Rheumatology International (2020) 40:959-967
https://doi.org/10.1007/500296-020-04575-8

Rheumatology

INTERNATIONAL

VALIDATION STUDIES q

Check for
updates

Psoriatic arthritis impact of disease questionnaire: validity, reliability
and its clinical potential

Tuba Giiler'® . Pinar Bora Karsli*® - Sebnem Ataman?® . Hatice Bodur’

Received: 22 February 2020 / Accepted: 30 March 2020 / Published online: 8 April 2020
© Springer-Verlag GmbH Germany, part of Springer Nature 2020

Abstract

The psoriatic arthritis impact of disease (PSAID) questionnaire has been developed to measure disease impact on patients
with psoriatic arthritis. It was aimed to evaluate its validity and reliability in association with sociodemographic and clinical
factors and compare it with disease activity and patient-reported outcome measures in a Turkish psoriatic arthritis popula-
tion. A prospective observational study was conducted to validate the Turkish version of the PSAID. All consecutive patients
with psoriatic arthritis were evaluated between January 2019 and October 2019. Demographic and clinical features were
recorded. The PSAID and patient-reported outcome measures were applied to all patients. Interclass and intra-class correla-
tion analyses were performed. Convergent validity and correlation coefficients were used for validity analyses. There were
80 patients with a mean age of 50.2 +9.9 years. Cronbach’s a value of the PSAID and intra-class correlation were 0.799 and
0.984, respectively. The total median PSAID score was 4.7. Pain, fatigue, ability to work, functional capacity and feeling
of discomfort were the five highest-scoring subscales. There was satisfactory internal consistency for each subscale of the
PSAID. As disease severity increased from low to high, the PSAID scores significantly increased. There were acceptable
correlations between the PSAID and other patient-reported outcome measures. The PSAID is shown to be a reliable and
valid questionnaire in Turkish patients with psoriatic arthritis. Good correlation with disease activity and patient-reported
outcome measures represent an opportunity to use the PSAID in clinical practice to tailor individualized treatment choices.

Keywords Patient reported outcome measures - Psoriatic arthritis - Questionnaires - Reliability - Validation study

Introduction

Patient-reported outcome measures (PROMs) have been
regarded as important instruments to provide insight into
patients’ perceptions of health about chronic diseases and
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individual priorities [1]. Besides, they have been regarded
as reliable indicators for baseline status of the disease and
any change during treatment, and important endpoints in
both clinical trials and long-term observational studies [2,
3]. Although many of PROMs are used in chronically dis-
eased patients, selection of PROMs and evaluation of their
outcomes are challenging. Due to the presence of limits for
the time and resources of both patients and physicians, their
widespread use in studies and clinical trials seems to be
infeasible [1, 4].

Psoriatic arthritis (PsA) as a chronic inflammatory dis-
ease is seen in an average of 30% of patients with psoriasis
[5]. Due to the involvement of skin and joint involvements,
impaired physical and psychosocial health-related quality of
life is an essential issue in these patients [3].

In relation to chronic diseases, there have been several
different PROMs with their proposed advantages and dis-
advantages. Among these, the psoriatic arthritis impact of
disease (PSAID) questionnaire that has been endorsed by
the European League against Rheumatism is unique for
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being a disease-specific PROM for PsA [2]. With the use
of the PSAID, it is possible to measure the impact of PsA
on diverse aspects of disease on patients’ lives including
fatigue, functional capacity, sleep, skin problems and cop-
ing [3-5]. In previous studies, it has also been shown that
the PSAID is significantly correlated with disease activity
measures [1, 6].

However, the results of such PROMs have been reported
to be influenced by several socio-demographic variables and
associated comorbid situations [1]. After its development, the
PSAID has been validated in different countries or populations
[3, 5, 7-9]. A good validity of the PSAID with the Disease
Activity in Psoriatic Arthritis (DAPSA) has been also shown
[4]. Thus, further studies on the validation and reliability of
the PSAID on different subsets of PsA based on the severity
grades of DAPSA have not been performed in Turkey yet.

