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a final step, the document was reviewed and commented 
by a patient and a health management specialist. Fourteen 
recommendations were produced, together with a checklist 
to facilitate the implementation. The items with the largest 
support from evidence were those related to cardiovascu-
lar disease and risk factors. The panel recommends paying 
special attention to obesity, smoking, and alcohol consump-
tion, as they are all modifiable factors with an impact on 
treatment response or complications of PsA. Psychological 
and organizational aspects were also deemed important. 
We herein suggest practical recommendations for the man-
agement of comorbidities in PsA based on evidence and 
expert opinion.
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Abstract  The objective is to establish recommendations, 
based on evidence and expert opinion, for the identification 
and management of comorbidities in patients with psori-
atic arthritis (PsA). The following techniques were applied: 
discussion group, systematic review, and Delphi survey for 
agreement. A panel of professionals from four specialties 
defined the users, the sections of the document, possible 
recommendations, and what systematic reviews should be 
performed. A second discussion was held with the results 
of the systematic reviews. Recommendations were formu-
lated in the second meeting and voted online from 1 (total 
disagreement) to 10 (total agreement). Agreement was con-
sidered if at least 70% voted ≥7. The level of evidence and 
grade of recommendation were assigned using the Oxford 
Centre for Evidence-Based Medicine guidance. The full 
document was critically appraised by the experts, and the 
project was supervised at all times by a methodologist. In 
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Introduction

Psoriatic disease is an inflammatory condition that affects 
skin and joints, among other organs and tissues. Since 
rheumatologists refer to it as psoriatic arthritis (PsA), 
we will use this latter term throughout the document [1]. 
Patients with PsA show a high prevalence of comorbidities 
and risk factors, specially cardiovascular (CV) disease and 
metabolic syndrome (MetS) [2, 3]. Other frequent comor-
bidities are hyperuricemia and gout [4], liver steatosis, and 
mood disorders; in addition, patients with PsA consume 
more tobacco and alcohol than healthy controls, with all its 
implications [5].

An adequate management of comorbidities is of great 
importance for the specialist: comorbidity influences diag-
nosis, prognosis, and treatment decisions, and has a great 
impact on health care resources [6]. In  situations of time 
constraint, such as in busy clinics, attending adequately 
complex patients may be a challenge. This may even pose 
an inequity or harm to the patient—if, for instance, the spe-
cialist fails to identify a potential and preventable harm. As 
a response to this problem, a group of Spanish rheumatolo-
gists, all with renowned interest in psoriatic arthritis, gath-
ered with a common goal, to develop practical materials 
and recommendations that may aid rheumatologists, and 
other health professionals, in the identification and man-
agement of comorbidities in patients with PsA.

Methods

Figure  1 shows the methods and processes followed in 
this document. The panellists were selected by the task-
force chair (JTA) and the methodologist (LC) on the basis 
of their expertise in PsA, or specific aspects related to its 
comorbidity. The panel included ten rheumatologists, two 
dermatologists, two family doctors, and an internist—(CS) 
who is also a well renowned expert in hypertension and 
hyperlipidemia—from various geographic areas and lev-
els of care to ensure representativeness. They are all well-
respected professionals in Spain and considered expert cli-
nicians in their field by their peers. This group established 
the scope, users, and process to develop the recommenda-
tions. The topics for the recommendations were decided by 
discussion among the panellists, as well as the needs for 
systematic reviews (SR). Four rheumatologists among the 
panellists (EG, RA, JB, and MM), who were specifically 
trained in the methodology of SR, searched systematically 
the literature in controversial aspects: weight and response 
to treatment, effect of PsA treatments on CV outcomes, and 
hepatic steatosis and adverse effects of treatments. In addi-
tion, each panellist was in charge of a specific aspect and 
of searching for supporting evidence. All searches, whether 

these were for systematic or for scoping reviews, followed 
the PICO approach and were supervised by experienced 
methodologists. In addition, the SR followed the usual 
procedures with ascertainment of biases and data synthe-
sis by PICO. Agreement was explored through a two-round 
Delphi process among the panellists via SurveyMonkey©; 
the final round agreement is shown as the mean with stand-
ard deviation (SD), and minimum and maximum (min and 
max). All recommendations with an agreement of less 
than 75% were excluded from the list. The methodologist 
assigned the levels of evidence (LE) and grade of recom-
mendation (GR) for each statement in accordance with 
the Oxford Centre for Evidence-based Medicine Levels 
of Evidence [7]. Finally, the document was reviewed by a 
patient and a health management specialist and corrected 
as suggested.

