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  ABSTRACT  
Psoriasis, Pattern, Mosul  Psoriatic arthritis (PsA) provides some context. The clinical 

manifestations and disease course of PsA might vary greatly from one 

region of the world to another. The oligoarticular type, which was 

formerly believed to be the most common, has been replaced by the 

polyarticular type. The purpose of this research is to gain a better 

understanding of the clinical patterns associated with psoriatic arthritis in 

Mosul. Within the confines of a local hospital, fifty patients diagnosed 

with PsA took part in a case series investigation that lasted for a period 

of half a year. For the purpose of determining the level of severity of the 

skin condition, the Psoriatic Area and Severity Index (PASI) was 

utilized. PsA was diagnosed by applying the CASPAR criteria for the 

condition. The classification criteria developed by Moll and Wright were 

utilized in order to categorize the number and pattern of swollen and 

painful joints. Plaque-type psoriasis was the clinical form of psoriasis 

that was observed in the greatest number of people overall. In most 

cases, symptoms of psoriatic arthritis did not appear until the patient was 

40.4 years old.  The symmetrical polyarthritis was the clinical symptom 

that was seen in the most patients (35, or 70 percent), making it the most 

prevalent clinical manifestation. The clinical presentation of psoriatic 

arthritis varies greatly from one part of the world to another. The 

symmetrical form of polyarthritis is the most common type of the 

condition. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. Introduction 

Psoriasis is a chronic inflammatory immune-mediated proliferative skin disease that can affect the nails, 

joints, and skin. It is characterized by red, flaky patches that can be found anywhere on the body. 

 

Psoriatic arthritis is a form of spondyloarthropathy that is described as an inflammatory arthropathy that is 

caused by psoriasis and is often rheumatoid factor negative. Psoriasis is the underlying cause of psoriatic 

arthritis [1]. 
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In the past, many believed that PsA was a completely benign illness. On the other hand, in recent decades, a 

great emphasis has been placed on the erosive and deforming aspects of PsA (40–60 percent of patients), 

which are frequently the source of poor quality of life (QoL) and functional impairment. This is because 

these aspects of the disease account for 40–60 percent of patients [2], [3]. 

 

Spondyloarthritis, often known as PsA, is a form of spondyloarthritis that affects millions of people all over 

the world (4). PsA typically manifests itself ten years after a diagnosis of psoriasis has been made. On the 

other hand, 15 percent of people will experience both arthritis and psoriasis at the same time, and another 

15 percent will suffer from arthritis for up to 15 years prior to the onset of psoriasis [5]. 

 

Psoriasis can affect anyone at any age, but it is most prevalent in young adults. A genetic propensity has 

been found, despite the absence of a gender preference in nature [6]. Psoriasis patients have a 7–42 percent 

increased risk of developing arthritis. It varies based on the particular population that is being investigated 

[6]. It was estimated that 8.7 percent of Indian patients suffered from the skin condition known as psoriasis 

[7]. 

 

Plaque psoriasis is the most common kind of skin psoriasis seen in patients who have been diagnosed with 

psoriatic arthritis. There is a possibility of seeing other patterns of skin involvement. Psoriasis develops 

after the onset of arthritis in 15 percent of instances, and some people may not even be aware that they have 

it [8]. 

 

Patients who suffer from psoriatic arthritis frequently experience joint inflammation, as well as stiffness 

after periods of rest and extreme fatigue [9]. Psoriatic arthritis is characterized by the presence of signs and 

symptoms of inflammation in the spine, entheseal membranes, and joints. Wright and Moll (1) described 

five different clinical patterns of psoriatic arthritis, which are as follows 

1. Oligoarthritis comes in a variety known as asymmetric oligoarthritis .,. 

2.  Polyarthritis that is symmetrical in appearanc 

3. Predominant distal interphalangeal (DIP) joint involvement  

4. Predominant spodyloarthritis. 

5. Destructive (mutilans) arthritis 

In order for a patient to be considered compliant with the CASPAR, they must have inflammatory articular 

disease falling into at least three of the criteria listed above (joint, spine, or entheseal). Dactylitis and 

enthesitis, both of which are indicative of PsA, help with the diagnosis of the condition. In dactylitis, the 

swelling of the fingers or toes takes on a sausage-like appearance [10], [11]. 

