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Mepiypappo TNC mapouoioonc

» EmudnuioAoyia kat KAWVIKA ElKOvVa TNC afovikAc omovoulapBpitidac

» Awdyvwon afoviknc omovOuAapOpitidac Kot TG oYKUAOTTOLNTLIKAC

omnovOuAitidac

» KaBuotépnon otn diayvwon, n AVILHETWILON oo AAAEC ELOLKOTNTEG, KOl N

TEALKA TTAPATOMTTT) OTO PEUATOAOYO

» ALayvwOoTIKA SUOXEPELA TOU PEVUOTOAGYOU oTNnV NPwiun ¢aon tng A2



EruénuioAoyia AykuAomowntikng Zriovéulitidac

v NpooBaAAeL~ 0,5-1,9% tou
TLOYKOGLLOU TANOuooU

v ZUVOLVTATOL OTOUC AVTPEC ME
Toulaxilotov 3 popEG peyaAltepn
OUXVOTNTOL OE OXECH ME TLC YUVALKEG

v’ ZTIC YUVOLKEC Elvoit cuxvoTEPN N
npPocBoAn tng AMZZ ko Twv
nepLPePLKWV apOPWOoEWV, EVW Kal oL
OLKTLVOAOYLKEC AAAOLWOELC Eival
NTLOTEPEC
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Shapira et al., Nature Reviews Rheumatology 2010; 6:68-476



AX: Neotepa emidnuioAoyika dedopéva

Adopad véa atopa, nAkiag otnv evapén petafv 17 ko 35 etwv?
MpooBaAAovtat Kupiwg avépec nAkiog <45 stwv?
— ZUVEXAC avénon Tou M0GoOoTOU YUVOLKWV 0TO GUVOAO TwV acOevwv pe dtdyvwon AZ, ano
10% 1o 1960 o€ 46% anod 1o 199072
— To peyaAUTEPO MOGOOTO AVOPWYV LOWCE OVTAVAKAAQ EV HEPEL TNV MPONYOUMEVN EAALNA
Slayvwon o€ yuvaikec?
O erunoAacpoc otnv EAAada kupaivetat oto 0,24%3, emopévwe Oa npenel vat uNtOAOYI{OUME OTL

UTtAPXOUV oTn Xwpea nepirnov 25.000 acBeveic

El-Gabalawy H et al. J Rheumatol. 2010;37(Suppl 85):2-10
Stolwijk C et al. Rheum Dis Clin N Am. 2012;38:441-476
Trontzas P et al, Clin. Rheumatol. 2005 Nov;24(6):583-9



dinical Rheumatology
https://doi.org/10.1007/s10067-018-4397-3

REVIEW ARTICLE

Axial spondyloarthritis in the USA: diagnostic challenges H a£OVlKﬁ znA oth H nA

and missed opportunities

Abhijeet Danve ' - Atul Deodhar?

= H enintwon ¢ agovikng ZMNA otov TAnNOucpuo twv HMNA (0.9-1.4%) sivatr uynAdtepn anod tnv Stoyvwopévn
enintwon (0.2-0.7%)

= H unoAoywldpevn kabBuotépnon otn ditdyvwon givo 14 €tn

= 37% twv acBsvwv pe AZ otig HMA Sdtaytyvwokovtal anod peupatoAoyous, 26% otnv npwtofaduia ¢povtida,
7% ano puoikoBepaneuteg, 4% ano opBomnedikolc, 4% amno KAWLKEG TtOvouv, 4% ota emeiyovta Kat 6 AAAOUG
$opeic 19%

= [ va eAattwOei n kaBuotépnon otn Stdyvwon, oL i PEVHOATOAGYOL YLOTPOL GUVLOTATOL VOL TOUG
TLOLPATTEUTIOVV TOUG aoBeveic pe oodpualyia kat = 1 anod 3 onpeia ZMA (HLA-B27 Bgtiko, pAsypovwdn

ooduaAyia Kat OIELKOVIOTIKA LEpoAayovitida)

Danve A, Clin Rheumatol 2019 Mar;38(3):625-634



Original article

Awareness of axial spondyloarthritis among
chiropractors and osteopaths: findings from
a UK Web-based survey

2MAG KoL
EMAYYEAUOTIEC UYELQC

Of 382 completed responses [237 chiropractors (62%) and 145 osteopaths (38%)], all were familiar with AS,
but only 63 and 25% were familiar with the terms axSpA and non-radiographic axSpA, respectively

Only 29% recognized that axSpA was common in women. Forty per cent recommend an X-ray (pelvic in 80%)
and, if normal, 27% would recommend MRI of the sacroiliac joints and whole spine

¢ Back pain is a common clinical presentation in both chiropractic and osteopathic practice.
» The wider spectrum of axial spondyloarthritis is poorly understood by both chiropractors and osteopaths.
» Targeted education on the concept of axial spondyloarthritis and recent advances in therapy are warranted.

Yong CY, Rheumatology Advances in Practice 2019;0:1-5



Current classifications

Axial spondyloarthritis
With radiographic sacroiliitis
Without radiographic sacroiliitis

Sacroiliitis on MR

HLA-B27 positivity plus clinical criteria Alavvwon HE TNV KAaO'lKn nnv
Peripheral spondyloarthritis ouvyxpovn TaglVOlan'n Twv
With psoriasis onovduAapBpornadelwv

With inflammatory bowel disease (Crohn's disease or ulcerative colitis)

With preceding infection

Without psoriasis or inflammatory bowel disease or preceding infection

Classic classifications

Ankylosing spondylitis

Reactive arthritis (infection-associated arthritis)

Psoriatic spondyloarthritis
Predominantly peripheral
Predominantly axial

Enteropathic spondyloarthritis (associated with inflammatory bowel disease)
Predominantly peripheral

