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Abstract
The study aimed to translate and cross-culturally adapt the self-comorbidity questionnaire (SCQ) into Turkish and investigate 
the validity and reliability of SCQ and its modified version (mSCQ) in psoriatic arthritis (PsA). Psoriatic arthritis quality 
of life (PsAQoL) and short form 36 (SF-36) were used to assess the quality of life. The physical disability was evaluated 
with the health assessment questionnaire (HAQ). The reliability of the SCQ scale was assessed by test–retest reliability. 
For construct validity, the correlations of SCQ with the HAQ, SF-36, PsAQoL, age, body mass index (BMI), disease dura-
tion, disease activity in psa (DAPSA), Bath Ankylosing Spondylitis Disease Activity Index (BASDAI), Psoriasis Area and 
Severity Index (PASI), dactylitis and enthesitis were evaluated. The mSCQ was also used by removing the items related to 
rheumatic conditions. For the test–retest reliability of the Turkish version of SCQ, the intraclass correlation coefficient was 
0.965, p < 0.001. The SCQ and mSCQ had significant correlations with HAQ, PsAQoL, some subscales of SF-36, and age 
(p < 0.05), but not with disease duration, BASDAI, PASI and dactylitis (p > 0.05). Although SCQ had a low correlation with 
DAPSA (rho = 0.262, p = 0.031), mSCQ was not correlated with DAPSA (p > 0.05). mSCQ was significantly correlated with 
BMI (rho = 0.233, p = 0.016), but SCQ was not (p > 0.05). The Turkish version of SCQ had adequate reliability and validity, 
and the mSCQ improved the validity of the scale in patients with PsA.
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Introduction

Psoriatic arthritis (PsA) is chronic, inflammatory arthritis 
classified as spondyloarthritis and associated with inflam-
mation of the joints and entheses [1]. Patients with PsA are 
often affected by multiple comorbidities. The most prevalent 

comorbidities in PsA are hypertension, metabolic syndrome, 
obesity, hyperlipidemia and any cardiovascular diseases, and 
these comorbidities are more common in PsA patients than 
controls [2]. Other comorbidities reported in PsA include 
diabetes mellitus, osteoporosis, depression, infection, and 
gout [3]. The comorbidities in PsA impact disease activ-
ity, function, work disability, and quality of life [2, 4, 5]. 
Therefore, evaluating comorbidities in PsA is important as 
its effects on clinical outcomes and treatment options.

There are several instruments to evaluate comorbidities in 
clinical research [6, 7]. However, using medical records to 
collect data about comorbidity has some limitations, such as 
poor quality of documentation, incomplete medical records, 
and being expensive and time-consuming [8, 9]. The patient-
reported comorbidity tools are increasingly used today as an 
alternative method to medical record screening or standard-
ise data collection, and one of the most widely used tools 
is the self-administered comorbidity questionnaire (SCQ) 
[9, 10].

The self-administered comorbidity questionnaire (SCQ) 
has been developed as an alternative to medical record-based 
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comorbidity measures to assess the comorbidities in clinical 
trials. This scale is a short and simple scale that an indi-
vidual can complete without any medical background. It also 
evaluates the treatment received and the impact on patients’ 
activities for each comorbid condition separately [9].

The validity of the SCQ has been demonstrated in 
patients with ankylosing spondylitis (AS) and early inflam-
matory arthritis [11, 12]. As the scale contains items related 
to rheumatic conditions such as rheumatoid arthritis (RA), 
back pain, and osteoarthritis (OA), the modified versions of 
the SCQ were used in these studies. The SCQ was adapted 
by removing the item ‘RA’ from the scale in the valida-
tion study in patients with early inflammatory arthritis [12]. 
A modified version of the SCQ (mSCQ) was used in the 
validation study of SCQ in AS patients by removing items 
‘rheumatoid arthritis (RA), back pain, and osteoarthritis 
(OA)’ [11]. The validity of this modified version of SCQ 
in patients with spondyloarthritis (SpA) has also been con-
firmed recently, and adding extraarticular manifestations 
[anterior uveitis, inflammatory bowel disease (IBD) and 
psoriasis] or osteoporosis and fractures to the mSCQ did 
not improve the validity of the scale in patients with SpA 
[13]. The French-Canadian and German versions of the SCQ 
have been developed from the original English version until 
now [14, 15].

