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RESUMEN

Objetivos: comparar el riesgo cardiovascular, la calidad de vida, la depresión 
y la funcionalidad entre pacientes con artritis reumatoide (AR) seronegativa y 
artritis psoriásica (APs) poliarticular.

Materiales y métodos: se analizaron datos de 45 pacientes con AR serone-
gativa y 36 con APs poliarticular. Se utilizaron cuestionarios para depresión 
(CES-D), funcionalidad (Health Assessment Questionnaire, HAQ) y calidad de 
vida (SF-12). Se midió el espesor íntima-media carotídea (cIMT) para valorar 
el riesgo cardiovascular.

Resultados: las frecuencias de hipertensión, diabetes y dislipidemia fueron 
similares entre ambos grupos. Los pacientes con APs tuvieron un índice de 
masa corporal (IMC) y una circunferencia abdominal más elevados. El cIMT 
fue equivalente entre los grupos. La depresión y la calidad de vida no mos-
traron diferencias significativas. Los pacientes con AR presentaron peor fun-
cionalidad según el HAQ.

Conclusiones: en nuestra serie los pacientes con AR y APs seronegativos tu-
vieron similitudes en calidad de vida, depresión y riesgo cardiovascular, ex-
cepto por diferencias en el IMC y la circunferencia abdominal, más elevados 
en APs. La funcionalidad fue peor en AR en comparación con APs.

ABSTRACT

Objectives: the study compared seronegative RA and polyarticular psoriatic arthritis 
(APs) in terms of cardiovascular risk, quality of life, depression, and functionality.

Materials and methods: data from 45 patients with seronegative RA and 36 with 
polyarticular APs were analyzed. Questionnaires were used to assess depression 
(CES-D), functionality (Health Assessment Questionnaire-HAQ), and quality of life 
(SF-12). Carotid intima-media thickness (cIMT) was measured to assess cardiovas-
cular risk.
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Results: the results showed similar rates of hypertension, diabetes, and 
dyslipidemia between both groups. However, patients with APs had higher BMI 
and abdominal circumference. cIMT was equivalent between groups. Depression 
and quality of life did not show significant differences. Patients with RA presented 
worse functionality, according to the HAQ.

Conclusions: in our cohort, patients with RA and seronegative APs had similarities 
in quality of life, depression, and cardiovascular risk, except for differences in BMI 
and abdominal circumference, which were higher in APs. Functionality was worse in 
AR compared to APs.

Key words: rheumatoid arthritis; 
psoriatic arthritis; quality of life; 
depression; cardiovascular risk

INTRODUCTION
At first glance, seronegative rheumatoid ar-

thritis (RA) and polyarticular psoriatic arthritis 
(APs) may look clinically similar, with diagnoses 
that can be confused. Their pathophysiological 
pathways are quite distinct; however, both di-
seases are chronic inflammatory polyarticular 
conditions affecting the wrist and finger joints. 
They are seronegative and erosive1. Without 
prompt identification and treatment, they can 
lead to joint damage and functional loss2.

These two entities share some comorbidi-
ties. Cardiovascular diseases and depression 
are common in both situations, although their 
prevalence from each other has no consensus. 
Fragoulis et al.3. revealed the same cardiovas-
cular risk in RA and APs, but patients with APs 
had more depression. Later in their work, these 
authors included all APs subtypes and both se-
ropositive and seronegative RA. A review of the 
Dutch population in 2012-2016 showed that the 
most commonly reported comorbidity in the-
se two diseases was depression, accounting for 
25.7% in patients with RA and 25.1% in APs. A 
Spanish study with 151 subjects (75 RA and 76 
APs)4 did not find any differences in cardiovas-
cular risk scores. However, Labitigan et al.5 com-
pared the prevalence of metabolic syndrome in 
these two diseases in an American sample and 
revealed that patients with APs have higher rates 
of dyslipidemia, obesity, and diabetes than those 
with RA. Ethnic and environmental background 
as well as differences in the access to health care 
may have played a role in these variances.

The treatment of these two diseases has 
also been compared, which revealed that pa-
tients with RA are more promptly treated and 
more frequently achieve remission than those 
with APs. This happens perhaps because APs 

has been considered a milder disease compared 
to RA, and this perception was associated with 
less aggressive treatment6.

A sample of Brazilian patients with serone-
gative RA and polyarticular APs was studied to 
obtain comparative data on cardiovascular risk 
factors and depression as well as the influence 
of both diseases on the functionality and qua-
lity of life.