Results

The panel focused on prevalent comorbidities as well as on 
those that could interfere the most with decision-making. 
Initially, dermatological and rheumatic comorbidity were 
included in the list—e.g., onychomycosis, or hand osteoar-
thritis. However, to make the list of comorbidities simpler, 
and assuming that dermatologists and rheumatologists per-
form differential diagnoses routinely, these were deleted. 
The list of recommendations is presented in Table  1, and 
explanatory text for each recommendation together with the 

Fig. 1   General methods for the development of the recommendations
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supporting evidence. Table 2 displays suggested periodic-
ity of actions. A checklist based on the recommendations is 
available as supplementary material.

The optimal management of patients with PsA needs 
a holistic perspective whoever the coordinator of care: 
preferably a rheumatologist or dermatologist (LE: 5; 
A: 9.8; SD: 0.4; min: 9‑max: 10)

Management responsibilities of PsA may change over time 
between dermatologists, rheumatologists, and family doc-
tors. Ideally, the coordinator of care should provide an 
integrated report reflecting not only the skin and articular 
status, but also indicating recommendations on healthy life-
style and guidance for family doctors on how to monitor 
certain parameters [5]. Many of these latter aspects could 
be covered by a nurse, at Primary Care or at the hospital, 
depending on resources and competence.

It is essential to involve the family doctor 
and other specialists in the control and monitoring 
of comorbidities associated with PsA, as well 
as to promote the active participation of the patient 
(LE:5; A: 9.3; SD:0.8; min:8‑max:10)

Health care should be delivered as a coordinated process 
with clear aims, a sensitive budget, and comprehensi-
ble information circuits, with minimal disturbance for the 

patient; this is of uttermost importance for systemic dis-
eases, such as PsA. By involving the family doctor, trips to 
the hospital and duplication of tests are avoided, and they 
can promote shared decisions in adjustment to the chronic-
care model [8]. Patients must be informed of the need to 
inform about PsA in any medical encounter apart from the 
specific care of rheumatologists and dermatologists, and 
they should be instructed on prognostic signs and medica-
tion-related matters. As many patients will seek informa-
tion at internet, it may be worth recommending trustable 
pages. Additionally, patients’ associations can become a 
good reference for completing patient education and pro-
moting self-care, as well as provide support for patients and 
their families.

The panel recommends to assess comorbidities at least 
at the time of diagnosis, and at every treatment change 
(LE: 5; A: 8.8; SD: 1.4; min: 5‑max: 10)

Comorbidities at the time of diagnosis will determine 
prognosis and therapeutic decisions, and thus, it is a criti-
cal point to consider them. In addition, comorbidities need 
to be ruled-out or considered when changing treatment [9, 
10]. Specific comorbidities may need varying periodic-
ity (Table  2). In any case, follow-up should be custom-
ized depending on risk profile, comorbidities, and patient 
preferences.