There is currently no Turkish version of the SCQ, and the 
validity of the SCQ has not been demonstrated in patients 
with PsA. We have suggested that investigating the validity 
and reliability of the Turkish version of SCQ in patients with 
PsA would provide an easy and rapid data collection about 
comorbidities in clinical trials and practice in the Turkish 
population. Although validation of mSCQ has been shown in 
patients with SpA, we considered that it is important to eval-
uate the validation of SCQ in patients with PsA. Because, 
with different subtypes, periarticular manifestations, and 
extra-musculoskeletal manifestations, PsA has a high degree 
of heterogeneity in the presentation of the disease. In this 
context, the aims of the study are (i) translation and cross-
cultural adaptation of the SCQ scale into Turkish and (ii) 
investigating the validity and reliability of the Turkish ver-
sion of SCQ in patients with Psoriatic Arthritis.

Methods

Study design and patients

This study was designed as a Psychometrics study and 
included 106 patients with PsA according to classification 
criteria for psoriatic arthritis (CASPAR) [16] in the Rheu-
matology Division, Marmara University Faculty of Medi-
cine. Patients who presented to the rheumatology outpatient 
clinic between November 2018 and December 2019 were 

invited consecutively to participate in this study. The exclu-
sion criteria were as follows: having serious psychiatric or 
neurologic diseases preventing understanding/answering the 
questions, being illiterate or not accepting to participate in 
the study.

The "subject to item ratio" method is mostly used in cal-
culating the sample size in validation studies and ranges 
from 2 to 20 subjects per item [17]. Our study planned to 
recruit at least five patients per item.

The study was approved by the Ethical Committee of 
Marmara University Faculty of Medicine (insert number: 
09.2018.731 and date of approval: 02.11.2018). Informed 
consent was obtained from all participants included in the 
study.

Assessments

We collected data about age, gender, body mass index 
(BMI), and disease duration (month). The patients with PsA 
were classified as axial and peripheral predominant involve-
ment. The disease activity in psa (DAPSA) and Bath Anky-
losing Spondylitis Disease Activity Index (BASDAI) have 
been used to measure disease activity in peripheral and axial 
PsA, respectively. The Psoriasis Area and Severity Index 
(PASI) has been used to assess the severity of psoriasis [18]. 
The presence and number of dactylitis were evaluated. The 
Leeds Enthesitis Index was used to assess the enthesitis in 
patients with PsA [19].

The physical disability was evaluated with the health 
assessment questionnaire (HAQ), and the quality of life 
(QoL) was assessed with the psoriatic arthritis quality of 
life (PsAQoL) scale and short form 36 (SF-36) [20–22]. 
The patient global assessment of general health (PGA) was 
assessed on the visual analogue scale (VAS).

Self‐administered comorbidity questionnaire

The self‐administered comorbidity questionnaire (SCQ) is a 
self-report questionnaire [9] that assesses 13 common medi-
cal conditions and the impact of comorbidities on function. 
These conditions are heart disease, high blood pressure, 
lung disease, diabetes, ulcer or stomach disease, kidney dis-
ease, liver disease, anaemia or other blood diseases, cancer, 
depression, osteoarthritis (OA), back pain, RA, and three 
optional health conditions. OA and RA are listed separately 
but are scored as one. For each condition, the patient is asked 
to indicate yes/no whether it is present, currently treated, 
and causes functional limitation. ‘Yes,’ responses are scored 
as one point for a maximum score of 45. A modified ver-
sion of the SCQ (mSCQ) has been used by removing the 
items related to rheumatic conditions (RA, back pain, and 
OA) in the validation study of SCQ in patients with AS and 
SpA [11, 13]. For the present study, 13 common and three 
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optional health conditions were used with a maximum score 
of 45 for SCQ. For the mSCQ, we used the instrument by 
removing the item ‘RA, back pain and OA’. The mSCQ is 
scored similarly to the SCQ, but the score ranges from 0 to 
39.

Procedures

The English version of SCQ was used for translation and 
cross-cultural adaptation of the scale. Translation and cross-
cultural adaptation of the SCQ scale into Turkish were made 
according to the standard procedure [23]. This process con-
sisted of translation, back translation, and committee review. 
In the first stage, for forward translation, translation from 
English to Turkish was done by two authors proficient in 
English and Turkish native speakers. In the second stage, 
English back-translation from Turkish was done by two 
authors who are proficient in English and have no prior 
knowledge of the original version of the SCQ. In the third 
stage, a committee composed of three health professionals 
reviewed the translations and finally developed the Turkish 
version of the SCQ. In the fourth stage, the final Turkish ver-
sion of SCQ was tested by individuals to determine whether 
they could understand all the items. All the questions and 
answer options were fully understood by 20 individuals, 
including PsA patients and healthy subjects.