MATERIALS AND METHODS
A total of 81 subjects (45 with seronegative RA 

and 36 with polyarticular APs) were studied. A 
convenience sampling of patients who came for 
regular consultation in one year (from October 
2020 to October 2021) was conducted in a single 
rheumatology unit, and inclusions were accor-
ding to appointment order and willingness to 
participate in the study. Inclusion criteria were: 
a) for the RA patients: the fulfillment of the clas-
sification diagnosis criteria from the American 
College of Rheumatology/European League Aga-
inst Rheumatism for RA classification from 20107 
and be seronegative; b) for APs: the CASPAR cri-
teria for APs8 and be polyarticular. 

Data collection included: a) clinical and 
epidemiological data: sex, age, age disease 
diagnosis, tobacco or alcohol use, auto-
declared ethnic background, comorbidities, and 
medications use, arterial blood pressure value, 
weight and height for body mass index (BMI) 
calculation, and abdominal circumference 
measurement; b) data on laboratory test: blood 
cell count, C reactive protein, lipid profile 
(total cholesterol, high-density lipoprotein, 
low-density lipoprotein, cholesterol, and 
triglycerides), and fasting glycemia were 
simultaneously obtained with the other data 
collection; c) Center for Epidemiological Study 
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Depression Scale (CES-D). This is a 20-item self-
report measure of those accesses depression 
symptoms on a Likert scale (0 = rarely or none 
of the time; 1 = some or little of the time; 2 = 
occasionally or a moderate amount of the time, 
and 3 = most or all the time). Values under 15 
are normal, 15–21 mild to moderate depression, 
and over 2 possible major depression9; d) Health 
Assessment Questionnaire (HAQ). This is a 
questionnaire on 20 specific activities from 
daily life that are assessed on a 4-point Likert 
scale where 0 = without difficulty, 1 = with some 
difficulty, 2 = with much difficulty, and 3 = unable 
to do. They are grouped into 8 functional groups; 
each category receives a single score equal to the 
maximum value of their component activities. 
The final value goes from 0 = no damage to  
3 = maximum damage10; e) Short Form Health 
Survey with 12 questions (SF-12). It is a 12-item 
questionnaire that assesses the physical and 
mental domains of the quality of life that goes 
from 0 to 100; high values are related to better 
quality of life11; f) Carotid intima-media thickness 
(cIMT) measurement. It was performed using a 
high-resolution ultrasound apparatus Esaote®, 
model MyLab40, in B-mode and with a linear 
transducer of 18 MHz by a single investigator, 
blind to clinical data. 

Patients were studied in an environment 
at 22 °C, in the supine position, with the neck 
extended and rotated at 45 degrees contralateral 
to the examined side. The carotid artery was 
studied in transverse and longitudinal planes; 
the measurements were done at 10 to 20 mm of 
the carotid bifurcation in the distal vessel wall12. 
The exam was executed on both sides, and the 
highest value was considered for statistical 
purposes. The reference values used were  
0.4-0.7 mm as normal IMT; 0.8-1.4 mm as 
thickened IMT (subclinical atherosclerosis); 
values ≥1.5 mm as atheroma13. 

According to the National Cholesterol 
Education Program’s Adult Treatment Panel 
III (NCEP-ACT III)14, patients were classified as 
having metabolic syndrome.

Data was studied through contingency and 
frequency tables. The Shapiro-Wilk test was 
used to evaluate the data distribution, and the 
central tendency was expressed in mean and 
standard deviation when data were parametric 
or in the median and interquartile range when 
data were nonparametric. The Fisher and chi-
squared tests were used to compare nominal 
data, and the unpaired t-test and Mann-Whitney 
test were used for the numeric data. The adopted 
significance was 5%. Tests were performed using 
GraphPad Prism version 8.0.0 for Windows, 
GraphPad Software, San Diego, California USA.

This study was approved by the local 
Committee of Ethics in Research of Mackenzie 
Evangelical School of Medicine Paraná, under 
protocol 4.106.681. All included patients should 
be older than 18 years and with a signed 
informed consent form.

RESULTS
Forty-five (45) RA patients and 36 psoriatic 

arthritis patients were included. RA sample had 
87.8% females with a mean age of 56.3 ±9.5 years; 
the mean age at disease onset was 45.5±13.1 
years old. The psoriatic arthritis sample had 
66.6% females with a mean age of 53.5±10.7 years 
old with a mean age at disease onset of 45.9±11.8 
years old. Disease duration had a mean value of 
10.9±7.1 years in the RA group and 9.0±.7.2 in APs 
group. Table 1 describes the studied sample and 
compares the two groups. Glucocorticoid use 
was more common in the RA group.