 

Enthesitis, an inflammation that occurs at the point where a tendon or ligament inserts into bone, is a 

hallmark of all spondyloarthropathies and may be a sign of PsA. Enthesitis can also occur in patients with 

psoriatic arthritis [12]. 

 

The objectives of the study 

This study's objective is to provide a detailed description of the clinical patterns of psoriatic arthritis in 

Mosul. 

 

2. PATIENTS AND METHODS 

 

2.1 Study design, setting and time of study: 

This case series study was carried out on a sample of 50 patients diagnosed as PsA according to CASPAR 
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criteria, who attended to the outpatients, and ward of Rheumatology of Ibn Sina Teaching Hospital from 

September 2020 to March 2021. 

 

2.2 Ethical issue 

Before collecting data, verbal consent from each of the participants was obtained after explaining the 

purpose of the study and ensuring privacy. 

 

2.3 Exclusion criteria: 

- Pregnant ladies (due to x-ray hazard). 

- Any patient who refuses to participate in the research. 

Data collection 

Data were collected using a sheet containing a questionnaire; the questionnaire included: 

* Socio-demographic data: 

Name, age, gender, education, marital status 

*Medical data: 

The family history of psoriasis, detailed history regarding the onset of psoriasis and psoriatic arthritis, mode 

of onset, the number and patterns of swollen and tender joints as counted and classified by Moll and 

wright's classification criteria as mentionted above. 

 

Axial involvment was diagnosed when at least one of the following was present in the patient with 

inflammatory back pain. 

- tenderness on spine or sacroiliac joint 

- sacroilliatis on pelvic x-ray (A-P view) 

- spinal syndesmophytes on spinal x ray. 

At the entheseal site, enthesitis was diagnosed clinically by the presence of pain and tenderness, sometimes 

with swelling. Dactylitis diagnosed clinically by the presence of spontaneous fusiform swelling and/or toe 

extend beyond the joint line. 

 

The type of skin psoriasis was identified, the severity of psoriasis was noted based on the PASI score 

(appendix 2). Nails were assessed for the presence of pitting, onycholysis, destructive changes. X-ray films 

were performed to the involved joints in all patients, the x-ray was taken by radiology institute device/care 

stream D.R., Ascend 2019, Q5-550. ESR was measured (normal range: male up to 10 mm/hour, female up 

to 15 mm\hour). The CRP was measured by a latex test kit made in U.K. (normal range up to 6 mg/l).  

 

2.4 Statistical analysis 

The data was transferred to the statistical program Minitab version 18 software, Chi-square p-value 0.05. 

 

3. RESULTS 

A total of 50 PsA patients attended the outpatient's rheumatology clinic and ward of Rheumatology in Ibn 

Sina Teaching Hospital from September 2020 to March 2021. Out Of them, 25 were male, and 25 were 

female with a mean age of 40.4 ± 12.5years. The mean duration of psoriasis was 12.6 ± 7.6years, the mean 

duration of PsA was 6.2 ± 4.3 years. 

 

A family history of psoriasis was present in 17 (34%) of our patients. 

 

Table 1. Personal characteristics of psoriatic arthropathy patients, Mosul. 
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Parameters Mean ± SD Range 

Age (years) 40.4 ± 12.5 19.0 – 65.0 

Duration of skin psoriasis (years) 12.6 ± 7.6 1.0 – 40.0 

Duration of joint involvement (years) 6.2 ± 4.3 1.0 – 20.8 

 No. % 

Gender: 

Male 25 50.0 

Female 25 50.0 

Family history of psoriasis 17 34.0 

Marital status: 

Single 9 18 

Married 38 76 

Widow* 3 6 

Education: 

Illiterate 3 6 

Primary school 12 24 

Secondary school 18 36 

University + 17 34 

Total 50 100.0 

* One divorced woman. 

 

The cutaneous involvement occurred before joint involvement in 44 (88%) patients by a mean of 13 years, 

while they coincided in 2 (4%) patients, and PsA preceded the skin involvement in 4 (8%) patients. 