Statistical analysis

The reliability of the SCQ scale was assessed by test–retest 
reliability. Test–retest reliability of the total scores of the 
SCQ was assessed with the intraclass correlation coefficient 
(ICC). Kappa statistics were used for the test–retest reliabil-
ity of each item. The values of ICC greater than 0.90 indicate 
excellent, between 0.75 and 0.9 indicate good, between 0.5 
and 0.75 indicate moderate, and less than 0.5 indicates poor 
reliability [24]. Kappa-values of 0–0.20 indicate poor agree-
ment, 0.21–0.40 indicate fair agreement, 0.41–0.60 indi-
cate moderate agreement, 0.61–0.80 indicate good agree-
ment and 0.81–1.0 indicate very good agreement [25]. The 
minimum sample size to measure test–retest reliability was 
determined as 20 [12, 26]. Test/retest was performed with a 
1–2-week interval, such that patients would not remember 
their initial responses but would not have changed in clinical 
status. Participants were questioned whether there was any 
change in their general health during this period, and those 
who had any health changes within a 1–2-week period were 
not included in the analysis.

For construct validity, the correlations of the SCQ and 
mSCQ with the HAQ, SF-36, PsAQoL, PGA, age, BMI, 
disease duration, PASI, dactylitis, and enthesitis were evalu-
ated. The correlations of the SCQ and mSCQ with DAPSA 
scores in patients with peripheral predominant involvement 

and with BASDAI in patients with axial predominant 
involvement were evaluated. We hypothesised that both the 
SCQ and mSCQ should be correlated with age, BMI, qual-
ity of life, physical function, and PGA, but not with PsA-
related factors, including disease duration, disease activity, 
PASI score, dactylitis, and enthesitis. We also hypothesised 
that using the modified version of the SCQ by removing the 
items related to rheumatic conditions (RA, back pain, and 
OA) would improve the construct validity of the scale.

Spearman's correlation coefficient was used to determine 
the construct validity of the SCQ scale. We qualified the 
strength of the correlation using the guide. Accordingly, a 
correlation coefficient between 0.1 and 0.3 indicates weak, 
0.4 and 0.6 indicates moderate, and 0.7 and 0.9 indicates 
strong correlation. [27]. Descriptive statistics, including fre-
quencies, percentages, mean, standard deviation (SD), and 
median (min–max), were calculated. P < 0.05 is accepted as 
significant. SPSS Statistics for Windows (version 25.0; IBM) 
program was used to analyse all data.

Results

The mean age of 106 patients (65 female, 41 male) with 
PsA was 47.15 (SD = 13.06) years. The median (min–max) 
duration of the disease was 36 (2–384) months. The patients' 
mean BMI was 28.40 (SD = 4.88). The demographic and 
clinical characteristics of the participants are given in 
Table 1. Peripheral involvement was detected in 64.2% of 
the patients and axial involvement in 35.8% of the patients. 
The mean SCQ score of the patients was 5.91 (SD = 4.27), 
and the median (min–max) mSCQ score was 2 (0–13). The 
most frequently self-reported comorbidities were hyperten-
sion (23.6%) and ulcer/stomach disease (26.4%). The most 
frequently reported ‘other medical conditions’ were thyroid 
disease (13.2%) and hypercholesterolaemia (5.6%). Uveitis 
was reported in 4.71% of patients, while IBD was detected 
in one patient.

Reliability

The test–retest reliability that assessed with the intraclass 
correlation coefficient for the SCQ and mSCQ were 0.965, 
p < 0.001 (95% confidence interval (CI) 0.914–0.986) and 
0.983, p < 0.001 (95% CI 0.956–0.993), respectively. Kappa 
values for the test–retest reliability of each item were high, 
ranging from 0.813 to 1.000 (Table 2).