Table 1   Summary of the recommendations

LE level of evidence (Based on the Oxford Centre for Evidence-Based Medicine, 2011) being 1 highest and 5 lowest; A, agreement (0–10), GR 
Grade of Recommendation, PsA psoriatic disease, CV cardiovascular

LE A GR

The optimal management of patients with PsA needs a holistic perspective whoever the coordinator of care—preferably a rheu-
matologist or dermatologist

5 9.8 D

It is essential to involve the family doctor and other specialists in the control and monitoring of comorbidities associated with 
PsA, as well as to promote the active participation of the patient

5 9.3 D

The panel recommends to assess comorbidities at least at the time of diagnosis, and at every treatment change 5 8.8 D
The risk/benefit ratio of drugs with potential negative effect on comorbidities should be taken into account when initiating treat-

ments for PsA
5 9.5 D

Early and periodic screening for CV risk factors should be performed; if present, risk factors should be controlled and monitored 3 9.8 B
The panel recommends informing about the high CV risk even in the absence of risk factors 5 8.4 D
Adequate control of obesity and overweight should be a priority 3 9.3 B
Regular aerobic exercise should be recommended 2 9.1 B
Smoker patients should be encouraged to cease smoking on each visit 3 9.8 B
Patients should be encouraged to cease or reduce alcohol intake 4 9.1 C
Psycho-affective disorders should be investigated 2b 8.9 B
Inquiring about sexual dysfunctions is recommended 5 7.7 D
Patients with ocular symptoms, especially if PsA had a juvenile onset or there is suspicion of uveitis, should be evaluated as soon 

as possible by an ophthalmologist
5 8.8 D

The panel recommends considering non-melanoma skin cancer when non-psoriatic skin lesions appear, especially in patients who 
have received PUVA, or cyclosporine or biological treatment

3 8.5 C
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The risk/benefit ratio of drugs with potential negative 
effect on comorbidities should be taken into account 
when initiating treatments for PsA (LE: 5; A: 9.5; SD: 
0.8; min: 8‑max: 10)

All therapeutic options in PsA have potential adverse events 
that should be considered prior and during administration. In 
Table 3, we disclose the guidelines in place in our setting for 
managing risks of adverse events. Special attention should 
be paid to (1) NSAIDs and glucocorticoids if hypertension is 
present and the renin–angiotensin–aldosterone blockers are 
being used [11]; (2) risk of infection and of non-melanoma 
skin cancer with systemic treatment, including biologics [10]; 
and (3) hepatic steatosis and methotrexate [12]. To provide 
clear information to patients and professionals who will mon-
itor these therapies is critical for safety [10].

Early and periodic screening for CV risk factors 
should be performed; if present, risk factors should be 
controlled and monitored (LE: 3, A: 9.8, SD: 0.6; min: 
8‑max: 10)

PsA is associated with ischemic heart disease, cerebro-
vascular disease, left ventricular diastolic dysfunction, 

and subclinical atherosclerosis with increased carotid 
intima-media thickness, peripheral vascular disease, 
and CV mortality [2, 13–16]. Not only traditional risk 
factors, such as hypertension, obesity, diabetes melli-
tus, dyslipemia, MetS, and tobacco, use are increased in 
PsA patients, but evidence supports accelerated athero-
genesis related to persistent inflammation [2, 17]. If the 
patient has risk factors present, or a history of CV dis-
ease, he or she should be referred to a specialist in this 
area for appropriate treatment. Periodic screening is rec-
ommended at least once every 5  years, as suggested by 
EULAR [18]; however, in patients with high CV risk, the 
assessment should be reconsidered during the course of 
the disease, depending on the level of inflammation and 
treatment, as suggested by Simplified Preventive Activi-
ties Program and Health Promotion (PAPPS), 2014 [19] 
(see supplementary material). In a systematic review, 
disease-modifying treatment in PsA showed a protective 
effect on CV risk [20], likely due to appropriate control 
of inflammation.

