rheumatoid arthritis and a general population. Semin Arthritis Rheum. 
2021;51(1):246-52. 
253. Gossec L, de Wit M, Kiltz U, Braun J, Kalyoncu U, Scrivo R, et al. A patient-
derived and patient-reported outcome measure for assessing psoriatic arthritis: 
elaboration and preliminary validation of the Psoriatic Arthritis Impact of Disease 
(PsAID) questionnaire, a 13-country EULAR initiative. Ann Rheum Dis. 
2014;73(6):1012-9. 
254. Xu X, Lin L, Chen P, Yu Y, Chen S, Chen X, et al. Treatment with liraglutide, 
a glucagon-like peptide-1 analogue, improves effectively the skin lesions of psoriasis 
patients with type 2 diabetes: A prospective cohort study. Diabetes Res Clin Pract. 
2019;150:167-73. 
255. Bilberg A, Larsson I, Björkman S, Eliasson B, Klingberg E. The impact of a 
structured weight-loss treatment on physical fitness in patients with psoriatic arthritis 
and obesity compared to matched controls: a prospective interventional study. Clin 
Rheumatol. 2022;41(9):2745-54. 
256. Thomsen RS, Nilsen TIL, Haugeberg G, Bye A, Kavanaugh A, Hoff M. Impact 
of High-Intensity Interval Training on Disease Activity and Disease in Patients With 
Psoriatic Arthritis: A Randomized Controlled Trial. Arthritis Care Res (Hoboken). 
2019;71(4):530-7. 



 

60 
 

257. Eloff E, Martinsson K, Ziegelasch M, Cedergren J, Reckner Å, Skogh T, et al. 
Autoantibodies are major predictors of arthritis development in patients with anti-
citrullinated protein antibodies and musculoskeletal pain. Scand J Rheumatol. 
2021;50(3):189-97. 
258. Gisondi P, Bellinato F, Targher G, Idolazzi L, Girolomoni G. Biological disease-
modifying antirheumatic drugs may mitigate the risk of psoriatic arthritis in patients 
with chronic plaque psoriasis. Ann Rheum Dis. 2022;81(1):68-73. 
259. Acosta Felquer ML, LoGiudice L, Galimberti ML, Rosa J, Mazzuoccolo L, 
Soriano ER. Treating the skin with biologics in patients with psoriasis decreases the 
incidence of psoriatic arthritis. Ann Rheum Dis. 2022;81(1):74-9. 
260. Meer E, Merola JF, Fitzsimmons R, Love TJ, Wang S, Shin D, et al. Does 
biologic therapy impact the development of PsA among patients with psoriasis? Ann 
Rheum Dis. 2022;81(1):80-6. 
 