In this study, we aimed to construct validity and reliability
of the Turkish version of the PSAID, to evaluate sociodemo-
graphic and clinical factors on PSAID and compare it with
other disease activity measures and established PROM:s.

Materials and methods
Study

This study was a prospective observational study to perform
internal validation of the Turkish version of the PSAID ques-
tionnaire in PSA patients. We took consent of Laure Gossec
for our study to use the Turkish version of the PSAID ques-
tionnaire published at the website of EULAR (https://pitie
-salpetriere.aphp.fr/psaid/questionnaire.php). Ethics com-
mittee approval was obtained for this study (Numune Train-
ing and Research Hospital Ethics Committee, E-2018-2371).
The study was performed in accordance with the 1964
Declaration of Helsinki and its later amendments. Written
informed consent was taken from the participants or from
the legally authorized representatives for the participants
who were illiterate or vulnerable.

Participants

All consecutive patients with PsA who admitted to or fol-
lowed at the Physical Medicine and Rehabilitation Clinic,
Numune Education and Research Hospital and Department
of Rheumatology, Faculty of Medicine, Ankara University,
Ankara, Turkey were evaluated in the study between Janu-
ary 2019 and October 2019. Diagnosis of PsA according to
the Classification for Psoriatic Arthritis (CASPAR) criteria,
ages between 18 and 75 years and absence of chronic inflam-
matory disease besides PsA were the inclusion criteria [4,
10]. Cognitive disorders that prevent to reply to the questions
in the scales and the questionnaires, skin disorders other than
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psoriasis, pregnancy, and refusal to participate in the study
were the exclusion criteria.

Variables

Demographic data including age (year), sex, weight in kilo-
grams and height in meters, education level as illiterate, pri-
mary, secondary or college and university, employment sta-
tus, presence of comorbid disease, smoking status as ever or
never and disease duration (year) were recorded. Body mass
index (BMI) was calculated as weight in kilograms divided
by the square of height in meters (kg/m?). The drugs used for
PsA were searched and grouped as conventional synthetic
disease-modifying antirheumatic drugs (DMARD), biologi-
cal DMARD and non-steroidal agents.

At the inclusion of the study, data were collected at a
single time point. The pain was assessed using a 0—100 mm
visual analog scale (VAS) indicating 0 =“no pain” and
100 =“the most severe pain”. Three self-reported questions
about the patient global experience of PsA were scored on a
Likert scale as Patient Global Assessment (PGA).

Physical examination

Typical psoriatic nail dystrophy (pitting, onycholysis, subun-
gual hyperkeratosis, splinter hemorrhage), the involvement
of PsA as axial or peripheral disease and presence of erosive
arthritis were prospectively recorded. For peripheral joint
assessment, tender (68 joints) and swollen (66 joints) joint
counts were calculated separately according to the measures
used in clinical trials for rheumatoid arthritis and psoriasis
[10, 11]. The Leeds Dactylitis Index (LDI) using a dactylom-
eter was measured quantitatively as showing higher scores
with worse dactylitis. To assess enthesitis in PsA patients,
the Leeds Enthesitis Index (LEI) was used with a score range
of 0-6 [10]. Higher LEI scores were regarded as greater
enthesitis burden.

Evaluation of disease activity

Erythrocyte sedimentation rate (ESR) (mm/h) and C-reac-
tive protein (CRP) (mg/dL) were measured as acute phase
reactants. ESR was examined with Western blot technique
and 0-20 mm/h accepted as normal range. CRP was exam-
ined with immuno-turbidimetric method and >5 mg/L
accepted as positive value.

Disease-related characteristics such as duration of the
disease, since the diagnosis and disease activity score as the
Psoriasis Areas and Severity Index (PASI) were reported.
Using clinical and laboratory data of the patients, the clinical
DAPSA (cDAPSA) was calculated for each patient [10]. For
assessment of cDAPSA, higher scores were regarded as a
reflection of more severe disease activity (range 0—164). The
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patients were categorized into four different disease activi-
ties based on the scores of cDAPSA as remission (REM) <4,
low disease activity (LDA)>4 and < 13, moderate disease
activity (MDA) > 13 and <27, and high disease activity
(HDA) > 27 [12]. The PASI scale was applied for quantita-
tive assessment of all psoriasis lesional burden with a score
range of 0—72 [10]. Besides, the physicians reported their
global assessments of disease activity in an identical manner
to PGA (range 0-100).