Table 2   Suggested periodicity for the screening and assessment of comorbidities in psoriatic disease

BMI body mass index, CV cardiovascular, MetS metabolic syndrome
a By asking to the patient, physical examination and laboratory tests
b The Goldberg scale for depression, or the GDS scales (see supplementary material) can be used
c Mandatory in case of biological treatments

At first visit Every visit Every year Every 2 years Before changing the treatment

Personal and family history Asking by new onset symp-
toms and corresponding 
evaluation

CV risk Recommendations 
(by Dermatologist/
Rheumatologist)

Allergies

Allergies
List of treatments—CV 

Evaluation

Liver and renal function Total cholesterol and LDL Diet advice CV risk assessment (diabetes, 
hypertension, and others)

Screeninga of obesity and 
MetS (waist circumfer-
ence, BMI)

Smoking cessation (only 
smokers)

Glycemia Exercise Liver and renal function

Diabetes with glycemia and 
HbA1c

Blood pressure Checking the treat-
ment antihyperten-
sive/lipid lowering 
treatment

Risk of infection

Arterial Hypertension BMI Latent tuberculosisc

Dyslipidemia Abdominal circumference Vaccinations
Smoking Lymphadenopathy Residence and work condi-

tions
Cancer Psycho-affective stateb

Alcoholism Asking about tobacco and 
alcohol

Depression
Liver or kidney problems
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The panel recommends informing about the high CV 
risk even in the absence of risk factors (LE: 5; A: 8.4; 
SD: 1.2; min: 6‑max: 10)

Patients with PsA show increased CV risk even in the 
absence of risk factors [21]. It is essential that both the 
patient and the family doctor take part in preventing and 
controlling all CV risk factors (see supplementary material 
on monitoring CV risk in Primary Care).

Adequate control of obesity and overweight should be 
a priority (LE: 2; A: 9.3; SD: 1.0; min: 7‑ max: 10)

Obesity and its complications—i.e., diabetes, fatty liver, 
hypertension and CV events—are common in patients 
with PsA [22–24]. The adipose tissue produces proin-
flammatory factors—namely, adipokines—that could 
influence PsA [25]. Both obesity and MetS appear to be 
predisposing factors for severe PsA [26–29]. Likewise, 
response to treatment may be impaired in overweight 
patients [30] and weight loss, by means of diet coupled 

or not with exercise, has a marginal but beneficial effect 
on treatment response [31]. There is no consistent evi-
dence to support any specific diet, such as those enriched 
in delta-3-omega fatty acids, antioxidants, vitamin D, or 
gluten-free [32]. The panel, however, advises to adhere as 
much as possible to the Mediterranean diet, as evidence 
supports CV benefits in population at risk [33] (see sup-
plementary material for the Mediterranean diet score).

Regular aerobic exercise should be recommended (LE: 
2, A: 9.1; SD: 0.8; min: 7‑max: 10)

Although most studies examining the effect of exercise on 
different aspects of PsA are of low quality—e.g., lack of 
control group, short follow-up periods, or small sample 
size—they clearly suggest an improvement on physical 
condition and psychological well-being [34–36]. Moreo-
ver, exercise enhances the effect of weigh loss by diet on 
treatment response in patients with PsA [31, 37].

Table 3   Precautions when initiating and monitoring treatments in psoriatic disease

Therapeutic group Precautions at start Considerations during monitoring

Non steroidal anti-inflammatory drugs 
(NSAIDs)

Kidney function tests, liver function and blood 
count

Analytical and gastrointestinal symptoms, CV 
and renal controls

History and additional tests to assess CV 
(especially blood pressure) and gastrointesti-
nal involvement

It is recommended to use the minimum dose 
needed for the shortest time possible

History of asthma and special situations such 
as coagulation disorders

Topical and oral glucocorticoids Blood pressure Possible exacerbation of skin disease after 
discontinuation of treatmentFasting glucose

HbA1c
Consider, in addition microalbuminuria

Disease-modifying drugs (DMARDs): 
methotrexate, leflunomide, cyclosporine, and 
sulfasalazine

Kidney function tests, liver, blood count, liver 
serology (HBV, HCV), glucose, weight, RX 
thorax and urine sediment

Regular checks of blood count, and liver and 
kidney function

Blood pressure measurement Weight control and blood pressure
Inquire about pregnancy wish or advise 

contraception in patients of childbearing age 
(especially with the use of methotrexate and 
leflunomide)

