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W ith the rise of telehealth utilization during 
the COVID-19 pandemic, clinical care delivery 
has undergone a substantial shift. This is espe-

cially true in dermatology, as utilization of telehealth has 
jumped from under 15% to more than 95% of dermatolo-
gists after the COVID-19 pandemic.1 However, with this 
new form of care delivery, it is important to ensure that 
patients don’t get left behind, either due to socioeconomic/ 
language barriers2 or hesitancy about the conditions 
being treated.

It may not be surprising to know that the idea of 
using telemedicine for rheumatology is not new. Indeed, 
a report from 20 years ago outlined the high level of 
both satisfaction with live interactive telehealth visits 
for rheumatologic conditions and diagnostic accuracy as 
compared to in-person visits.3 Through guided palpa-
tion and careful history taking, it is possible to conduct 
a thorough visit and even manage biologics, diagnose 
active arthritis/enthesitis via photographs, and evaluate 
pain through a visual analog scale.4 As far as derma-
tology is concerned, it is clear that certain situations 
seem to be better suited for teledermatology, such as 
follow-up visits for acne/rosacea.1 But what of psoriatic 
arthritis (PsA)? Does telehealth have the potential to 
mitigate our undertreatment of this important condition, 
which finds about half of patients being treated with 
only topical therapy or no treatment at all?5 Or can we  
modulate our visits to accommodate these patients, tak-
ing care of not only their visible psoriasis but also the 
underlying PsA?

Psoriasis is well suited for teledermatology manage-
ment in general, especially once the diagnosis is made. 
Multiple studies have shown diagnostic equivalence 

with in-person care and even similar outcomes after 
treatment.6,7 However, most studies have looked at tele-
medicine primarily for cutaneous psoriasis, and trans-
lating this to screening for and management of PsA 
is paramount. After all, a delay of only 6 months in 
diagnosing and treating PsA has been associated with 
poor outcomes.8 Thankfully, we do have some tools that 
can help. There are 3 validated screening tools for PsA: 
the Psoriasis Epidemiology Screening Tool (PEST), the 
Psoriatic Arthritis Screening and Evaluation (PASE), and 
the Toronto Psoriatic Arthritis Screen (ToPAS) question-
naire.9 Of these, the PEST seems to be a reasonable 
option that is quick and easily deployed; it has shown 
strong performance in terms of sensitivity, specificity, 
and negative predictive value/positive predictive value 
when compared to similar screening tools.10 It also should 
be facile to direct patients to complete the screening 
tool, as an online version is available on the National 
Psoriasis Foundation’s website (https://www.psoriasis 
.org/psoriatic-arthritis-screening-test/) where patients 
can be directed to answer 5 simple questions and report 
back the outcome. For treatment decisions, this tool 
also can be used to help identify patients who are good 
candidates for systemic or biologic therapy or those who 
should see a rheumatologist. Of course, an in-depth 
discussion of joint pain, morning stiffness, and tender/ 
swollen joints may be more fruitful but also more chal-
lenging to conduct. I would propose that this can be 
pared down to a more direct conversation about finger 
pain/tenderness, tenderness at the elbow/knee (lateral 
epicondyle/medial femoral condyle), or heel (Achilles) as 
more common sites of enthesitis, and questioning about 
back pain or stiffness that improves with movement.9  
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By combining the screening tool with these pointed  
questions, even via telehealth, we can greatly improve our 
yield in diagnosing PsA while only adding a minute or 
two to our visits. I’d argue that this is much more fruitful 
than asking the patient to contort their bodies and camera 
to show an obscure lesion!

It is interesting to consider areas in dermatology 
where we might make a notable impact on mortality and 
morbidity by expanding access to care. Earlier diagnosis 
of melanoma, for instance, certainly would be in consid-
eration, especially in areas of the country where access to 
dermatologic care is challenging. Better management of 
PsA has to be up there on the list of conditions where we 
immediately can make a tangible difference; we have the 
tools to do so and excellent therapeutics that are safe and 
effective. Our colleagues in rheumatology have embraced 
telemedicine with a “how, not if” approach to embracing 
new technology,11 and it is about time that dermatology 
takes a similar attitude. The gap between access to der-
matologic care in urban areas vs either nonmetropolitan 
or rural areas is increasing, and dermatology tends to be 
much more available in well-resourced, urban areas.12 
There are patients who need our expertise, and if it takes 
the compromise of adopting a technology that sometimes 
gives us headaches (we’ve all been on video visits with a 
choppy signal and inadequate lighting), we still should 
try to figure out the best way to do it because it’s the right 
thing to do for these patients. If we don’t, the determina-
tion of how to conduct teledermatology care will be taken 
away from us and either insurance companies or corpora-
tions not guided by dermatologists may try to enter this 
health care void and decide how to provide these services.
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