Patient-reported outcome measures

The PSAID questionnaires with both physical and psycho-
logical domains were applied to all patients. The PSAID
final value was calculated as described with a range from
0 to 10, where 10 represents the worst health score [2, 6].
All patients were requested to answer or fill the following
scales or questionnaires: Turkish version of Health Assess-
ment Questionnaire (HAQ) was used to assess the physical
function of the patients with a score range of “0” as “no
difficulty” to “3” as “unable to do” [13]. Psoriatic Arthritis
Quality of Life (PSAQoL) as a PsA-specific health related
quality of life instrument was employed. Its range was from
0 to 20 as with higher scores indicating the worse health-
related quality of life situations. For measurement of dis-
ability due to different dermatological conditions, Turkish
validated form of Dermatology Life Quality Index (DLQI)
was used with a score range from O to 30 [14]. Higher scores
were used to represent a greater impact of the dermatologi-
cal conditions on quality of life. Using the Turkish validated
form of Hospital Anxiety and Depression Scale (HADS-
A), the anxiety subscale score was calculated from O (best)
to 21 (worst). A total HADS-A score was 21, and higher
scores represented higher levels of anxiety [15]. Turkish ver-
sion of Nottingham Health Profile (NHP) as a measure of
a patient’s perceived emotional, social, and physical health
was applied to the patients [16, 17]. Its score was evaluated
based on the range from O (best health state) to 100 (worst
health state). Four subscales as behavioral disengagement
(COPE1), self-blame (COPE2), substance use (COPE3)
and denial (COPE 4) from the brief COPE were used to
explore the predictors of distress in PsA patients [18, 19]. As
a self-administered instrument, the Functional Assessment
of Chronic Illness Therapy-Fatigue (FACIT-Fatigue) Scale
was applied. Its total range was from zero to 52 indicat-
ing the worst possible fatigue as zero and no fatigue as 52
[20, 21]. The Work Productivity and Activity Impairment
(WPALI) questionnaires were applied to assess the impact of
PsA on work productivity or other daily activities [22, 23].
Overall work productivity and impairment of regular activi-
ties due to poor health and symptom scores [presenteeism,
absenteeism, work productivity loss (WPL) and WPAI 4)]
were calculated [22, 24].

Statistical analysis

The sample size was calculated as at least 79 using G Power
3.1.9 with assumptions of a=0.05 and power=80%. Inter-
class correlation analysis was performed by Mangold Reli-
ability Calculator (v. 1.5). Jamovi (v. 1.0.7.0) was used for
all other statistical analyses. Normality was tested by the
Shapiro-Wilk test and Q-Q plot. The quantitative data
were stated as the average + standard deviation or median
[interquartile ranges (IQR) as 25th—75th percentile], while
the qualitative data were stated as frequency (%). Internal
consistency, which reflects the homogeneity of the scale,
was determined by calculating Cronbach’s a coefficient.
An intra-class correlation coefficient (ICC) was used for
test—retest reliability. For that purpose, a total of 23 patients
have a second assessment of the PSAID questionnaire 3
days later. A Cronbach’s a and ICC score of greater than
0.7 was accepted as satisfactory. Item reliability statistics
were performed to evaluate the reliability of the subscales
of the PSAID by excluding one item consecutively in each
analysis. Validity shows how much the scale can measure the
intended item to be measured. Construct validity was tested
using the “convergent validity” method. For this purpose, the
PSAID scores were compared with other scales. Pearson or
Spearman’s correlation coefficients (r) were used for validity
analyses. A value of p <0.05 was accepted as statistically
significant.