Biological therapy and small molecules Discard severe heart failure, active infection, 
demyelinating diseases, cancer, cytopenias, 
other comorbidities, screening for tuberculo-
sis (chest radiograph, Mantoux and booster 
or QuantiFERON® if available) except 
in the case of Apremilast, HBV and HCV 
serology and HIV

The tests should be repeated periodically while 
the treatment is administered depending on 
the chosen treatment

Order blood count, liver and renal function 
tests, lipid and glucose profile

Weight and blood pressure
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Smoker patients should be encouraged to cease 
smoking on each visit (LE: 3; A: 9.8; SD: 0.5; min: 
9‑max: 10)

Smoking is associated with worse health status, high 
risk of CV death, and lung cancer. Furthermore, smok-
ing has been shown associated with a higher incidence 
of PsA [38] and poor physical function in patients with 
PsA [39, 40]. Tobacco use attenuates treatment response 
very plausibly via decreasing pain thresholds; in addition, 
adherence is poorer in smokers [41]. Finally, smoking 
causes chronic obstructive pulmonary disease, a risk fac-
tor for infections and for cancer, in particular in patients 
treated with biological therapies [10, 42].

Patients should be encouraged to cease or reduce 
alcohol intake (LE: 4; A: 9.1; SD: 1.2; min: 6‑max: 10)

It is unclear whether alcohol consumption is a cause of 
PsA, or if, on the contrary, it is the disease that favours 
the habit [43]. Nevertheless, alcohol has a negative 
impact on PsA, as it may worsen hepatic steatosis second-
ary to obesity, interfere with methotrexate liver-metab-
olism, increase blood pressure, triglycerides and uric 
acid, and favour the arousal of psycho-affective disorders. 
Alcohol intake should be investigated, either directly or 
through questionnaires, such as CAGE [44] or AUDIT 
[45]. Patients with alcohol-related problems should be 
advised or referred to the appropriate specialist.

Psycho‑affective disorders should be investigated (LE: 
2b; A: 8.9; SD: 1.2; min: 6‑max: 10)

PsA not only affects patients by rendering loss of func-
tional capacity, but can also have a significant impact on 
the psycho-social sphere, with nearly a quarter of patients 
showing signs of anxiety or depression [46]. Psycho-
affective disorders may impair not only quality of life, but 
also self-assessment, treatment adherence [47] and the 
willingness to observe a healthy lifestyle [48]. Further-
more, chronic pain and fatigue in patients with PsA could 
be potentially related to a psycho-affective disorder or to 
concurrent fibromyalgia; it is of upmost importance to 
rule out such possibilities to avoid over-exposure to inef-
fective systemic treatments [49, 50].

There are questionnaires with reasonable sensitivity 
and feasibility for the identification of psycho-affective 
disorders that may be worth using in patients with PsA 
[51, 52], two of which are attached as supplementary 
material. When a psycho-affective disorder is suspected, 

the patient should be referred to a specialist in psychol-
ogy or psychiatry if possible.

Inquiring about sexual dysfunctions is recommended 
(LE: 5, A: 7.7; SD: 0.9, min: 5‑max: 10)

Between 20 and 70% of patients with PsA present some 
type of sexual dysfunction [53], related or not to mood 
disorders or alcohol abuse. Most frequently reported dys-
functions are erectile dysfunction, under-satisfaction, and 
reduced number of partners or frequency of intercourse 
or oral sex. Predisposing factors are: age, feminine gen-
der, severity of skin lesions, psoriatic lesions in genital 
areas, and psycho-affective disorders [53, 54]. Erectile 
dysfunction may be reflecting subclinical endothelial 
dysfunction and vascular disease [55, 56]. After being 
inquired about sexual problems, the patient with dysfunc-
tion should be referred to the appropriate specialist (psy-
chologist or urologist).