Validity

Both the SCQ and mSCQ scores had significant correlations 
with HAQ, PsAQoL scales, some subscales of the SF-36, 
and PGA (p < 0.05), indicating construct validity.
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The SCQ score had moderate, positive correlations with 
HAQ (rho = 0.488, p < 0.001). A statistically significant 
low correlation was detected between SCQ and PsAQoL 
(rho = 0.398, p < 0.001). With regard to correlations between 
the SCQ and SF-36 subscales, low-moderate negative corre-
lations were detected (p < 0.05), except for mental health and 
role emotional subscales (p > 0.05). There was also a low 
significant correlation between SCQ and PGA (rho = 0.231, 
p = 0.017) (Table 3).

On the other hand, the SCQ and mSCQ scores had signifi-
cant positive correlations with age (rho = 0.308, p = 0.001; 
rho = 0.354, p < 0.001, respectively). Although SCQ had no 
correlation with BMI (p > 0.05), mSCQ was significantly 
correlated with BMI (rho = 0.233, p = 0.016). Addition-
ally, the SCQ and mSCQ scores had no correlations with 
disease duration, PASI score, and the number of dactylitis 
(p > 0.05), indicating construct validity. There were low cor-
relations between SCQ/mSCQ and Leeds Enthesitis Index 

(rho = 0.320, p = 0.001; rho = 0.314, p = 0.001, respectively). 
Although SCQ had a low correlation with DAPSA in patients 
with peripheral involvement (rho = 0.262, p = 0.031), mSCQ 
was not significantly correlated with DAPSA (p > 0.05). 
The SCQ and mSCQ had no significant correlations with 
BASDAI in patients with axial involvement (p > 0.05). The 
correlations of the SCQ and mSCQ scores with the func-
tional/non-functional parameters for the construct validity 
are given in Table 3.

Discussion

The primary aim of this study was to determine the psycho-
metric properties of the Turkish version of SCQ in patients 
with PsA. We have demonstrated that the Turkish version 
of SCQ and mSCQ have adequate reliability and validity in 
patients with PsA.

In our study, the mean total score of SCQ was 5.91, and 
the median score of mSCQ was 2. The mean total score of 
SCQ was 5.61 in the original study [9], 3.7 in patients with 
early inflammatory arthritis [12], and 7.1 in patients with 
SSc and SLE [28]. In the validation study of SCQ in patients 
with AS, the mean total scores of SCQ and mSCQ were 
5.4 and 2.9, respectively [11]. The mean SCQ scores were 
higher in our study with PsA than in other studies in patients 
with AS and early inflammatory arthritis. However, the 
demographic distributions of patient groups were different 
in these studies, such as the majority of early arthritis and 

Table 1   Demographic and clinical characteristics of the patients with 
PsA (N = 106)

PsA Psoriatic Arthritis, DAPSA disease activity in psoriatic arthri-
tis, BASDAI bath ankylosing spondylitis disease activity index, PASI 
Psoriasis Area and Severity Index, VAS visual analog scale, PGA 
patient global assessment of general health, HAQ health assessment 
questionnaire, PsAQoL psoriatic arthritis quality of life, SCQ self‐
administered comorbidity questionnaire, mSCQ modified version of 
the self‐administered comorbidity questionnaire, SCQ: range 0–45, 
mSCQ: range 0–39

Gender (n, %)
 Female 65 (61.3)
 Male 41 (38.7)

Age (mean ± SD) 47.15 ± 13.06
Educational status (n, %)
 Primary school 31 (29.2)
 Middle school 12 (11.3)
 High school 38 (35.9)
 University 25 (23.6)

Body Mass Index, kg/m2, (mean ± SD) 28.40 ± 4.88
Duration of disease, months, (median, min–max) 36 (2–384)
DAPSA (mean ± SD) 14.02 ± 6.68
BASDAI (mean ± SD) 4.78 ± 2.30
PASI (median, min–max) 1.80 (0–39)
The number of dactylitis (median, min–max) 0 (0–2)
Leeds Enthesitis Index (median, min–max) 0 (0–6)
Subgroups in PsA (n, %)
 Peripheral predominant involvement 68 (64.2)
 Axial predominant involvement 38 (35.8)

VAS-PGA (mean ± SD) 5.09 ± 2.29
HAQ (median, min–max) 0.3 (0–2.35)
PsAQoL (mean ± SD) 7.60 ± 6.29
SCQ (mean ± SD) 5.91 ± 4.27
mSCQ (median, min–max) 2 (0–13)

Table 2   Kappa values for each item of the SCQ

NC not calculable because the prevalence was 0%, SCQ self‐adminis-
tered comorbidity questionnaire