Results

There were 80 patients with a mean age of 50.2 +9.9 years.
Female to male ratio was 3:1. The median duration of the
disease was 8 years (IQR 3.0-13.3). Demographic and clini-
cal features are given in Table 1. Although there was no nail
pathology in 16 patients (20%), pitting, onycholysis and sub-
ungual hyperkeratosis were the nail problems detected in 53
(66.3%), 17 (21.3%) and 13 patients (16.3%), respectively.
Axial disease and erosive arthritis were detected in 44 (55%)
and 32 patients (40%), respectively.

The median score for PGA was 50 (47.5-70.0). The
median value of VAS was obtained as 50 (IQR 40.0-80.0).
Other characteristics are detailed in Table 1.

The median cDAPSA and PASI scores were 18.8 (IQR
15.1-27.0) and 1.55 (IQR 0.0-5.62), respectively. Based
on the scoring of cDAPSA, there were 44 (55%) MDA, 19
(23.8%) HDA and 17 (21.2%) LDA patients. There was no
patient with REM.

Cronbach’s a value of the PSAID scale and ICC were
0.799 and 0.984, respectively. The calculation of the
final PSAID score revealed the median value of 4.7 (IQR
3.14-6.45). The scores for the PSAID subscales are given
in Table 2. Pain, fatigue, ability to work, functional capacity

@ Springer



962

Rheumatology International (2020) 40:959-967

Table 1 Demographic and clinical features of the patients (n=_80)

Table 2 Scores of the PSAID subscales and its total PSAID

Feature Value Subscales Value® Cronbach’s a®

Age (yean)* 50.249.9 PSAID

Sex® Pain 6.0 (5.0-8.0) 0.773
Female 60 (75) Fatigue 6.0 (4.0-8.0) 0.773
Male 20 (25) Skin problems 3.0 (1.0-5.0) 0.801

BMI (kg/m?)? 29.4+5.0 Ability to work 5.0 (2.0-7.0) 0.773

Education level® Functional capacity 5.0 (3.0-6.0) 0.769
Illiterate 5(6.3) Feeling of discomfort 5.0 (3.0-7.0) 0.770
Primary 34 (42.5) Sleep disturbance 4.0 (1.75-7.0) 0.769
Secondary or college 23 (28.7) Coping 4.0 (2.0-6.0) 0.777
University 18 (22.5) Anxiety 4.0 (2.0-8.0) 0.775

Comorbid disease® Embarrassment and/or 2.0 (0.0-4.25) 0.791
Yes 30 (37.5) shame due to appearance
No 50 (62.5) Social participation 3.0 (1.0-6.0) 0.773

Employmentb Depression 3.5 (2.0-6.25) 0.900
Yes 19 (23.8) Total 47 (3.14-6.45)

No 61(76.2) PSAID the psoriatic arthritis impact of disease

Smoking status” *Median (25th-75th interquartile range)

Yes 33(41.3) °If the item is excluded
No 47 (58.8)

Duration of disease (years)* 8.0 (3.0-13.3)

Drugs and feeling of discomfort were the five highest-scoring sub-
Conventional synthetic DMARD 49 (61.3) scales in relation to greater disease impact. Item reliability
Biological DMARD 27(33.8) statistics showed that there was satisfactory internal consist-
Non-steroidal 9(11.3) ency for each subscale of the PSAID. PSAID-depression
No treatment 7(8.8) was shown to be the least reliable subscale for this analysis.

Erosion” Inter-class correlation analysis also revealed that there were
Yes 32.(40) significant correlations between the subscales (Table 3).
No 48 (60) Although the PSAID scores in female and unemployed

Involvement® patients were significantly higher than that of male and
Peripheral 36 (45) employed patients (p=0.004 and p=0.048, respectively),
Axial 44.(55) there was no significant association between the final PSAID

PGA® 50.0 (47.5-70.0)  score and other demographic and clinical features (Table 4).

VAS® 50.0 (40.0-80.0)  The duration of the disease, the duration of morning stiff-

Morning stiffness (min)* 15.0 (0.0-30.0) ness, VAS, tender joint score, LEI, cDAPSA, and level of

Tender joint count® 2.5 (0.0-6.0) ESR were significantly correlated with the final.