The Table 2 compares cardiovascular risk 
factors and cIMT values. The only differences 
observed were in BMI and abdominal 
circumference, which were higher in APs; 
all other parameters were similar in the two 
groups. This table also shows that hemoglobin 
levels were lower in patients with RA.

The Table 3 compares the results of CES-D,  
SF 12, and HAQ in both groups. HAQ was higher  
in patients with RA than those with APs, 
indicating that the first group had worse 
functionality.
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Table 1:  Description and comparison of studied sample: 45 patients with seronegative rheumatoid arthritis 
(RA) and 36 patients with polyarticular psoriatic arthritis (APs).

RA
n=45

APs
n=36 P

Female sex (n) 36 (87.8%) 24 (66.6%) 0.17

Mean age (years)±SD 56.3±9.5 53.5±10.7 0.13

Mean age at disease onset (years) ±SD 45.5±13.1 45.9±11.8 0.89

Mean disease duration (years)±SD 10.9±7.1 9.0±7.2 0.17

 Exposed to tobacco (n) 21 (46.6%) 19 (52.7%) 0.65

Treatment (n)

Methotrexate 25 (55.5%) 18 (50%) 0.61

Leflunomide 23 (51.1%) 5 (13.8%) 0.39

Biologic drugs 11 (24.4%) 15 (41.6%) 0.09

Anti-TNF 7 (15.5%) 11 (30.5%)

Anti-IL 6 3 (6.6%) -

Anti-IL 17 - 4 (11.1%)

Abatacept 1 (2.2%) -

Tofacitinib 1 (2.2%) - -

Prednisone 14 (31.1%) 2 (5.5%) 0.004

N= number; SD= standard deviation.

Table 2:  Comparison of cardiovascular risk factors and carotid intima media thickness in seronegative 
rheumatoid arthritis (RA) and polyarticular psoriatic arthritis (APs).

RA n=45 APs n=36 P

Mean BMI (kg/m2) ± SD 28.2±5.5 31.5±6.09 0.01

Median abdominal circumference (cm) (IQR) 99 
(91.5-106.0)

108.5  
(98.5-114.8)

0.01

Median systolic blood pressure (mm) (IQR) 130
(110-140)

120 
(112-140)

0.65

Mean diastolic blood pressure (mm) (IQR) 80
(70-85) 

80 
(70-80)

0.64

Diabetes mellitus (n) 11(24.4%) 10 (27.7%) 0.73

Arterial hypertension (n) 24 (53.3%) 17 (47.2%) 0.51

Dyslipidemia (n) 19 (42.2%) 22 (61.1%) 0.33

History of myocardial infarction (n) 2 (4.4%) 2 (5.5%) -

History of stroke (n) 0 2 (5.5%) -

Mean cholesterol ± SD (mg/dL) 197.6±48.8 194.1±40.3 0.73

Mean HDL cholesterol ± SD (mg/dL) 50.5±11.8 48.6±11.7 0.47

Mean LDL cholesterol ± SD (mg/dL) 115.0±40.8 111.7±36.6 0.71

Median tryglicerides (mg/dL) (IQR) 139 
(90.8-186)

128.5
(99.5-178.0)

0.80

Metabolic syndrome (n) 17/37 (45.9%) 15/35 (42.9%) 0.79

Median C reactive protein (IQR) – mg/dL 4.7 
(1.1-15.4)

3.3
(0.80-5.6)

0.11

Mean hemoglobin ± SD (g/dL) 12.8±1.0 14.1±1.4 <0.0001

Hemoglobin lower than 12 g/dL (n) 9 (20%) 2 (5.5%) 0.10

Median cIMT- mm (IQR) 0.69
(0.59-0.76)

0.68
(0.52-0.85)

0.69

IQR= interquartile range; SD= standard deviation; n= number; BMI= body mass index; cIMT= carotid intima-media thickness.
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Table 3:  Comparison of functionality, quality of life and depression in seronegative rheumatoid arthritis (RA) 
and polyarticular psoriatic arthritis (APs).

