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Retrospective analysis of the impact of screening for psoriatic arthritis with the

Psoriasis Epidemiology Screening Tool in clinical dermatology practice

ynopsis
Psoriatic arthritis (PsA) is characterized by increasing disease burden as the disease severity progresses, making early
diagnosis and intervention a priority.12

An estimated 30% of patients with psoriasis (PSO) have PsA; however, another 16% of patients with PSO may have
undiagnosed PsA .34

The Psoriasis Epidemiology Screening Tool (PEST) is a questionnaire featuring 5 questions and a patient diagram for
markup that has been validated for PsA screening among patients with PSO; scores range from 0-5, with scores >3
indicating risk of PsA.>¢

Implementing the PEST questionnaire for PsA screening in dermatologic practice may increase early intervention by
improving rates of timely diagnosis.

Objective

To assess the proportion of patients with PSO who screened positive on the PEST and were then diagnosed with PsA by
a healthcare provider within a large, multi-state dermatology practice network.

Methods

De-identified, real-world patient data (2018-2019 and 2021-2022) were sourced from electronic health records (EHRs)
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within a speciality dermatology network of outpatient facilities across 14 states in the United States (US).

» Patients were included within the relevant study periods of the analysis if they received care at a facility where the PEST
was deployed, had >1 encounter with a diagnosis code for PSO, and never had a diagnosis code for PsA before their
first diagnosis code for PSO (Figure 1).

e For outcomes not directly related to PEST results, data from 1/1/2018-12/31/2019 (period before PEST deployment)
were evaluated. For outcomes directly related to PEST evaluations, data from 1/1/2021-12/31/2022 (PEST deployment
period) were used (Figure 1).

» Descriptive statistics, including frequencies, percentages, and 95% confidence intervals (Cls) for categorical variables,
were used to characterize the patient cohorts by study period.

Results

» Among facilities using the PEST during the deployment period (44% of practices in the network), the final study
population included 14,308 and 21,142 patients with PSO in the period before PEST deployment and during the PEST
deployment period, respectively. Baseline characteristics of these populations are summarized in Table 1.

e In the period before PEST deployment, 327 (2.3%; 95% Cl. 2.0-2.5%) patients were diagnosed with PsA (Figure 2).

o Of the 20,042 patients who were not screened with the PEST during the PEST deployment period, 401 (2.0%; 95%
Cl: 1.8-2.2%) patients subsequently received a PsA diagnosis (Figure 2).

» During the PEST deployment period, 1,100 (5.2%; 95% Cl: 4.9-5.5%) patients were screened for risk of PsA using the
PEST (Figure 3).
— Of these 1,100 patients, 48 (4.4%; 95% Cl: 3.3—-5.8%) patients were diagnosed with PsA, regardless of PEST
score (Figure 2).

— Further, of these 1,100 patients screened by the PEST, 296 (26.9%; 95% Cl. 24.3-29.5%) patients had a positive PEST
score (>3); among these, 32 (10.8%; 95% Cl: 7.6—-15.1%) patients were subsequently diagnosed with PsA (Figures 2-3).

Limitations

¢ PEST deployment was not consistent within the dermatology network, and as an observational study, this analysis
could not infer causality between PEST implementation and improvements in PsA diagnosis rates.

» The finding that 10.8% of patients with a PEST score of >3 were diagnosed with PsA might imply that the questionnaire
specificity for PsA could be improved, or that all 296 patients might not have been assessed for PsA despite their
positive PEST score.

Conclusions

During the PEST deployment period, the PsA diagnosis rate increased among patients who were screened with the
PEST, compared with that of patients who were not screened, suggesting the identification of additional PsA cases that
may have otherwise gone undiagnosed or may have had delayed diagnoses.

Deployment of the PEST in the clinical dermatologic workflow may provide an opportunity to diagnose PsA earlier and
improve patient outcomes.
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Percentages were calculated based on observations with non-missing values. [a] Age was assessed
at the patient's first visit within the indicated study period; [b] BSA and PGA were assessed specifically
in reference to baseline PSO disease severity, and score values represent the most severe assessment
for each applicable patient during the indicated study window; [c] A PEST score of >3 was defined as
positive for PsA risk.

BSA: body surface area; Cl: confidence interval; EHR: electronic health record; PEST: Psoriasis Epidemiology Screening Tool; PGA: Physician Global Assessment; PsA: psoriatic arthritis; PSO: psoriasis; SD: standard deviation; Q1: first quartile; Q3: third quartile; US: United States.
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