Predominantly axial

Taurog JD, N Engl J Med 2016;374:2563-74

uvenile-onset spondyloarthritis (enthesitis-related juvenile idiopathic arthritis)
Undifferentiated spondyloarthritis
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Proft F, Poddubnyy D. Ther Adv Musculoskelet Dis. 2018;10(5-6):129-139



New York and Rome Criteria for Diagnosis of Ankylosing Spondylitis

New York Criteria Rome Criteria

" Low back.pa!m with inflammatory " Low back pain and stiffness for >3 months
characteristics

= Limitation of lumbar spine motion that is not relieved by rest
in sagittal and frontal pl?nes = Pain and stiffness in the thoracic region

= Decreased chest expansion

= Bilateral sacroiliitis grade 2 or = Limited motion in the lumbar spine
hlg!'\er o = Limited chest expansion

= Unilateral sacroiliitis grade 3 or
higher = History of uveitis

= Definite ankylosing spondylitis
when the fourth or fifth criterion
mentioned presents with any
clinical criteria

= Diagnosis of ankylosing spondylitis when any
clinical criteria present with bilateral
sacroiliitis grade 2 or higher



TpoTtrotroinUéEva KpITAPIAa TS NEag YopKNG yia
TNV AYKUAOTTOINTIKI OTTOVOUAQpOpiTIda (1984)

1. KAIVIKA KpITAPIA:

of Oao@uaAyia kal duokauwyia > 3 UAVEG TTOU BEATIWVOVTAI JE
doknon aAAd 6x1 JE avaTrauon.

B. Mepiopiopdg TNG KIVNTIKOTNTAG TNG OMZZ 0€ oBeAIaio Kal
METWTTIAIO ETTITTEDO.

Y. [MepiopIopdS TNG EKTTTUENC TOU BUWPOKA O€ OXEDT ME
(QPUOIOAOYIKEG TIMEG TTPOCAPHUOCHEVEG OTNV NAIKIA KAl TO QUAO.

2. AKTIVOAOVYIKO KPITAPIO:
Ap@oTepdTTAEUPN 1EPOAQyOVITIOO > 2°¢ BaBuou 1§ eTepdTTAEUPN 3-4°Y
Babuou

Opi1oTIK ayKUAOTToINTIKA OTTOVOUAITION £AV TO AKTIVOAOYIKO
KPITAPIO OUVUTTAPXEI PUE TOUAGXIOTOV 1 KAIVIKO KPITAPIO

van der Linden S et al. Arthritis Rheum 1984;27:361 Aﬂg



KpiTApla tagivopnong ASAS vyia
ACoVIKN Z1TTOVOUAOQpBpIiTIdOa (Z1TA)

2€ 000eveig pE 23 PVEG TTOVO OTN OTTOVOUAIKA OTHAN KAl nAIKia Evapéng <45 eTwv

lepoAayoviTida
ATTEIKOVIOTIKA *

Kal

21 XOpPAKTNPIOTIKO ZTTA

*lepoAayoviTida aTTEIKOVIOTIKA

+ eVEPYOG (o&eia) pAeypovr) og MRI
TOAU UTTOTITN YIA 1IEPpOAQYOVITIOA
OXETIOpEVN HE ZTTA

« BéBain akTivoAoyikd
1IEpoAayovitida Ye Bdaon Ta
Tpomrotrolinuéva KpitThpla Néag
Yopkng

ATTELKOVLOTLKOC
Bpaxiovag

Rudwaleit M et al. Ann Rheum Dis 2009;68:777-783 (with permission)

s 1

HLA-B27

Kl

22 AAAO XOPOAKTNPICTIKA

XapakTnpIoTIKA Z1TA:
®Aeypovwdng Toévog 2%
ApBpiTida
EvBeaimida (TrTépva)
Payoeiditida
AakKTUAITIOO
Ywpiaon
Crohn/eAkwdNC¢ KoAITIOO
KaAr atravrnon o MZAQ
OIKOYEVEIQKO I0TOPIKO ZTTA
HLA-B27
Auénuévn CRP

21mmA

KAwwkog Bpayiovog

n=649 aoBeveig Pe TOVO o1 oTTOVOUAIKI OTHAN

ZUVOAIKA
Evaiobnoia: 82.9%, Eidikotnta: 84.4%
OVO OTEIKOVIOTIKA

Evaiobnoia: 66.2%, Eidikétnta: 97.3%

Movo kKAIVIKG

Evaiocbnoia: 56.6%, E1dikotnta: 83.3%




| Unmet Needs |

Classification Criteria vs Diagnosis

® o o
w w Healthy person
® @O
w w Person with rheumatic disease
Classification Criteria
e Primarily for clinical trials
* Maximize specificity

Diagnostic Features
* For use in routine clinical care
* Maximize sensitivity

Aggarwal R, et al. Arthritis Care Res (Hoboken). 2015;67(7):891-897.



Chronic Low Back Pain 9% prevalence of axial SpA

Inflammatory back pain LR 3.1 LR = Likelihood ratio
Heel pain (enthesitis) LR 3.4 , ,
Peripheral arthritis LR 4.0 Xpovia oopuaAyia Ko
Dactylitis LR 4.5 y ’
Acute iritis LR7.3 nlavotnta ASovikng
Positive family history LR 6.4
Good response to NSAIDs LR 5.1 znA
Raised ESR or CRP LR 2.5
HLA-B27 LR 9.0
Positive MRI (Sl joints and spine) LR 9.0 280% if product 280
XR sacroiliitis, grade 3 LR 10.0

Axial Spondyloarthropathy 290%  product greater than 200

MBavotnta tapéng A{ovikic ornovéuAapBponddeiag cupudpwva pe kKabe mapapetpo. H mibavatnta yio 66oug £Xouv
xpovia oodpualyia eivat 5%. Ma va unoAoyilotel n mBavotnta yia ka0e acOevi moAAanAaoctaovtol oL EMUEPOUG
rBavotnteg. O oxXeTIKOG Kivduvoc yia ywvopevo 80 sivar 80%, evw yla yivapevo 200 n miBavotnta vooou eival >90%,
onote Oswpeital BERoan vooog.