RA n=45 Aps n=36 P
 Median CES-D (IQR) 14.0 (7.5-21.2) 16.5 (70-24.0) 0.72

CES-D (categorical) 0.65

. Normal 52.6% 43.3%

. Mild to moderate 23.6% 23.3%

. Possibility of major depression 23.6% 33.3%

Mean SF-12 mental domain (±SD) 41.05 ± 11.61 42.62 ± 12.50 0.61

Median SF 12- physical domain (IQR) 39 (30-48) 39 (31-48) 0.21

Mean HAQ±SD 1.24 ± 0.64 0.95 ± 0.58 0.05

CES-D = Center for Epidemiological Studies Depression Scale; HAQ= Health assessment questionnaire; SF= Short Form Health 
Survey with 12 questions.

DISCUSSION
The present study’s data show that the 

cardiovascular risk factors were similar in 
seronegative RA and polyarticular APs, except 
for BMI and central obesity, which were more 
common in patients with APs. Equally, a higher 
BMI was found in APs than RA by Reddy et al.15 in 
the Consortium of Rheumatology Researchers of 
North America database from 2001 to 2008 and 
by Li et al. in the Asiatic population16. Obesity is 
considered a risk factor for psoriasis17, and weight 
loss seems to control skin inflammation18. The 
median cIMT was similar and within the normal 
range in both groups despite a high rate of 
metabolic syndrome (that affected almost half of 
the studied sample). The current studied sample 
is from a Rheumatology Clinic at a University 
Hospital, where dyslipidemia, hypertension, and 
diabetes were aggressively treated, which may 
have contributed to a better outcome.

Depression risk was also comparable in 
both two groups, presenting a high frequency 
of depression scores with 23% and 33% at risk 
of major depression in the RA and APs groups, 
respectively. According to the literature, patients 
with RA and APs have higher rates of anxiety 
and depression than the general population, 
accounting for 10%–42% in RA and 9%–37% in 
APs. Depression not only affects the patient’s 
quality of life, but it may reduce the possibility 
of achieving joint remission19. Different from our 
results, Fragoulis et al.20 revealed that patients 
with APs have more depression than those with 
RA, but these latter authors only considered 
the history of having depression. The quality 
of life was similar in both domains (physical 
and mental) in the two groups despite the HAQ 

results being worse in RA. However, quality of 
life is multifactorial, and biases from unstudied 
variables cannot be ruled out.

Despite the similarities, RA and APs have 
different genetic and pathophysiological aspects. 
Interleukin (IL)-17, IL-23, IL-22, IL-1β, IL-6, 
interferon-γ and tumor necrosis factor-α (TNF-α) 
are produced in APs by activated T cells. IL-17 and 
CD8 T cell levels have been found in the joints of 
patients with APs but not in those with RA. The 
main cytokines in RA include TNF-α, IL-6, IL-1,  
IL-22, IL-33, chemokine ligand 11, and chemokine 
C-X-C motif ligand (2). Some cytokines are elevated 
in both situations; however, their hierarchic role 
may differ in these two diseases. Anti-IL 6 is 
effective in RA treatment but does not work for 
APs (2). IL-6 is one of the main cytokines involved 
in hepcidin induction during inflammation, which 
is important in the appearance of chronic disease 
anemia21. Additionally, its major importance 
within the RA inflammatory process may explain 
the lower hemoglobin levels in RA than in APs.

This study revealed higher HAQ scores 
in patients with RA, suggesting their worse 
functionality but an equal quality of life in both 
groups. Soccol et al.22 revealed no significant 
differences between these two groups in terms 
of function and quality of life. These authors also 
comparatively studied radiographic changes 
and revealed that patients with RA had more 
radiographic damage and were taking more 
disease-modifying antirheumatic drugs than 
patients with APs, suggesting that inflammation 
and structural damage in RA were more severe22. 
They believed that patients with APs have an 
extra burn due to skin involvement, which 
compensates for the aggressiveness of RA21.
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Concerning the treatment approaches, the 
only observed difference was in the high-fre-
quency glucocorticoid in RA. Glucocorticoid 
treatment is usually avoided in APs due to the 
fear of skin flare in individuals with psoriasis 
when the drug is withdrawn23. Additionally, it 
was not statistically significant in our sample; 
however, patients with APs used more biologi-
cal drugs (41% vs. 24%) than the RA sample, si-
milar to the findings of Reddy et al.15.

This study is limited by its small sample and 
cross-sectional design. However, it has the dis-
tinction of limiting the sample to seronegative 
RA and polyarticular APs, aiming for a more ho-
mogeneous sample.