Swollen joint count® 0.0 (0.0-0.0) PSAID score (p <0.05 for all) (Table 5). As the duration

LDI* 0.0(0.0-0.0) of the disease decreased, significantly higher PSAID scores

LEI (range 0-6)° 2.0 (0.0-3.0) were detected (p =0.03). The higher tender joint score,

ESR (mm/h)* 12.0 (8.0-20.3) longer morning stiffness time and higher LEI were signifi-

CRP (mg/dL)° 4.0 (2.0-8.05) cantly correlated with higher PSAID scores (p <0.05 for all).

BMI body mass index, DMARD disease-modifying antirheumatic
drugs, PGA Patient Global Assessment, VAS Visual Analog Scale,
LDI Leeds Dactylitis Index, LEI Leeds Enthesitis Index, ESR Eryhro-
cyte sedimentation rate, CRP C-reactive protein

#Mean + standard deviation
n (%)
“Median (25th-75th interquartile range)
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In patients with higher cDAPSA scores, significantly higher
PSAID scores were detected (p <0.001). Subgrouping of
cDAPSA as LDA, MDA, and HDA was significantly corre-
lated with the PSAID final scores (p <0.001). As the disease
severity increased from low (LDA) to medium (MDA) and
high (HDA), the mean PSAID scores significantly increased
from 3.03+2.26 to 4.86 +1.63 and 6.06 + 1.74, respectively.
Subgroup analysis (pairwise comparisons) revealed that
there were significant differences between all subgroups
(» <0.05 for all).
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g Table 4 Analysis of demographic and clinical charactistics with the
~ (. PSAID final score
% « B Variable n (%) PSAIDP p
£ Z9 Sex
” Female 60 (75) 5.13+1.89 0.004
§ Male 20 (25) 3.63+2.17
g . Education level
£ S Tliterate 5(6.3) 4.49+2.43 0.055
s << Primary 34 (42.5) 53242.12
= Secondary or college 23 (28.7) 481+191
z University 18 (22.5) 3.69+1.73
z o g Smoking
2 S < Yes 33 (412) 497+226 0432

No 47 (58.8) 4.60+1.91
2 Comorbid disease
:‘é. Yes 30 (37.5) 4.39+1.83 0.220
= No 50 (62.5) 4.97+2.17
-g © é Employment
5 § < Yes 19 (23.8) 3.94+2.32 0.048

No 61 (76.2) 5.01+1.92
150 5 _ Type of involvement
£ 5 =g Peripheral 36 (45) 4994228 0362
5| S v Axial 44 (55) 4.56+1.86

Erosion
g Yes 32 (40) 4354198 0152
g No 48 (60) 5.03+2.08
E‘ § § PSAID the psoriatic arthritis impact of disease
%) S vV (%)
E - é ®Mean + standard deviation
s | 29
z . 3 The scores of all scales are given in Table 6. There were
= g s acceptable correlations between the PSAID and all scales
< =V except DQLI and COPE (p <0.001) (Table 6). The strongest
3 correlations were detected between the PSAID and pain sub-
g g scale of Nottingham Health Profile (r=0.732), Physician’s
§ % global assessment (r=0.686), WPAI-WPL (r=0.647) and
§ g WPAI4 (r=0.646).
Z3
28| sz
520 ZE|,
P Discussion

g <
= 15
j§' 2 The association of the PSAID with clinical outcomes and
g _ E other PROMs has been shown in this study in which a com-
g w2 8 hensive validity and reliability analysis was performed in
3 LS| E pre y y y P

- @ s Vv g a Turkish population. Besides the presence of the internal

g £ 2 consistency of the PSAID, there were also significant corre-

‘g é - -g lations between other commonly used scales and the PSAID.