Patients with ocular symptoms, especially if PsA had 
a juvenile onset or there is suspicion of uveitis, should 
be evaluated as soon as possible by an ophthalmologist 
(LE:5; DA:8.8; SD:1.2; min:6‑max:10)

Many eye conditions can affect patients with PsA, being 
uveitis the most severe form [57, 58]. Uveitis should be 
investigated actively by inquiring the patient about visual 
disturbances, especially in young patients, and with dac-
tylitis [59]. Unlike uveitis in spondylitis, uveitis in PsA is 
usually bilateral, chronic, with greater involvement of the 
posterior pole, and have more complications at diagnosis 
and poor prognosis, requiring extensive systemic treat-
ment [60].

The panel recommends to consider non‑melanoma 
skin cancer when non‑psoriatic skin lesions appear, 
especially in patients who have received PUVA, 
or cyclosporine or biological treatment (LE: 3; A: 8.5; 
SD: 0.7; min: 8‑ max: 10)

It is unclear whether patients with PsA are at higher risk 
of developing a cancer [61]. The risk may be similar to 
other chronic inflammatory diseases, such as RA [62], 
especially at the expense of non-melanoma skin cancer 
[63, 64]. Some studies conclude that prolonged treatment 
with PUVA may increase melanoma risk [65, 66]; how-
ever, the association of UV-B narrowband with skin can-
cer is unclear [67].
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Discussion

After a comprehensive review of the literature, voting, 
and discussions, the multidisciplinary panel issued 14 rec-
ommendations, practical tables, and a checklist, with the 
intention to facilitate the management of comorbidities in 
patients with PsA. With this goal, different aspects have 
been incorporated, including CV risk factors, psycho-affec-
tive disorders, and management in routine clinical practice.

These recommendations provide a different view in 
regard to previous recommendations for patients with PsA 
[5, 68]. Previous guidelines evaluate only specific aspects 
of the comorbidities of patients with PsA, such as how to 
manage CV comorbidity, or algorithms to deal with spe-
cific comorbidities. This document is more practical and 
based on a holistic perspective.

An early detection and management are desirable to 
reduce comorbidity negative effects. However, it could be 
argued that our approach—which implies rheumatologists 
needing more time and forces close connection with other 
specialists and family doctors—may be time-consuming, 
and even costly. However, the use of checklists, as we 
endorse, has demonstrated improved teamwork and safety 
in more complicated settings, such as in operating rooms 
[69] and they do not automatically imply more people or 
more time. A trained nurse could pass the checklist, for 
instance, or it could be implemented in the electronic medi-
cal records. In any case, preventing comorbidities is, at 
large, safer and less costly than having to treat them.

The panel decided to focus on selected comorbidities 
and not being comprehensive. The decision implied a criti-
cal discussion on frequency and impact on treatment and 
prognosis of a large list of comorbidities; finally, the group 
acknowledged that being too comprehensive would hamper 
practicability (see overarching principles in supplementary 
material), and included comorbidities that were prevalent 
or would affect therapeutic decisions. Notwithstanding, 
other comorbidities may co-exist in the same patient, and 
they need to be managed properly.

Noteworthy, the panel had more rheumatologists than 
other specialists to ensure that these recommendations 
reflected what is possible to do at the rheumatology office. 
In this sense, the initial recommendations included areas, 
such as onychomicosis, and osteoporosis or gout. Being 
these conditions frequent and important, they do not pose 
a great challenge to the rheumatologist or the dermatologist 
as they are used to manage them. Although osteoporosis is 
not as common in PsA as in other arthritides, it is impor-
tant to determine the risk of fracture in patients receiving 
glucocorticoids. The risk can be assessed either by specific 
indices, with or without bone densitometry and there are 
appropriate guidelines [70]. In addition, hyperuricemia and 
gout are common findings in patients with PsA, especially 

if obese or with MetS [71, 72], and gout symptoms can 
overlap those of PsA [73]. In addition, chronic deposits of 
uric acid crystals are associated with subclinical atheroscle-
rosis and death by CV cause [74, 75]. Again, rheumatolo-
gists are aware of this, and although we included it in the 
checklist, we decided to take any specific recommendation 
out. Furthermore, other rheumatic diseases should be taken 
into account in the differential diagnosis, and they can co-
exist. Hand osteoarthritis may affect the same anatomical 
territories as PsA [76]; knee osteoarthritis, common in 
obese people, must be taken into consideration in patients 
with PsA and overweight [76]. A misdiagnosis of osteoar-
thritis may lead to an apparent failure of disease-modifying 
agents.