In conclusion, patients with seronegative 
RA and polyarticular APs have similar quality 
of life and depression rates in this series. The 
cardiovascular risk factors were also similar, 
except for BMI and abdominal circumference, 
which were higher in APs. Functionality was worse 
in patients with RA compared to those with APs.

BIBLIOGRAPHY

1.  Grellmann C, Dombrowsky W, Fabricius V, Suruki R, 
Sheahan A, Joeres L. Epidemiology, and treatment of 
patients with rheumatoid arthritis, psoriatic arthritis, and 
psoriasis in Germany: A real-world evidence study. Adv 
Ther 2021;38(1):366-385. doi: 10.1007/s12325-020-01522-8.

2.  Merola JF, Espinoza LR, Fleischmann R. Distinguishing 
rheumatoid arthritis from psoriatic arthritis. RMD Open 
2018; 4(2): e000656. doi: 10.1136/rmdopen-2018-000656. 
eCollection 2018.

3.  Fragoulis GE, Evangelatos G, Tentolouris N, 
Fragkiadaki K, Panopoulos S, Konstantonis G, et al. 
Higher depression rates and similar cardiovascular 
comorbidity in psoriatic arthritis compared with 
rheumatoid arthritis and diabetes mellitus. Ther Adv 
Musculoskelet Dis. 2020; 12:1759720X20976975. doi: 
10.1177/1759720X20976975.

4.  González-Martin C, Grande Morais S, Pertega-Diaz 
S, Seoane-Pillado T, Balboa-Barreiro V, Veiga-Seijo R. 
Concordance between the different cardiovascular 
risk scores in people with rheumatoid arthritis and 
psoriasis arthritis. Cardiol Res Pract 2019; 2019:7689208. 
doi: 10.1155/2019/7689208. eCollection 2019.

5.  Labitigan M, Bahce-Altuntas A, Kremer JM, Reed G, 
Greenberg JD, Jordan N, et al. Higher rates and clustering 
of abnormal lipids, obesity, and diabetes mellitus in 
psoriatic arthritis compared with rheumatoid arthritis. 
Arthritis Care Res (Hoboken) 2014; 66(4):600-7. doi: 
10.1002/acr.22185.

6.  Reddy SM, Anandarajah AP, Fisher MC, Mease PJ, 
Greenberg JD, Kremer JM, et al. Comparative analysis of 
disease activity measures, use of biologic agents, body 
mass index, radiographic features, and bone density 
in psoriatic arthritis and rheumatoid arthritis patients 
followed in a large U.S. disease registry. J Rheumatol 
2010; 37(12):2566-72. doi: 10.3899/jrheum.100483. 

7.  Aletaha D, Neogi T, Silman AJ, Funovits J, Felson 
DT, Bingham CO III, et al. 2010 Rheumatoid 
arthritis classification criteria: an American 
College of Rheumatology/European League Against 
Rheumatism collaborative initiative. Arthritis Rheum. 
2010;62(9):2569-81. doi: 10.1002/art.27584.

8.  Taylor W, Gladman D, Helliwell P, Marchesoni A, Mease P, 
Mielants H, CASPAR Study Group. Classification criteria 
for psoriatic arthritis: development of new criteria from 
a large international study. Arthritis Rheum 2006; 54(8): 
2665-73. doi: 10.1002/art.21972.

9.  Silveira DJ; Jorge MR. Psychometric properties of the 
Epidemiologic Screening Scale for Depression (CES-D) 
in clinical and non-clinical populations of adolescents 
and young adults. Rev Psiquiatr Clin (São Paulo) 1998; 
25(5):251-61. doi: 10.1590/1516-4446-2012-0875.

10.  Ferraz MB, Oliveira LM, Araujo PM, Atra E, Tugwell 
P. Crosscultural reliability of the physical ability 
dimension of the health assessment questionnaire. J 
Rheumatol 1990; 17(6):813-7. PMID: 2388204.

11.  Andrade TL, Camelier AA, Rosa FW, Santos MP, Jezler 
S, Pereira e Silva JL. Applicability of the 12-Item Short-
Form Health Survey in patients with progressive 
systemic sclerosis. J Bras Pneumol 2007; 33:414-22. doi: 
10.1590/s1806-37132007000400010.

12.  Touboul PJ, Hennerici MG, Meairs S, Adams H, Amarenco 
P, Bornstein N, et al. Mannheim carotid intima-media 
thickness and plaque consensus (2004-2006-2011). An 
update on behalf of the advisory board of the 3rd, 4th and 
5th watching the risk symposia, at the 13th, 15th and 20th 
European Stroke Conferences, Mannheim, Germany, 2004, 
Brussels, Belgium, 2006, and Hamburg, Germany, 2011 
Cerebrovasc Dis 2012; 34:290–6. doi: 10.1159/000343145.

