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Rheumatology key message
* The use of a PsA-specific CV score can be a useful tool in
clinical practice.

DEAR EDITOR, Patients with psoriatic arthritis (PsA) exhibit a
heightened risk of developing cardiovascular disease (CVD)
compared with the general population. This increased risk
results from a combination of a higher prevalence of tradi-
tional cardiovascular (CV) risk factors (such as hypertension,
obesity, metabolic syndrome and dyslipidaemia), chronic in-
flammation and the use of drugs commonly associated with
increased CV risk, such as corticosteroids and NSAIDs [1].
Therefore, employing an appropriate CV risk definition score
is imperative in PsA patients to both prevent CV complica-
tions and to comply with recent European Medicines Agency
(EMA) guidance on restriction of Janus Kinase inhibitors
(JAKis) prescription in patients carrying CV risk factors [2].
Nevertheless, to date a specific CV algorithm for PsA has not
yet been developed and EULAR still recommends using
existing general population prediction models multiplied by a
correction factor of 1.5 for patients with PsA [3]. A recent
study compared the performance of four scoring systems in
patients with PsA, the Systematic Coronary Risk Assessment
(SCORE), the modified version proposed by EULAR
(mSCORE), an updated version of SCORE (SCORE2) and
the QRESEARCH risk estimator version 3 (QRISK3) [4].
QRISK3 and SCORE2 yielded promising results in identify-
ing PsA patients at high risk for CV events, but none of these
adequately addressed disease-specific factors that contribute
to further CV risk increase, such as disease activity and dura-
tion and/or corticosteroid use. Furthermore, the calculation
of all the above scores requires precise cholesterol plasma
levels, which are often unavailable during a routine rheuma-
tology examination.

We have recently evaluated the Expanded Cardiovascular
Risk Score in rheumatoid arthritis (ERS-RA) [5] as a feasible

and accurate tool to assess CV risk in a cohort of rheumatoid
arthritis (RA) patients treated with JAKis [6]. To explore the
applicability of ERS-RA to PsA as a potential disease-specific
CV score (ERS-PsA) for assessing eligibility for JAKis, we
conducted a cross-sectional study in an Italian monocentric
cohort of adult PsA patients recruited from September 2022
to June 2023 and treated with targeted therapies. The project
was approved by the Ethics Committee of the Geatano Plni
Institute with approval number 141/2010. All included
patients have signed an informed consent to participate in the
data collection.

In our proposal of ERS-PsA, we replaced the Simplified
Disease Activity Index (SDAI) used in RA with the Disease
Activity in Psoriatic Arthritis (DAPSA) score specifically for
PsA as an indicator of disease activity. The choice of the
DAPSA among the available disease activity measurement
tools was determined by the simplicity of calculation, which
makes it the most commonly used in clinical practice as op-
posed to potentially more comprehensive but difficult-to-use
scores such as the Psoriatic Arthritis Disease Activity Score
(PASDAS). Patients were considered ineligible for JAKis if
they met the EMA criteria, which include being over 65 years,
being a current or former smoker, or carrying an increased
risk of major adverse cardiovascular events (MACE) or malig-
nancy. The MACE risk was defined either according to ORAL
Surveillance trial [7] inclusion criteria (ORALSURV) or as
>10% risk of CV events in 10 years calculated by ERS-PsA.

Out of 369 PsA patients (baseline characteristics are
reported in Table 1), 163 (44.1%) were identified as having
an increased CV risk based on the ORALSURYV inclusion cri-
teria and only 98 (26.5%) based on the ERS-PsA criteria
(P <0.001). Using either of these CV risk definitions, 229
(62%) versus 174 (47.1%) patients were found to be ineligi-
ble for JAKis according to EMA/ORALSURYV or EMA/ERS-
PsA criteria, respectively (P<0.001). At the time of our
analysis, 9 of 369 patients were on JAKis therapy and, of
these, 5 would have been ineligible according to the
EMA-ORALSURV criteria and 4 according to the
EMA-ERS-PsA criteria.
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Table 1. Characteristics of the population

4845

EMA-ORALSURYV (N =229) EMA-ERS-PsA (N=174)

Variables Overall population (N=396)
Years (mean = SD) 53.3+11.9

Male sex, 7 (%) 191 (51.8%)

BMI (mean = SD) 25.5+4.3
Overweight (BMI > 25), 1 (%) 76 (48.4%)

Obese (BMI >30), 1 (%) 12.9%)
Smokers, 7 (%) 26.2%)
Arterial hypertension, 7 (%) 27.4%)

Dyslipidaemia, 72 (%) 30.6%)
Diabetes mellitus, 7 (%) 7.0%)
Malignancy, 7 (%) 20 (5.4%)
Disease duration, years (mean = S.D.) 14.4+9.5
Corticosteroid users, 7 (%) 49 (13.3%)
NSAIDs users, 7 (%) 158 (42.8%)
JAKi, n (%) 9 (2.

JAKi as first-line targeted therapy, 7 (%) 1 (0.

JAKi in pts refractory to >2 MoA, n (%) 5 (1.
bDMARD: as first-line therapy, 7 (%) 217 (58.8%)
bDMARD:s in resistant to >2 MoA, 7 (%) 9 (18.7%)

7(
7(
101(
CAD, 7 (%) 2(3.3%)
113(
6 (

57.5%11.5 57.9x12.9
125 (54.6%) 94 (54.0%)
25.8x4.5 25.5+4.6
116 (50.7%) 82 (47.1%)
5(15.3%) 3(13.2%)
7 (42.4%) 97 (55.7%)
(30.6%) 2(35.6%)
2(5.2%) 10 (5.7%)
104 (45.4%) 68 (39.1%)
6 (11.4%) 24 (13.8%)
20 (8.7%) 20 (11.5%)
13.89x10.3 14.4:10.3
27 (11.8%) 28 (16.1%)

95 (41.5%) 73 (42.0%)

bDMARD: biologic disease modifying anti-rheumatic drug; CAD: coronary artery disease; JAKi: Janus-Kinase Inhibitor; MoA: mechanism of action.

In conclusion, this study presents for the first time a new
version of the ERS-RA score adapted for calculating CV risk in
PsA. As we have already reported for RA [6], the use of a
disease-specific score such as the ERS-PsA allows for an accu-
rate calculation of CV risk in patients eligible for JAKis, mini-
mizing the proportion of ineligible subjects compared with the
ORALSURY criteria [7]. Moreover, given the high prevalence
of CV events in PsA, ERS-PsA could be proposed as a tool for
better determination and monitoring of CV risk, also in
patients on therapy with alternative mechanisms of action to
JAK blockade. Exactly as happened with the ERS-RA in the
US registry CORRONA [5], we hope that the ERS-PsA will
also undergo a validation process on a larger cohort more rep-
resentative of the general population of PsA patients, so that
its large-scale use in clinical practice can then be considered.

Data availability

Study protocol, statistical analysis and individual participant
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article publication.
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