Rudwaleit, et al. Ann Rheum Dis 2004; 63:535-43



Classification vs diagnostic criteria: the challenge of diagnosing axial spondyloarthritis

other tests
needed

Positive test results

The diagnostic scale and weights of diagnostic
test results for axial spondyloarthritis

Radiographic
sacroiliitis

Negative test results )
Positive family

history

Inflammatory
bowel disease

Psoriasis

HLA-B27

Good response
to NSAIDs

Enthesitis

Weights of positive test results

Sacroiliitis ~ Acute anterior
on MRI uveitis
Dactylitis Peripheral
arthritis

Inflammatory Elevated CRP
back pain

Weights of negative test results

O

HLA-B27

¢)

~

Radiographic
sacroiliitis
™

Positive family
history

Inflammatory
bowel disease

©O o0 o

Good response Inflammatory  Sacroiliitis
to NSAIDs back pain on MRI
®) O
Elevated CRP  Peripheral Enthesitis
arthritis
Q
Acute anterior Dactylitis Psoriasis

uveitis

Another, more likely
explanation of symptoms

Denis Poddubnyy, Rheumatology 2020;59:iv6—-iv17



Classification vs diagnostic criteria: the challenge of diagnosing axial spondyloarthritis

. 90
8gative test resu's

No radiographic sacroiliitis
No elevated CRP

Inflammatory back pain
HLA-B27 positive
Acute anterior uveitis
Sacroiliitis on MRI

Positive test results

Pocis: = oS , No radiographic sacroiliitis
Sitive test reSU\ No elevated CRP

No sacroiliitis on MRI

Another explanation for

back pain

Inflammatory back pain
HLA-B27 positive
Acute anterior uveitis

A

Negative test resuts

Denis Poddubnyy, Rheumatology 2020;59:iv6—-iv17



Patients with SpA have Many Overlapping Clinical Features

SpA diseases may share several clinical features, show familial clustering, and are associated with HLA-B27
positivity?

Uveitis —_— e
axSpA34 PsA®
16-40% 7-18%

Psoriasis
axSpA® PsA1S

Extra-musculoskeletal
manifestations (EMMs) including
uveitis, psoriasis, inflammatory
bowel disease (IBD) and nail
disease!-218

IBD Sacroiliitis
axSpA®& PsA’ axSpAST PsAlé
5% 4% 86%

Sacroiliitis and spondylitis
(inflammation of one or both L
sacroiliac joints and of the spine)’? Peripheral Arthritis 8 2l

axSpA‘ P AS-12¥ axSpA* PsAl’
Peripheral articular manifestations |
including peripheral arthritis, Enthesitis “ | Nail Disease
enthesitis and dactylitis'-? axSpA* PsAl314 J e axSpA PsAl8

7-80%

35-57% —_—n Up to 80%

The prevalence of EMMs and peripheral articular manifestations

varies across SpA disease subtypes?

1. Garg N et al. Best Pract Res Clin Rheumatol. 2014;28(5):663-672. 8. Moll J and Wright V. Semin Arthritis Rheum. 1973;3:55-78. 14. D’Agostino MA et al. Arthritis Rheum. 2003;48(2):523-533.

2. Collantes E et al. Rheumatology. 2007;46(8):1309-1315. 9.  Torre Alonso J et al. Br J Rheumatol. 1991;30:245-50. 15. Kane D et al. Rheumatology (Oxford) 2003; 42(12): 1460-1468.
3. RosenbaumJ et al. Clin Exp Rheum. 2002;20:5143-5145. 10. Helliwell PS and Taylor WJ. Ann Rheum Dis. 2005;64(Suppl I1):ii3—1i8. 16. Battistone MJ et al. Skeletal Radiol. 1999; 28(4):196-201.

4. de Winter JJ et al. Arthritis Res Ther. 2016;18:196 11. Gladman D. Ann Rheum Dis. 2006;65 Suppl 3, iii22-iii24. 17. Helliwell P et al. ) Rheumatol. 2005; 32: 1745-1750.

5. Chen Hand Chou C. Curr Rheumatol Rev. 2008;4:111-14. 12.  Acosta Felquer ML and FitzGerald O. Clin Exp Rheumatol. 2015;33(Suppl 93):526— 18. Sobolewski P et al. Reumatologia. 2017;55(3):131-135.

6.  Van den Berg et al. Rheumatology. 2013; 52:1492-1499. S30.

7. Williamson L et al. ) Rheumatol. 2004;31:1469-70. 13. Kaeley GS et al. Semin Arthritis Rheum. 2018;48(1):35-43.

¥Based on symmetrical polyarthtis, asymmetrical mono-/oligo-arthritis, distal interphalangeal joint involvement, arthritis
mutilans and peripheral joints; "Sacroiliitis on MRI



Aykulormotntikn ortovouAitida:
Mia ocuxvil dAsypovwdng pevpatiki madnon

=Xpovia pAeypovwdng nadnon
"Enintwon: 0.1-1.4%
"MpocPBaAel 3:1, AVIPEG:YUVALKES

=JoBapotnta vooou avaloyn tng PA, peyaAltepn

OHWG SLAPKELDL VOOOU

=Aovikn Kot mepLpePKN PocBoAn odnyei o€

cofoapn avannpia kot SucAeLtoupyia
"90-96% twv acBevwv €xouv HLA-B27+

=25-40% twv a.cBevwyv napovotalouv Kat oeia

npocOia payosiditida

Ankylosing Spondlitis

Braun J. et al. Arthritis Rheum 1998;41:58-67

This document is for proactive use (GL-N-CZ-AS-2000008)