 

Symmetrical polyarthritis was the most common clinical type and was seen in 35 (70%) patients. This 

group included patients with isolated symmetrical polyarthritis in 28 (56%) patients and symmetrical 

polyarthritis with spondylitis in 7 (14%)patients. Of the remaining patients, 9 (18%) had asymmetrical 

oligoarthritis, 2 (4%) oligoarthritis with spondylitis, 3 (6%) predominantly DIP, while isolated spondylitis 

was present in 3 (6%). Dactylitis was seen in 2 patients only. Table 2 

 

Table 2. Distribution of the study sample according to clinical patterns of psoriatic arthropathy patients 

Clinical Type (n=50) No. % 

Symmetrical polyarthritis 35 70.0 

Isolated symmetrical polyarthritis 28 56.0 
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symmetrical polyarthritis with spondylitis 7 14.0 

Asymmetrical oligoarthritis 9 18.0 

Oligoarthritis with spondylitis 2 4.0 

Predominantly DIP 3 6.0 

Isolated spondylitis 3 6.0 
 

 
Figure 1. Clinical patterns of psoriatic arthropathy patients, [n = 50] 

* More than one clinical pattern present in some patients. 

 

Nail involvement due to psoriasis was present in 35 (70%) of the patients. Nail changes included pitting in 

26 (52%) patients, onycholysis in 5 (10%) patients and destruction in 4(8%) patients. (Table3) 

 

Table 3. The percentages of nail changes in psoriatic arthropathy patients. 

Nail changes No. % 

Yes* 35 70.0 

Pitting 26 52.0 

Onycholysis 5 10.0 

Destruction 4 8.0 

No nail changes 15 30.0 

Total 50 100.0 

 

Enthesitis was present in 15 (30%) cases. (Figure 2) 
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Figure 2. Percentages of enthesitis in psoriatic arthropathy patients, [n = 50]. 

 

The most common site of involvement being the Achilles tendon, followed by lateral epicondyle of the 

humerus and plantar fasciitis. (Table 4) 

 

Table 4. The site of enthesitis in psoriatic arthropathy patients. 

Site of enthesitis No. % 

Achill's tendon insertion at the calcaneus 8 53.3 

At lateral epicondyle of humerus 5 33.3 

Planter fascia 2 13.3 

Total 15 100.0 

 

Plaque–type psoriasis was the most typical clinical type observed in all patients. The mean PASI score and 

ESR were illustrated in (Table 5). 

 

Table 5. The mean PASI score and ESR in the study sample population. 

Parameters Mean ± SD Range 

PASI score 6.6 ± 4.6 2.1 – 19.8 

ESR 22.4 ± 12.4 5.0 – 50.0 

 

The severity of psoriasis was noted based on PASI score. (Figure 3) 

 

Enthesitis

No enthesitis

Percentages of Enthesitis
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Figure 3. The severity of psoriasis according to PASI score, [n = 50]. 

 

Abnormal X-ray findings were seen in 17 (34%) patients. (Figure 4) 

 

 
Figure 4. The percentages of positive X-ray findings in the study sampled population, [n = 50]. 

 

The type of X-ray finding illustrated in (table 6). 

 

Table 6. The types of X-ray findings in psoriatic arthropathy patients. 

X-ray finding [n = 17] * No. % 

Narrow joint 11 64.7 

Erosion 9 52.9 
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Periosteal reaction 6 35.3 

Osteopenia 4 23.5 

Sclerosing and ankylosis 4 23.5 

* More than one X-ray finding present in some patients. 

 

There was no significant relationship between the duration of skin psoriasis and radiological findings. 

(Table 7) 

 

Table 7. The relationship between duration of skin psoriasis and radiological finding. 

X-ray 

Duration of skin psoriasis (years) 

P-value* < 10 ≥ 10 

No. % No. % 

Positive 4 22.2 13 40.6 
0.187 

Normal 14 77.8 19 59.4 

Total 18 100.0 32 100.0 --- 

* Chi-square test was used. 

 

Also, there was no significant relationship between the duration of joint involvement and radiological 

findings. (Table 7) 

 

Table 7. The relationship between duration of joint involvement and radiological findings. 

X-ray 

Duration of joint involvement (years) 

P-value* < 10 ≥ 10 

No. % No. % 

Positive 13 33.3 4 36.4 
0.851 

Normal 26 66.7 7 63.6 

Total 39 100.0 11 100.0 --- 

* Chi-square test was used. 

 

4. DISCUSSION 

Psoriatic arthritis is a type of spondyloarthropathy that is defined as an inflammatory arthropathy that is 

linked to psoriasis and is usually rheumatoid factor negative [1]. The average age of onset of PsA in this 

study was 40.4 12.5 years; this finding was similar to those of authors like [13], who observed a similar age 

of onset (30-40 years) in 70% of his patients. 