13.  Toborek M, Kaiser S. Endothelial cell function: 
relationship to atherogenesis. Basic Res Cardiol 
1999;94:295-314. doi: 10.1007/s003950050156.

14.  Kubrusly M, Oliveira CM, Simões PS, Lima R de O, 
Galdino PN, Sousa P de A, et al. Prevalence of metabolic 
syndrome according to NCEP-ATP III and IDF criteria in 
patients on hemodialysis. J Bras Nefrol 2015: 37(1):72-8. 
doi: 10.5935/0101-2800.20150011.

15.  Reddy SM, Anandarajah AP, Fisher MC, Mease PJ, 
Greenberg JD, Kremer JM, et al. Comparative analysis of 
disease activity measures, use of biologic agents, body 
mass index, radiographic features, and bone density 
in psoriatic arthritis and rheumatoid arthritis patients 
followed in a large U.S. disease registry. J Rheumatol 
2010; 37(12):2566-72. doi: 10.3899/jrheum.100483.

16.  Setty AR, Curhan G, Choi HK. Obesity, waist 
circumference, weight change, and the risk of psoriasis 
in women: Nurses’ Health Study II. Arch Intern Med 
2007; 167:1670-5. doi: 10.1001/archinte.167.15.1670.

17.  Li B, Huang H, Zhao J, Deng X, Zhang Z. Discrepancy 
in metabolic syndrome between psoriatic arthritis 
and rheumatoid arthritis: a direct comparison of two 
cohorts in one center. Rheumatol Ther 2022 Oct 20. doi: 
10.1007/s40744-022-00502-4.

18.  de Menezes Ettinger JE, Azaro E, de Souza CA, dos 
Santos Filho PV, Mello CA, Neves M Jr, et al. Remission 
of psoriasis after open gastric bypass. Obes Surg 2006; 
16:94-7. doi: 10.1381/096089206775221998.

19.  Michelsen B, Kristianslund EK, Sexton J, Hammer HB, 
Fagerli KM, Lie E, et al. Do depression and anxiety reduce 
the likelihood of remission in rheumatoid arthritis 
and psoriatic arthritis? Data from the prospective 
multicentre NOR-DMARD study. Ann Rheum Dis 2017;76 
(11): 1906-1910. doi: 10.1136/annrheumdis-2017-211284. 

Perachi Costodio A y col. Comparación entre artritis reumatoide seronegativa y artritis psoriásica poliarticular/ Artículo original

Revista Argentina de Reumatología Vol. 35 Nº 2 Abril-junio de 2024: 38-44 ISSN 0327-4411 (impresa) ISSN 2362-3675 (en línea)



44

20.  Fragoulis GE, Evangelatos G, Tentolouris N, 
Fragkiadaki K, Panopoulos S, Konstantonis G, et al . 
Higher depression rates and similar cardiovascular 
comorbidity in psoriatic arthritis compared with 
rheumatoid arthritis and diabetes mellitus. Ther Adv 
Musculoskelet Dis 2020;12:1759720X20976975. doi: 
10.1177/1759720X20976975.

21.  Nemeth E, Rivera S, Gabayan V, Keller C, Taudorf 
S, Pedersen BK, et al. IL-6 mediates hypoferremia 
of inflammation by inducing the synthesis of the 
iron regulatory hormone hepcidin. J Clin Invest 
2004;113(9):1271-6. doi: 10.1172/JCI20945.

22.  Sokoll KB, Helliwell PS. Comparison of disability and 
quality of life in rheumatoid and psoriatic arthritis. J 
Rheumatol 2001;28(8):1842-6. PMID: 11508587.

23.  Gregoire ARF, DeRuyter BK, Stratman EJ. Psoriasis flares 
following systemic glucocorticoid exposure in patients 
with a history of psoriasis. JAMA Dermatol 2021; 
157(2):198-201. doi: 10.1001/jamadermatol.2020.4219.

Perachi Costodio A y col. Comparación entre artritis reumatoide seronegativa y artritis psoriásica poliarticular/ Artículo original

Revista Argentina de Reumatología Vol. 35 Nº 2 Abril-junio de 2024: 38-44 ISSN 0327-4411 (impresa) ISSN 2362-3675 (en línea)