Pain and Fatigue
Real-World Studies in Patients With PsA and AS

* Global surveys of patients taking TNFa inhibitors for PsA (N = 640)©) or AS (N = 705)!
* Pain and fatigue associated with reduced HRQoL and work productivity®"]

Residual Pain and Fatigue in PsAl2] Residual Pain and Fatigue in AS[®!
Severe fatigue 45.6
High fatigue
Severe pain
Moderate fatigue High pain
Moderate pain
Low fatigue 58.7
Low fatigue
Low pain Low pain 62.4
i o o 0O 10 20 30 40 50 60 70
SUENLS, 2 Patients, %

a. Conaghan PG, et al. RMID Open. 2020;6:e001240; b. Strand V, et al. J Clin Rheumatol. 2020. [Epub ahead of print].



The Prevalence of Extra-Axial Features

Dactylitis
6% in AS; 6% in nr-axSpA
Peripheral enthesitis ’ = .

28.8% in AS; 35.4% in O
La Skin psoriasis
10.2% in AS; 10.9% in nr-axSpA

Peripheral
inflammatory arthritis

29.7% in AS; 27.9% in ! Conjunctivitis
nr-axSpA Extra-axial
manifestations

I - Anterior uveitis

Nor:lrsegﬁ?;gg 23% in AS; 15.9% in
nr-axSpA
IBD % @ Aortitis

6.4% in AS; 4.1% in nr-axSpA Rare

AS, ankylosing spondylitis.
a. Robinson PC, et al. Nat Rev Rheumatol. 2021;17:109-118; b. de Winter 1], et al. Arthritis Res Ther. 2016;18:196.



A¢2MNA o€ avOpEeC Kol YUVOLLKEC

Men Women

Overall poorer QoL
- Higher IL-17 « LowerIL-17 * Depression & anxiety
= Higher TNF-a * Higher estrogen + Neuropathic pain
» Fatigue
* Functional
impairment
More likely to have
| ‘ syndesmophyte
Greater axial involvement Greater peripheral and upper
axial involvement
* More likely to have
radiographic Sl and spinal = Greater
changes enthesitis/entheseal
tenderness

« Decreased spinal mobility

and rib cage flexibility « Cervical spinal progression

[ IL-17 TNF-a'V Estrogenm/;;;‘fri'r ]
|

Wright GC, Semin Arthritis Rheum. 2020;50(4):687-694



AXSpA Heterogeneity and Diagnosis
Key Points

The AxSpA terminology is more accurate to identify the disease
and inflammatory condition (vs AS)t!

AXSpA population prevalence is 1.4% in the US,®! while diagnostic

prevalence can be as low as 1/10 of that

Diagnosis of AxSpA is still a challenge and depends on:

* Clinical presentation

» Pattern recognition (rule out common causes, and do not use
classification criteria for diagnosis)

* Objective signs of inflammation (eg, MRI

a. Proft F, et al. Ther Adv Musculoskelet Dis. 2018;10:129-139; b. Reveille JD, et al. Am J Med Sci. 2013;345:431-436;



Spectrum of Axial Spondyloarthritis

The spectrum of axSpA extends from early or mild disease, involving only inflammation in the sacroiliac
joints, through to severe or late disease with erosive damage in the sacroiliac joints

Sacroiliac joint » Erosions, ankylosisl
inflammation

Early axSpA or mild axSpA Late axSpA or severe axSpA

Robinson PC, et al. Nat Rev Rheumatol. 2021;17:109-118.



Progressive deformity due to AS
over a period of 36 years

Littie H, Swinson DR, Cruickshank 8. Am J Med. 1876.60:278-285.
Reproduced with the permisson of Cahner’s Pubishing Co



Sarcopenia in Patients with axSpA

Sarcopenia is a generalised skeletal muscle disorder characterised by the loss of muscle strength and muscle

mass
axSpA
Can lead to: Patients
Variable (n=27)
O
Functional limitation 4’ Sarcopenia, n (%)
Strength (Nm/s)
Trunk 56.3
. . Upper Limb 47.6
Worse quality of life !' Lower Limb .
Lean Mass (kg)
A Trunk 24.9
Increased mortality m Upper Limb 3.1
Lower Limb 8.0

Healthy
controls

(n=27)

57.3
71.8
59.8

25.3
3.1
9.2

A reduced appendicular muscle strength was seen in patients with

axSpA compared to healthy controls, with no difference in lean mass,

suggesting a possible muscle dysfunction

Neto A et al. Arthritis Rheumatol. 2019;71(suppl 10). Abstract 569.

Cross-sectional study of 54 patients aged 18-50 years. Sarcopenia was defined as per the
European Working Group on Sarcopenia in Older People 2 (EWGSOP2).



Patients with nr-axSpA and r-axSpA/AS Experience Significant and Similar Disease Burden (Pain,
Stiffness, Fatigue and Disease Activity)

mr-axSpA/AS (n=236) mnr-axSpA <5 years (n=226)
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0 0

Total pain  Nocturnal Morning Fatigue BASDAI BASFI BASMI

pain stiffness

Yriapxet KAk dtadopd petafl akTtivoAoyLKiG Kat pn aktivoAoyikng AEZMNA;

GESPIC cohort: German Spondyloarthritis Inception Cohort. A cross-sectional analysis of 462 patients, comparing 226
patients with nr-axSpA (symptom duration <5 years) and 236 patients with AS (symptom duration <10 years).
Radiographs of the sacroiliac joints and the spine were assessed by 2 readers in a blinded manner. Logistic regression
analysis was applied to identify parameters associated with structural damage.