: é} § § & We have also demonstrated that PSAID is significantly cor-

2 - % related with the disease activity in this study population. All

= R these findings supported that the PSAID is a feasible, valid
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Table 5 Correlation of the PSAID final total score with clinical and
demographic features

r p
Age (year) 0.106 0.349
BMI (kg/m?) 0.071 0.529
Length of duration (years) —0.242 0.030
Morning stiffness (min) 0.348 0.002
VAS 0.637 <0.001
PGA 0.602 <0.001
Tender joint score 0.414 <0.001
Swollen joint score 0.219 0.051
LDI 0.214 0.056
LEI 0.422 <0.001
cDAPSA 0.568 <0.001
PASI —0.108 0.338
ESR 0.637 <0.001
CRP 0.107 0.345

PSAID the psoriatic arthritis impact of disease, BMI body mass
index, VAS Visual Analog Scale, PGA Patient Global Assessment,
LDI Leeds Dactylitis Index, LEI Leeds Enthesitis Index, cDAPSA
clinical disease activity in psoriatic arthritis, PASI Psoriasis Ares and
Severity Index, ESR eryhrocyte sedimentation rate, CRP C-reactive
protein

and reliable questionnaire for the assessment of PsA in this
Turkish population.

The use of the PSAID for assessment of PsA symptoms
has been evaluated by a recent systematic literature review
[25]. In this paper, the authors reported that the PSAID ques-
tionnaire can be recommended to evaluate symptoms of PsA
due to its sufficient content validity. This recommendation
can be regarded as evidence supporting the use of the PSAID
in PsA patients.

In a previous study by Kalyoncu et al. [8] that was also
performed in Turkey, use of the PSAID has been studied to
assess the values of PSAID in patients with clinically diag-
nosed PsA patients with anti-tumor necrosis factor treatment
[1,3,4,6,7]. In Gossec’s study [2] in which the PSAID was
elaborated and validated at first, but all patients who did not
formally fulfill the CASPAR criteria were regarded as the
weakness of the study. They also suggested further valida-
tion studies in subgroups. Therefore, we included only the
patients who were classified in accordance with the CAS-
PAR criteria.

Correlation of the PSAID with DAPSA and cDAPSA as
measures of disease activity has been shown by Di Carlo
et al. [4] as contrary to Johnson’s study [5]. The PSAID has
been shown to be a useful instrument for identifying dis-
ease activity remission following DMARD treatment [26].
Although cut-off values of the PSAID have not been deter-
mined regarding the different disease activity levels, they
tried to find cut-off values for each group as REM, LDA,

MDA, and HDA. But, we did not use such approach in our
study. But, we showed that there were significant associa-
tions between the PSAID scores of LDA, MDA and HDA.
Due to the absence of patients with REM, we could not
analyze the association of REM with other disease activ-
ity groups. Besides cDAPSA, we also showed that there
were significant correlations of disease activity measures
including VAS, tender joint score, and LEI to the PSAID
total score. Although it is known that the PSAID is not a
disease activity index, we may recommend the PSAID as a
“patient-reported disease activity index” in accordance with
Di Carlo et al. [4] due to this close relation between PSAID
and cDAPSA and other disease activity measures.

In previous studies, higher scores of PROMs in female
patients have been reported. In Holland’s study [3], there
were higher PSAID scores in female patients in accord-
ance with our study. They also reported that the correla-
tion between PROMs and clinical outcomes was stronger
in male patients. Although it has been thought that the dif-
ferences in clinical features may cause some changes in the
PSAID scores, the difference have remained significant after
adjustment for disease activity [3]. Similar results have been
also reported by other researchers [4, 9]. Thus, female sex
should be taken into consideration during the evaluation of
the results of the PSAID and other PROMS.