As previously pointed-out, the recommendations 
underscore the need for a systematic and detailed CV 
risk assessment. With this aim, a CV risk index, e.g., 
SCORE, Framingham adapted, HUNT, etc., could be of 
use. EULAR encourages the assessment of CV risk fac-
tors in PsA every 5 years and upon treatment changes with 
SCORE [18]. However, compared to controls, patients with 
PsA have similar SCORE levels despite clearly increased 
CV risk profile [77]. This is so because patients with 
PsA usually have CV risk factors that are not included in 
the SCORE algorithm, such as obesity, hypertriglyceri-
demia, or elevated C-reactive protein levels, or even carotid 
plaques in absence of all of the above [15, 78]. Our panel 
signifies their preference in terms of motivating the patient 
towards healthy lifestyle habits, e.g., quitting tobacco and 
alcohol, exercising regularly, reaching a normal body mass 
index, etc, more than in specifying an index for assessing 
CV risk.

Some remarks on the recommendations that showed the 
lowest agreement, which we believe will be the hardest to 
implement. Investigating problems of the psycho-affective 
and sexual spheres was not well supported, mainly because 
it puts doctors and patients away from the comfort zone. A 
correct communication between professionals and between 
patients and doctors was not well supported either [79, 80]. 
Although many rheumatologists and dermatologist are not 
comfortable inquiring about personal aspects—as reflected 
in the agreement with these recommendations, lower than 
with others—the discussion brought up a likely positive 
response to the inquiry from the patients, which in turn may 
have an impact on medical trust, and thus on adherence to 
treatment [47]. In addition, any effort made towards a truly 
patient-centered care, such as working for better informa-
tion systems and for better use of them, and to increase 
communication between professional at all care levels, will 
clearly benefit outcomes by improving satisfaction both of 
patients and health care professionals.

Shortcomings of these recommendations are not being 
the panel from a specific society, but a self-selected group 
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of professionals, or not engaging patient partners from 
the beginning or other specialists, such as psychologists. 
Regarding the group selection, we really believe that the 
endorsement from a society does not necessarily make 
any recommendations better. We are not producing rec-
ommendations that could be prone to conflicts of interest, 
and our sole interest was to produce a practical document. 
As for patient participation, our experience with patient-
partners with PsA in ongoing studies makes us think that 
we touched aspects fundamental for them. As an additional 
shortcoming, it may be posed that these recommendations 
do not deal specifically how to treat comorbidity. There are 
plenty recommendations for the specific problems detected 
by our checklist and we did not think that was our task. 
Each problem detected should be pin-pointed to a specific 
treatment guideline.

It could be argued that some of the recommendations 
would not likely work in every health setting. For example, 
it may not be feasible to refer every patient with a suspected 
psycho-affective disorder to a specialist. In most healthcare 
settings, it would be appropriate for these to be managed 
within the context of primary care. We encourage, in fact, 
the adaptation of the recommendations and checklist to the 
setting.

Finally, being a principle of the document its practical-
ity, an implementation strategy is already in place. The 
document and checklist will be subject to a large Delphi 
survey, together with other consensus documents produced 
in the field of comorbidity in RMD. The checklist (supple-
mentary material) will be distributed, explained, and dis-
cussed in regional meetings.

To summarize, when caring for persons with PsA, we 
will not success if comorbidities and other sensitive and 
organizational aspects are not included as a routine part of 
the integrative care process. These recommendations were 
issued to facilitate such aim: the detection, monitoring, 
and integration of selected comorbidities to ensure optimal 
management of patients with PsA, and are based on the 
best evidence available and expert opinion.
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