Kappa P Overall 
agreement 
(%)

Item 1 (Heart disease) 1.00  < 0.001 100.0
Item 2 (High blood pressure) 1.00  < 0.001 100.0
Item 3 (Lung disease) 1.00  < 0.001 100.0
Item 4 (Diabetes) 1.00  < 0.001 100.0
Item 5 (Ulcer/stomach disease) 1.00  < 0.001 100.0
Item 6 (Kidney disease) 1.00  < 0.001 100.0
Item 7 (Liver disease) 1.00  < 0.001 100.0
Item 8 (Anaemia/other blood disease) 1.00  < 0.001 100.0
Item 9 (Cancer) 1.00  < 0.001 100.0
Item 10 (Depression) 1.00  < 0.001 100.0
Item 11 (OA/degenerative arthritis) 1.00  < 0.001 100.0
Item 12 (Back pain) 0.921  < 0.001 93.3
Item 13 (Rheumatoid arthritis) 0.930  < 0.001 93.3
Item 14 (Other medical problems) 0.813  < 0.001 93.3
Item 15 (Other medical problems) NC – 100.0
Item 16 (Other medical problems) NC – 100.0
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PsA patients were women (70.6% and 61.3%, respectively), 
while 70.4% of AS patients were men and the mean age of 
patients in our study was lower than other two studies [11, 
12]. These diseases are similarly related to the increased 
risk of comorbidities due to systemic inflammation. Recent 
reports suggested that comorbidity is increased even in early 
inflammatory arthritis [29, 30]. However, some differences 
were observed between PsA, AS and rheumatoid arthritis 
(RA). A previous study reported more prevalent hypercho-
lesterolemia and high BMI in patients with PsA than in AS 
[31]. The prevalence of depression and cardiovascular risk 
factors was higher in PsA than in RA in another study [32].

We found that the intraclass correlation coefficient for the 
SCQ and mSCQ were 0.965 and 0.983, respectively. Simi-
larly, the intraclass correlation coefficient was 0.94 in the 
original study [9]. Kappa values for the test–retest reliability 
of each item were high, ranging from 0.813 to 1.000 in our 
study. The test–retest reliability of items ranged from 0.40 
to > 0.9 in the original SCQ study [9]. Our study’s results 

demonstrated that the Turkish version of SCQ and mSCQ 
have good reliability.

We found both the SCQ and mSCQ significantly corre-
lated with PsAQoL. There were also significant low-mod-
erate correlations with some subgroups of the SF-36. In our 
study, the SCQ was not correlated with mental health and 
role emotional subscales of SF-36. The mSCQ had no sig-
nificant correlations with bodily pain, mental health, role 
emotional, and social function subscales of SF-36. Sangha 
et al. [9] also reported no significant correlations between 
SCQ and mental function, role emotional, vitality, and men-
tal component summary (MCS) of SF-36 in the original 
study of SCQ. In the validation study of the SCQ in AS, 
SCQ and mSCQ were correlated with the physical compo-
nent summary score (PCS) of SF-36 and the AS Quality 
of Life (ASQoL), but there were no correlations with the 
MCS of SF-36 [11]. Additionally, most studies about comor-
bidities in PsA reported that PsA patients with comorbid-
ity had poorer quality of life [2]. Recently, Bavière et al. 
[33] reported that the MCS of the SF-36 was related to the 
comorbidities in PsA. The associations of comorbidities 
with PCS and MCS of SF-36 have been reported in differ-
ent studies, suggesting that comorbidity in PSA is related to 
health-related quality of life.

There was also a significant correlation between SCQ/
mSCQ and PGA of general health in our study. Similarly, the 
low correlations of SCQ with the PGA have been reported 
in patients with AS and SpA [11, 13]. Furthermore, we 
found both the SCQ and mSCQ significantly correlated with 
HAQ. The SCQ and mSCQ were also significantly associ-
ated with the function assessed with Bath Ankylosing Spon-
dylitis Functional Index (BASFI) in patients with AS and 
SpA [11, 13]. In a previous study among patients with early 
inflammatory arthritis, the SCQ was correlated weakly with 
some aspects of function [12]. Besides that, recent studies 
reported that the number of comorbidities impacts function 
in patients with PsA [4, 5]. These observations suggest that 
comorbidities may be related to function in patients with 
PsA.