Correlation of the PSAID and other known PROMS have
been studied by many researchers. In these studies, variable
levels of correlation of the PSAID to other PROMs were
demonstrated. In Holland’s study (3), the strongest correla-
tion was shown to be between the EuroQoL-5D index and
PSAID. In Tilli’s and Johnson’s studies [5, 7], it has been
shown that there was a good correlation between the PSAID
and PGA as in the original study of Gossec et al. [2]. High
sensitivity and specificity of the PsAID with the HAQ was
shown in PsA patients only with a group of MDA [5]. Leung
et al. [27] showed the validity of functional capacity using
one subscale of the PSAID in PsA patients. However, in
most of the studies, there was a poor correlation between
DLQI and the PSAID as in the present study [3, 5, 7]. It
has been speculated that the presence of similar domains
may cause higher correlations between different PROMs.
There were also weak correlations between the PSAID, the
PASI, and DLQI [5]. Therefore, disease impact of some
major clinical outcomes including work, sleep, fatigue, and
skin related issues may not be captured by clinical scores
necessitating detailed studies. Besides, heterogeneity of the
study groups regarding demographic characteristics, severity
of disease activity and associated comorbidities cause dif-
ficulties to reach to widely acknowledged result. Therefore,
controlling these confounding factors should be kept in mind
for future studies.

The scores of the PSAID in different studies have been
questioned [5]. In some studies, the mean score was shown
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Table 6 Correlation of the PSAID with other scales

Group Variable Subdomain Value r p
Severity of disesase cDAPSA? 18.8 (15.1-27.0) 0.568 <0.001
PAST* 1.55 (0.0-5.62) —0.108 0.338
Physician’s global assessment® 50.0 (40.0-70.0) 0.686 <0.001
PROMs
HAQ? 0.5 (0.25-1.0) 0.571 <0.001
PSAQoL? 5.5 (2.0-12.0) 0.608 0.001
DLQI* 9.0 (4.0-13.0) 0.034 0.764
HADS-A* 15.5 (10.0-21.0) 0.520 <0.001
Nottingham Health Profile® Pain 42.5 (23.8-70.0) 0.732 <0.001
Emotional reactions 15.8 (0.0-52.1) 0.582 <0.001
Sleep 22.0 (0.0-57.0) 0.494 <0.001
Social isolation 16.0 (0.0-40.3) 0.349 0.002
Physical abilities 31.0(11.2-45.3) 0.595 <0.001
Energy levels 49.0 (24.0-100) 0.561 <0.001
Impact of ill health on daily life 2.0 (0.04.0) 0.524 <0.001
COPE® COPE1 29.6+£4.0 0.077 0.497
COPE2 312453 —0.004 0.972
COPE3 27.5+4.6 0.046 0.683
COPE4 32.0+5.2 0.068 0.551
FACIT-fatigue® 5.0 (3.9-6.0) 0.618 <0.001
WPAT* WPAI1 0.0 (0.0-0.14) 0.585 0.009
WPAI2 0.2 (0.0-0.5) 0.554 0.014
WPAI3 0.23 (0.1-0.73) 0.647 0.003
WPAI4 0.5 (0.4-0.7) 0.646 <0.001

c¢DAPSA clinical disease activity in psoriatic arthritis, PASI Psoriasis Areas and Severity Index, HAQ Health Assessment Questionnaire, PSAQoL
psoriatic arthritis quality of life, DLQI Dermatological Life Quality Index, HADS-A Hospital Anxiety and Depression Scale-Anxiety, COPE
Brief COPE questionnaire, FACIT-fatigue Functional Assessment of Chronic Illness Therapy-Fatigue, WPAI work and productivity and activity

impairment
*Median (25th—75th interquartile range)
"Mean =+ standard deviation

to be an average of 3 to 4 which was lower than that of
other studies [1, 3, 5, 6, 8, 28]. In Kalyoncu’s study [8], the
baseline PSAID score was calculated as 6.6. In the present
study, the mean scores were 5.13 and 3.63 in female and
male patients, respectively. Besides the authors did not dis-
cuss the impact of lower or higher scores in different study
groups, correlation of the PSAID scores with other PROMs
or follow-up scores in the same groups for treatment or dis-
ease process should be the main focus for the studies.

Non-random selection of the patients in two different
centers might cause selection bias. However, the prospective
design of the study that was performed in two specialized
centers and analyses of the PSAID with a large number of
PROMs were the main strengths.

In conclusion, we demonstrated that the PSAID is a reli-
able and valid questionnaire that can be used in patients
with PsA. It can be used to tailor individualized treatment
choices due to the presence of significant correlations with
the disease activity of PsA.
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