Rudwaleit M et al. Arthritis Rheum. 2009;60(3):717-727.



Similar Extra-Musculoskeletal and Peripheral Articular Manifestations of r-axSpA/AS
and nr-axSpA

Prevalence at Baseline Prevalence After 5 Years of Follow-up

mr-axSpA/AS (n=185)  mnr-axSpA (n=484)
100 | e e 100% p===========------------o----o—-ooo--o-

Percentage of patients (%)
Percentage of patients (%)

0% 0%
Peripheral  Peripheral Dactylitis Uveitis Psoriasis IBD Peripheral  Peripheral  Dactylitis Uveitis Psoriasis IBD
arthritis enthesitis arthritis enthesitis
(ever) (any) (ever) (any)

Yriapxet KAk dtadopd petafl akTtivoAoyLKiG Kat pn aktivoAoyikng AEZMNA;

Lopez-Medina C et al. Arthritis Rheumatol. 2019;71(suppl 10). Abstract 609.
*n=479; ¥n=481.
DESIR cohort: 5 years follow-up of 669 patients from the DESIR cohort with X-ray sacroiliac joints available at baseline
and who did not abandon the study because of different diagnosis than axSpA were included.



Patients with r-axSpA/AS and nr-axSpA Experience Similar Reduced Work Productivity?

100%

75%

50%

25%

Percentage work days affected by disease
over previous month (mean)

0%

24.2

6.1

Key: Dark = Absenteeism
Light = Presenteeism

32.6

r-axSpA/AS
(n=310)

nr-axSpA
(n=97)

Percentage activity impairment (%)

100%

75%

50%

25%

0%

r-axSpA/AS nr-axSpA
(n=310) (n=97)

A study investigating work disability among male r-axSpA/AS patients showed that 45% patients (n=54/121) switched to a less
physically demanding job, and 24% (n=29/121) retired early at a mean age of 36 years due to AS?

Mease PJ et al. Arthritis Care Res. 2018;70(11):1661-1670.
Cakar E et al. Clinical Rheum. 2009;28(11):1309-1314.

Corrona Registry, USA. Absenteeism = work days missed due to arthritis over previous month;
Presenteeism = days with work productivity reduced by 250% due to arthritis over previous
month (does not include days counted in absenteeism).



Progression of Non-radiographic Axial SpA to AS:
Data from GESPIC*

Non-radiographic axial SpA Ankylosing spondylitis

12%
in 2 years

Main predictor:
elevated CRP**

no definite radiographic sacroiliitis (grade 0 at the right side, definite radiographic sacroiliitis (grade 2 bilaterally) fulfilling
grade 1 — possible subchondral sclerosis — at the left side) the radiographic criterion of the modified New York criteria

*GESPIC = GErman Spondyloarthritis Inception Cohort

**Qdds ratio for progression in patients with elevated serum C-reactive protein level (>6 mg/l) was:
4.11 (95% CI 1.13-14.95).

A‘.iA§

Poddubnyy D et al. Ann Rheum Dis 2011;70:1369-74



To mMA€ov ocUXVO IPWTO CUMMTWHA € aoBeveic pe AZ ou Toug wOeL va avalntioouv
LaTPLKA BondeLa

73.2
Back pain 75.4
72.4
. ‘ 638
Joint pain 60.7
64.9
Stiffn 59%3 9
iffness A
549
Fatigue 49.2
56.9
Difficulty walki 41%5']
ifficulty walkin .
9 46.6
+ 4328
N i 492 | AS total (N=235)
g eck pain 23 0
2 432.0 ® Men (n=61)
Ug; Sciatica - 849.2 ® Women (n=174)
Reduced range of motion 4‘2;11 z
in spine and/or hips a4
Difficulty sleepi 57
ifficulty sleepin .
e 36.2
i s 35.7
Swollen joints 279
285
Foot problems 1.5 26—4_1 3
216
Uveitis 4 31
v . :
14.9 ————]

0 10 20 30 40 50 60 70 80 90 100

Patients (%)
*p<0.05 for comparisons between men and women

Alexis Ogdie, EMJ Rheumatol. 2018;5:56-58



H duckoAia otnv mpwipn dtdyvwon tTne
AX: ATopo VEQPNC NALKLOC TTPOOEPXETAL
0TO £EWTEPLKO LOTPELO ME KUPLO

ocUuNTWHA oopuaAyia



2uvnOEotepo cuunTtwpa otnv A¢Zna ivat n oopualyia

Prevalence (%)

60 —

50 —

1 Women
1 Men

Age group (years)

Acdopéva MAYKOOULOU EMLITOAQCHOU TG oopuaAyiag

Hartvigsen J, LANCET 2018;391:2356-2367



Evaluatmg low back
pain in adolescents —

World Health Organization definition
of adolescents (ages 10 to 19 years)

ATto to 6UVOAO TV opAdwv dpnPikov
nANBucpoU éva moooaoto 24% etnciwg, {ntd

Latplki BonBsia yia xapnAn ocpualiyia

H oopualyia oe
epnPouc eiva ocuyvn

Key points

@ Low back pain in adolescents is a common complaint in
primary care.

@ Although underlying serious pathology is rare in
adolescents with low back pain, clinicians should
recognize specific signs and symptoms that necessitate
urgent evaluation and intervention.

@ A thorough history and physical examination can guide
the initial diagnostic workup and enhance the early
detection and accurate diagnosis.