In our study, the SCQ and mSCQ scores had significant 
positive correlations with age. As expected, the correlation 
of SCQ with age has been demonstrated in previous valida-
tion studies of SCQ [11–13, 28] because age directly accrues 
an increased risk of comorbidity [34]. On the other hand, 
we have hypothesised that SCQ would correlate with BMI 
because the prevalence of obesity is high in patients with 
psoriatic disease [35], and obesity has an impact on mor-
bidity in PsA, primarily cardiovascular and metabolic [36]. 
We found that the mSCQ but not the SCQ had a significant 
correlation with BMI.

In the present study, the SCQ and mSCQ were not cor-
related with disease duration, severity of psoriasis, dactyli-
tis, and BASDAI, as we expected not to be associated with 

Table 3   The correlations of SCQ and mSCQ with the parameters

Significant P values were presented in bold
SCQ self‐administered comorbidity questionnaire, mSCQ modified 
version of the self‐administered comorbidity questionnaire, HAQ 
health assessment questionnaire, PsAQoL psoriatic arthritis quality 
of life, SF-36 short form 36, PGA patient global assessment of gen-
eral health, BMI body mass index, DAPSA disease activity in psori-
atic arthritis, BASDAI Bath Ankylosing Spondylitis Disease Activity 
Index, PASI Psoriasis Area and Severity Index

Variables SCQ mSCQ

Rho P Rho P

HAQ 0.488  < 0.001 0.374  < 0.001
PsAQoL 0.398  < 0.001 0.348  < 0.001
SF-36
 Physical function − 0.522  < 0.001 − 0.443  < 0.001
 Physical role − 0.359  < 0.001 − 0.289 0.003
 Bodily pain − 0.212 0.029 − 0.099 0.315
 General health − 0.394  < 0.001 − 0.356  < 0.001
 Vitality − 0.260 0.007 − 0.248 0.010
 Mental health − 0.144 0.141 − 0.107 0.275
 Role emotional − 0.178 0.068 − 0.109 0.268
 Social function − 0.203 0.037 − 0.151 0.122

PGA 0.231 0.017 0.200 0.040
Age 0.308 0.001 0.354  < 0.001
BMI 0.146 0.137 0.233 0.016
Disease duration 0.027 0.783 − 0.19 0.846
DAPSA 0.262 0.031 0.125 0.310
BASDAI 0.218 0.189 0.241 0.145
PASI − 0.048 0.624 − 0.129 0.189
The number of dactylitis − 0.187 0.055 − 0.187 0.056
Leeds Enthesitis Index 0.320 0.001 0.314 0.001
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PsA-related factors. While the mSCQ was not significantly 
correlated with DAPSA, SCQ showed a weak correlation 
with DAPSA. This indicates that the mSCQ may better 
distinguish comorbidities from disease activity. Contrary 
to our hypothesis, both the SCQ and mSCQ had low cor-
relations with Leeds Enthesitis Index. These results may 
be related to the inability of patients to distinguish activ-
ity limitation due to enthesitis or comorbidities. Mease 
et al. [37] reported that patients with enthesitis had worse 
functional status and more activity impairment but no dif-
ference in comorbidities.

The validation study of SCQ in SLE and SSc reported 
that the scale could not differentiate the comorbidities and 
index disease [28]. This supports that overlapping comor-
bidity should be excluded from the scale. The adapted ver-
sions of the SCQ have been used for this purpose in other 
studies [11–13]. Removing rheumatic items from the SCQ 
has been shown to increase the validity of the scale in 
AS [11]. Similarly, our study results demonstrated better 
validity by using the modified version of SCQ in patients 
with PsA.

An important limitation of our study may be the unequal 
ratio of men and women. This may be related to the inclu-
sion of patients with PsA from the outpatient clinic with 
a simple consecutive sampling. Another limitation is that 
we could not evaluate the criterion validity of the scale by 
comparing it with other comorbidity indexes, as the original 
SCQ study has already demonstrated it [9].

In conclusion, the Turkish version of the SCQ allows us 
to document the comorbidities in the Turkish population 
with a simple, short, easily understood, not time-consum-
ing self-report instrument without the need for medical 
records. It also assesses the impact of comorbidities on 
the patients’ function. On the other hand, due to the asso-
ciation of comorbidities with quality of life and function, 
it is important to determine the comorbidities in patients 
with PsA. According to the results of our study, the mSCQ 
is a valid and reliable tool for evaluating comorbidities in 
patients with PsA.
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