 

In terms of gender distribution, PsA affects both men and women at the same rate, in contrast to research by 

[13], who showed a 2:1 ratio of males to women. In previous investigations of Caucasians, the incidence of 

both men and women was found to be equal [14]. 

 

A family history of psoriasis was found in 17 (34%) of the patients in the current study, which contrasts 
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with the findings of [13], who found a family history of psoriasis in 6% of their patients, and [15], who 

found familial occurrence in 36% of their patients, which agrees with our findings. 

 

In our analysis, cutaneous involvement occurred before joint disease in 44 (88%) individuals (during a 13-

year period), they co-occurred in 2 (4%) patients, and PsA preceded the skin in 4 (8%) patients. 

 

Our findings were consistent with those of [13], who discovered that cutaneous involvement preceded joint 

involvement in 75% of cases, with a mean interval of 7 years, while they co-occurred in 20% of cases, and 

the PsA preceded skin involvement in 10% of cases with a mean interval of 3.5 years. 

 

Other researchers, such as [5], showed that joint symptoms appeared after the commencement of skin 

lesions in 50.8 percent of patients, before in 12.1 percent of cases, and simultaneously in 37 percent of 

instances. 

 

Chronic plaque psoriasis was the most prevalent type of psoriasis in the current study, with all patients 

having it; this finding was comparable to that of [13], who found chronic plaque psoriasis to be the most 

common, with 81 percent of patients having it. 

 

There was no link between the severity of PsA and the presence of skin illness. This was in line with [7] 

findings, which demonstrated no link between the degree of skin illness and the severity of arthritis. 

Furthermore, [16] discovered that baseline skin and joint disease indicators were not associated in a large 

phase 4 clinical trial of 1122 participants. 

 

Nail involvement was more common in psoriatic patients with associated PsA, with 35 (70%) patients 

having it, and the most common nail change was nail pitting, which was seen in 26 (52%) individuals. This 

is in line with a study conducted by [7], who found that 87 percent of the participants in the study group had 

nail alterations, with pitting (59 percent) and onycholysis (54 percent) being the most prevalent. 

 

The most common clinical form was symmetrical polyarthritis, which was seen in 35 (70%) of the patients. 

This is in line with the findings of [13], who discovered that symmetrical polyarthritis is the most common 

kind. Asymmetrical oligoarthritis, the most prevalent type of PsA, was discovered in 42-67 percent of 

patients by [14]. Long-term skin illness in our patients could be the cause of symmetrical polyarthritis 

(mean disease duration is 12.6 years in our patients) 

 

Oligoarthritis is more common in individuals who have had their disease for a short time, whereas 

polyarthritis is more common in patients who have had their ailment for a long time. [17] noticed that the 

illness pattern changes with time, with the progression of the disease and treatment. 

 

In the current investigation, isolated spondylitis was seen in three patients (6%), spondylitis with 

symmetrical polyarthritis in seven (14%) patients, and symmetrical oligoarthritis in two (4%) patients, with 

predominant DIP seen in three patients (6%). This finding is consistent with the findings of [13]. 

 

Enthesitis (inflammation of the entheses, which are the points where tendons or ligaments penetrate into the 

bone) is a key symptom of PsA. Enthesitis was discovered in 30% of the participants in the current 

investigation. Dactylitis was found in two patients as a result of treatment with a tumor necrosis factor 

inhibitor, demonstrating efficacy in the treatment of dactylitis [18]. 
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In 34% of patients, abnormal x-ray findings were discovered. There is no significant link between 

cutaneous psoriasis duration and radiological findings in our study (p-value = 0.187). There was also no 

significant link between joint involvement duration and radiological findings (p-value = 0.851). 

 

Arthritis mutilans is the least prevalent variety of PsA, characterized by severe, fast progressive joint 

inflammation that results in joint destruction and lifelong deformity. As a result of the continuous 

osteolysis, the afflicted joints grow softer, more extensive, and shorter. Arthritis mutilans was not found in 

our research. 

 

The small sample size and significant standard deviations in our results are a limitation of our study. 

 

5. Conclusion 

In different places of the world, the clinical kind of PsA differs. In contrast to the asymmetric oligoarticular 

form, which was previously thought to be the most prevalent variety, the symmetrical polyarthritis type is 

becoming more well-known. 

 

Recommendations 

Psoriasis arthritis, or PsA, should be studied more extensively in large-scale research to determine risk 

factors and comorbidities. 
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