Garvick SJ, JAAPA. 2019 Dec;32(12):14-20



2ZnMela Kot Zupmtwpota tng AEZMA

H AZ cuxva ekiva pe LepoAayovitida, Orou To TTAEOV KOWVA topouGLal{OMEVO EUPNUA Elval O
TOVOC XOLNAQ otn Aekavn

O NMOVOC AUTOC TUTILKA ETTLKEVTPWVETOLL TTAVW OLTIO TO LEPO 00TO KOl LIMOPEL vaL SLaXEETOL OTN
BouBwviKA XwpPo KoL 0TOUG YAOUTOUC KoL TtPOoG TaL modLa

Me tnv nadpodo tou XpOvou, o0 TTOVOG YiveTal EMiIHOVOG Kat otptdOoTEPOMAEVPOC

O novog XapunAd otnv mMAATN UMOPEL va ETILHEVEL AKOMA KOIL OE AVATOUON KoL LITOPEL va

BeAtwwveTal e TNV AoKnoN



Mpwiun dtayvwon otnv AEZMNA: n Evvola tn¢ PAeypovwdou¢

ooduaAyiog
DAsypovwdng Mnxoavikq oopualyia
ooduaAyia
HAwia €vapéng <40 eTwv KaBe nAwia
Npwwn duokapPia >60 Aenta <30 Aentta
Nuktepwvo aAyog oUXVO OXL
ATMOTEAECHA AOKNONG BeAtiwon gmdeivwon

H enintwon ¢ pAsypovwdouc oopualdyiac otic HMNA o atopa 20-69 stwv
’ ’ o Duba AS, Prim Care. 2018 Jun;45(2):271-287
EXEL UROAOleGEl o€ 5-6% Weisman MH, Ann Rheum Dis 2013;72(3):369-373



Mavo 1o 1/3 twv aocBsvwv pe pAsypovwdn oopuadyia Oa avamntiéet ZMNA

o

o

T | m SpA

M non-SpA 2e 5304 aoBeveic pe oopualyia, 124

52 % | = F{esgived
) - Foresulng acBeveic eixav véac Evapéng
=
S o bAeypovwén ocpualyia. Ie
=
g napokoAovOnon 13,2 etwv, 39 acOeveic
g S aveéntuéav ZMA, 15 dAAn Stayvwon Ko o€
s
% 58 Ta CUMITTWHOTA UTIoOXWpPNoav. Zta 10
. - D
a o étn, n mOavotnta tne EMNA Arav 30%, pe

o ™V mbavotnta tng UMOXWPENOoNG OE

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 0000 TOo 43%.
Years after fulfilling IBP criteria
N: 124 75 73 65 61 53 48 38 28 20 19 18 13 11 5 4

Wang R, Arthritis Rheumatol. 2018;70(7):1049-1055



H vrtoyia yia AykuAomowntiky omovOuAitida

Nw¢ propeite va umtoPLacOdeite av KAMoLog avOpwmnog Hmopel va £xeL avtn tnv nadnon; Me éva o€t 6
onAwvV epwTROEWV, omolo¢ anavtioel NAl o€ MEPLOCOTEPEC OTIO TPELG TIPETIEL VAL TTAEL YPIYOPOL OE YLATPO

PEVHUATOAOYO, TTOU £ivall N ELSLKOTNTA TTOVU OLVTLUETWITL{EL AUt TV NAdnon.
1. HAwila Katw Twv 40;

2. N6vog mavw amnod 3 HVeg;

3. O MOVOoC APXLOE OTASLOKA;

4. O novog Eumnva tov aacBevn tn voxTQ;

5. O novo¢ BeAtiwveTal HE TNV Kivnon N

6. O MOVOC EMOELVWVETAL LE TNV AVATTAUON;

www.efpia.eu



KaBuotépnon otn dtayvwon tnc aoviknc ocrmovouAapBpitidac
ovaAoyo HE TNV nAKio

Figure 1. The cumulative distribution in age at symptom onset and age at diagnosis in patients with axial spondyloarthritis (N=1677).
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Redeker |, Callhoff J, Hoffmann F, Haibel H, Sieper J, Zink A, Poddubnyy D. Which Factors Influence the Diagnostic Delay in Patients with Axial Spondyloarthritis?
[abstract]. Arthritis Rheumatol. 2018; 70 (suppl 10).
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ORIGINAL ARTICLE

KaBuotépnon otn

Recently diagnosed axial spondyloarthritis: gender thvvwon ™G (1£OVLKI"]§ SAA
differences and factors related to delay in diagnosis

= @Aeypovwdnc oodualyia, cav npwto cuuRTwpa AZZMA, avadEpPETaL TLO CUXVA oo AVOPEC,

EVW Ol YUVALKEC i)av cuxvOoTEPA AAYOC TUEALKO, TITEPVLKO KOl SLAXUTO

= 310 XPOVO TNG SLAyvwonc oL AVOPEC eiXav TILO LELWHEVN EKITTUEN TOU BwPaKOC KAl GUXVOTEPQ

EUPNHOTO OTO TECT LVLO-TOLXOC

* H napouocia tou dtdxutou aAyouc oTLC yuvaikeg oxedov dumhaoiale tnv kabBuotépnon otn

dtayvwon tng ZNA

Slobodin G, Clin Rheumatol. 2011;30(8):1075-80



Mowog Balel tnv dtayvwon tnc AZ otic HNA;

20
15

[y
o

1 373

H didyvwon tng A2 kata eldikotnta. «Others» evvoei kKaBe dtayvwon EKTOG PEVUATOAOYWV, YLOTPWV
npwtofaduag ppovtidag, puoikoBepaneutéc, opOomedLKOUC, KEVIPWY TOVOU, YLATPWYV EMELYOVIWV R OTOV

EAEUE N eL6KOTNTAL.

