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The Physician Global Assessment International Standardisation COnsensus in Systemic Lupus Erythematosus
(PISCOS) study aimed to obtain an evidence-based and expert-based consensus standardisation of the Physician
Global Assessment (PGA) scoring of disease activity in systemic lupus erythematosus (SLE). An international panel of
79 SLE experts participated in a three-round Delphi consensus process, in which 41 statements related to the PGA in
SLE were rated, using a 0 (strongly disagree) to 10 (strongly agree) numerical rating scale. Statements with agreement
of 75% or greater were selected and further validated by the expert panel. Consensus was reached on 27 statements,
grouped in 14 recommendations, for the use of the PGA in SLE, design of the PGA scale, practical considerations for
PGA scoring, and the relationship between PGA values and levels of disease activity. Among these recommendations,
the expert panel agreed that the PGA should consist of a 0-3 visual analogue scale for measuring disease activity in
patients with SLE in the preceding month. The PGA is intended to rate the overall disease activity, taking into account
the severity of active manifestations and clinical laboratory results, but excluding organ damage, serology, and
subjective findings unrelated to disease activity. The PGA scale ranges from “no disease activity” (0) to the “most severe
disease activity” (3) and incorporates the values 1 and 2 as inner markers to categorise disease activity as mild (=0-5 to 1),
moderate (>1 and <2) and severe (>2 to 3). Only experienced physicians can rate the PGA, and it should be preferably
scored by the same rater at each visit. The PISCOS results will allow for increased homogeneity and reliability of PGA
ratings in routine clinical practice, definitions of remission and low disease activity, and future SLE trials.
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Method
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Overarching Principles

Level of Percentage of
agreement votes =9/10
(0-10)*

1. Overarching principles for scoring PGA

1.1 The PGA is an outcome instrument for measuring disease activity in SLE 9.7 (0-9) 94-9%

1.2 The PGA is a visual analogue scale for measuring disease activity in SLE 9.8 (0-4) 97-5%

1.3 The PGA should be used to rate overall disease activity in SLE 9.7 (0-8) 96-2%

1.4 The PGA rating should reflect the severity of active manifestations 9.6 (1-4) 93-7%

15 The PGA should be used to rate disease activity only (not organ damage) 9-8 (0-9) 96-2%

1.6 The PGA reflects the clinician’s judgement about disease activity in SLE 9.9 (0-5) 96-2%

1.7 The PGA should be scored independently of prespecified thresholds used in other scores 9.6 (0-9) 93-7%

1.8 The PGA should assess disease activity according to the physician’s perspective 9-8 (0-5) 97-5%

1.9 The PGA should be rated only by a medical doctor 9.6 (1-0) 94-9%

1.10 Only physicians with expertise in SLE can rate disease activity using the PGA 9-5(0-9) 91-1%

1.11 The PGA scoring should not take into account subjective findings (eg, headache, arthralgias, 9.5 (1-4) 93-7%

fatique) if those are not clearly related to disease activity
1.12 The PGA scoring should take into account common clinical laboratory parameters such as 9.6 (1-1) 93-7%
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urinalysis, serum creatinine level, and blood cell count




2. PGA scale design

2.1
2.2

The PGA is rated on a 0-3 scale

The PGA should incorporate inner markers for 1 and 2 (with a graph showingaPGA and 0, 1,
2, 3) without any additional comment regarding whether this is mild, moderate, etc

3. Practical considerations for PGA scoring

31

3.2
33

3.4
3.5
3.6

3.7
3.8

Preliminary training on a set of training cases is mandatory before a physician can rate the

PGA
For a given patient, the PGA should be preferably scored by the same rater at each visit

The PGA should preferably be scored during the consultation and, if needed, amended as
soon as all elements for PGA rating are available

The timeframe to consider when rating the PGA should be explicitly stated
The timeframe to consider when rating the PGA is the last month

The PGA should be rated by putting a vertical tick (recommended in trials by the European
Medicines Agency and US Food and Drug Administration)

The PGA can be scored either on a printed sheet or using a web or app-based scale

The PGA score should be expressed using a continuous measure with one decimal (eg, 2:3 on
a 0-3 scale)

4. Relationship between PGA values and severity of disease activity

4.1
4.2
43
4.4
4.5

On the PGA scale, the anchor “0” refers to “no disease activity”

On the PGA scale, the anchor “3” refers to “most severe disease activity”
A PGA score =0-5 and <1 reflects mild disease activity

A PGA score >1 and <2 reflects moderate disease activity

A PGA score >2 and <3 reflects severe disease activity
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Figure 3: The PGA graph and scoring recommended by the PISCOS experts
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