Deodhar A, Clin Rheumatol. 2016;35:1769-76



Back problems
Psychosomatic issues
Anxiety/depression
Sciatica

Fibromyalgia
Orthopaedic problems

Osteoarthritis

Misdiagnosist

Rheumatoid arthritis

Bursitis

*p<0.05 for comparisons between men and women

O A€oV cuXVEC AavOOLGEVEG BLaYVWOELC O€ aloBeveic pe A2

B AS total (N=235)
® Men (n=61)
® Women (n=174)

L)

0

L] L)

10 20 30 40 50 &0
Patients (%)

70

Alexis Ogdie, EMJ Rheumatol. 2018;5:56-58



Diagnostic Delay in axSpA

1996-2005:
mean diagnostic
delay was 6.3 years (median
2.6)

A

2005 2006

Year \ J

|

2006-2015:
mean diagnostic

delay was 7.4 years (median
2.7)

Despite recent developments related to the concept, diagnosis and treatment of axSpA, we still face the problem of a delayr 1 diagnosis

Redeker | et al. Rheumatology (Oxford). 2019;58(9):1634-1638.



Parameters Associated with Diagnostic Delay

Data from 2,846 patients who participated in the European Map of Axial Spondyloarthritis (EMAS) study
through an online survey (2017-2018)

Beta Coeficient (95% Cl)

Variable
o
Age at symptoms onset =
I
Female gender e
7
Employed, manual worker O
Univariable A
Linear i Educational status, University \ %
Regressmn Diagnosed by rheumatologist, Yes C
)
\J
Number of HCPs seen before diagnosis
O
HLA-B27, Positive
O
7
Uveitis (ever), Yes
Multivariable IBD (ever), Yes o1
Stepwise Linear O
Regression
Age at symptoms onset f T T T T !
-2 -1 0 1 2 3

Number of HCPs seen before diagnosis

One of the parameters most strongly associated with diagnostic delay was number of HCPs seen before diagnosis emphasising

the importance of reducing the number of incorrect referrals

Garrido-Cumbrera M et al. Ann Rheum DiS. 2020;79(supp| 1):173_174. Abstract OP0278. A multivariate linear regression analysis was carried out to identify the relative weight of the

associated parameters in determining diagnostic delay.
Cl: confidence interval; IBD: irritable bowel disease.
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Fibromyalgia Development and Recovery in Patients with axSpA

Presence or Absence of Fibromyalgia at Baseline and
1-Year Follow-Up

Baseline Follow-up Development of FM can be predicted by :
* High levels of disease activity

* High levels of widespread pain

No FM (n=641)

No FM (n=686) Recovery from FM can be predicted by:

* Low levels of disease activity

* Low levels of widespread pain

FM (n=45)

n=

Fibromyalgia is not a stable finding in axSpA patients; FM resolved during follow-up in more than half of axSpA patie nts

initially diagnosed with FM

Data from the British Society of Rheumatology Biologics Register (BSRBR-AS) which recruited axSpA patients from across 83 centres. Fibromyalgia
was diagnosed using the self-reported Fibromyalgia Survey Diagnostic Criteria.
BSRBR-AS: British Society of Rheumatology Biologics Register; FM: fibromyalgia.

Aarestad Provan S et al. Ann Rheum Dis. 2020;79(suppl 1):56-57. Abstract OP0085.



Table 2 Clinical assessment of axial spondyloarthritis

BASDAI®? Questions Calculation
1. How would you describe the overall level of fatigue/tiredness you have Assess each question on a numerical rating scale (NRS) of 0 (none)
experienced? to 10 (very severe), alternatively, a VAS can be used for questions
mmmmmm)  2- How would you describe the overall level of ankylosing spondylitis neck, 1-5 (NRS preferred by ASAS)
back or hip pain you have had? Calculation of ﬁASDAl: ’ ;
. . S » Compute the mean of questions 5 and 6
) 3.H Id you describe th Il level of pain/swell ts oth
QU e Te R SIS R SREENO I ORI ORISR » Calculate the sum of the values of question 1-4 and add the
than neck, back or hips you had? :
i ) result to the mean of questions 5 and 6
) /. How would you describe the overall level of discomfort you have had from  \,  ivide the result by 5
any areas tender to touch or pressure?
5. How would you describe the overall level of morning stiffness you have had
from the time you wake up?
6. How long does your moming stiffness last from the time you wake up?
ASDAS™# Parameters Calculations

1

Improvement criteria
ASAS 20%

—)

——)
ASAS 40”

——)

—)

Remission criteria
ASAS partial remission®

ASDAS inactive disease®

1. Total back pain (BASDAI question 2)

2. Patient global assessment

3. Peripheral pain/swelling (BASDAI question 3)

4. Duration of morning stiffness (BASDAI question 6)

5. C reactive protein (CRP) in mg/L (or erythrocyte sedimentation rate (ESR))
(the lowest value for CRP can be 2mg/L)

Improvement =20% and absolute improvement of >1 unit (on a scale of
0-10; or 10 units on a scale of 0-100) in at least three of the four following
domains:

Patient global assessment
Pain
Function (BASFI)®’

Inflammation (mean of morning stiffness-related BASDAI VAS scores for
questions 5 and 6)

No worsening of =20% and =1 unit in the remaining domain

Improvement >40% and absolute improvement of >2 unit (on a scale of
0-10; or 10 units on a scale of 0-100) in at least three of the four following
domains:

Patient global assessment
Pain
Function (BASFI)*’

Inflammation (mean of morning stiffness-related BASDAI VAS scores for
questions 5 and 6)

No worsening at all in the fourth domain

A value not above two units on a 0-10 scale in each of the four domains:
patient global, pain, function, inflammation (mean of morning stiffness-
related BASDAI VAS scores for questions 5 and 6)*

ASDAS <1.3

ASDAS-CRP: 0.121 x total back pain+0.110 x patient
global+0.073 x peripheral pain/swelling+0.058 x duration

of morning stiffness+0.579xIn(CRP+1); ASDAS-ESR:
0.113xpatient global+0.293x,/ESR+0.086 x peripheral pain/
swelling+0.069 xduration of morning stiffness+0.079xtotal back
pain

Assess each question on an NRS of 0 (none) to 10 (very severe)

H aéloAdynon tn¢ KAWLKNAG
nopeilac twv 2ZMNA Baociletal
OTLC OTTAVTINOELC TWV

aocBsvwv

OAot ot deikteg mopeiag
¢ AZ emnpealovrat
KUpPLO OLTTO TOV MOVO

Smolen JS, Ann Rheum Dis 2018;77:3-17



Referred Pain-felt on the body
surface

Liver and
gallbladder

Liver and

gallbladder Lung and

diaphragm

Heart
Stomach
Pancreas

Small
intestine

Ovaries
Colon
Appendix
Kidney
Ureter
Urinary bladder

Scott Hardy, 2015



Eltvait 8UokoAn n dtayvwon the Pwplaotkne o€oVIKAC

onovdulapOBponaBsiac
A
h
Anterior chest wall involvement in psoriatic — 9

Ed

arthritis: a forgotten entity?

Rheumatology key messages

e Arthritis of anterior chest wall joints can be a car-
dinal and early manifestation of PsA.

Fragoulis GE, Evangelatos G, Konsta M, lliopoulos A. Rheumatology
(Oxford). 2020 Apr 11



ALETMOTNUOVLIKA KALVIKA TTPOOEyyLon yia TV BeAtiwon tn¢ KabBuotEpnong tng
dtayvwonc ano ywatpouc otnv A=ZZMNA

] Ewbwotnta enayyeApatiwv uyeiag rou e§€taoe
MEWTN ToVv acOevi

100
B ESwotnta nou £0goe TV

80 Siayvwon H e1dwkotnta otnv mpwtn
e€€taon o€ oUYKPLON UE TNV
€L01KOTNTA IOV EKOVE TNV
dtayvwon tn¢ 2MNA o€
ocOeveic MOV GUMHETEIXOLY
o€ peAétn(n=208) yia Tou¢
TLOLPAYOVTEG KLvOUVOU yLa
kaBuotépnon tng dtayvwong

% of physicians

Li J, J Int Med Res. 2019; 47(6): 2483-2491.




Which Factors Influence the Diagnostic Delay in Patients with Axial
Spondyloarthritis?

Results: A total of 1,677 persons with axSpA were included in the analysis. The mean age was 56 years and 46%
were female. The mean (95% confidence interval [Cl]) diagnostic delay in the whole group was 5.7 (5.4 — 6.0)
years and the median was 2.3 years (Fig. 1). Overall, 407 persons were diagnosed between 1996 and 2005 and
484 persons between 2006 and 2015. The diagnostic delay was not substantially different in both periods: For
patients diagnosed between 1996 and 2005 the mean (95% Cl) diagnostic delay was 6.3 (5.6 — 7.0) years and the
median was 2.6 years. For patients diagnosed between 2006 and 2015 the mean (95% Cl) diagnostic delay was
7.4 (6.6 — 8.1) years and the median was 2.7 years. Persons with a long diagnostic delay were more often female
and had less often a positive HLA-B27 status compared to persons with a short diagnostic delay (Tab. 1).
Multivariable linear regression revealed that female sex, negative HLA-B27 status, prevalence of psoriasis and
younger age at symptom onset are factors associated with a longer diagnostic delay (Tab. 2).

Conclusion: The mean diagnostic delay of about 7 years represents currently one of the major challenges in field
of SpA. Female sex, negative HLA-B27 status, presence of psoriasis and younger age at symptom onset had a
negative impact on the diagnostic delay.

Redeker |, Arthritis Rheumatol. 2018; 70 (suppl 10)



RESEARCH ARTICLE
The Journey to Diagnosis in AS/Axial SpA: The Impact
of Delay

J. Martindale'?* & L. Goodacre® To tagisl NG Sldvvwﬁnq OTLC ZnAC

"Wrightington Wigan and Leigh NHS Foundation Trust, Appley Bridge, UK
“Lancaster University, Lancaster, UK

3NHS Research and Development, North West, UK

JuvevteU€elc pe 10 véoucg aoBeveic pe AZ oto EOviko ZUotnpa Yyeiag tov Hvwuévou BaolAeiovu, 6Touc onoioug
n dtayvwon t€0nke 10,1 £€tn ano tnv ep¢AVIoN TWV CUUTTTWHATWY

Results: Analysis identified four key themes: ‘What’s going on?’ described the process associated with trying to
understanding a changing body experience complicated by variability and the severity of back pain experienced.
‘Fighting for a diagnosis’ provided insights into the process of having to ‘fight’ to be believed and feeling dismissed
by healthcare professionals. ‘Being adrift’ explored the negative psychological consequences associated with a
search for a diagnosis. ‘The start of a journey’ described the relief associated with receiving a diagnosis, juxtaposed

against emotions associated with the diagnosis of a long-term degenerative condition.

Adrift = éppato
Martindale J, Goodacre L, Musculoskeletal Care. 2014 Dec;12(4):221-31



Rheumatology KputipLa

Evaluation of 2 Screening Strategies for Early .
Identification of Patients with Axial Spondyloarthritis napamnounng ce

in Primary Care PEVHATOAOYO
yla mbavi
Entry criteria agOVlKl'] 2MA
» Chronic back pain and symptom duration more than 3 months
» Age of back pain onset < 45 :ggrs
and
* No confirmed diagnosis of AS or axial SpA Multicenter
Ankylosing
plus Spondylitis survey
Trial to Evaluate and
Referral Strategy 1 OR* Referral Strategy 2 compare Referral
at least one of the following: at least two of the following: parameters in
* inflammatory back pain * inflammatory back pain early SpA (MASTER)

HLA-B27 positivity
sacroiliitis detected by imaging
positive family history for AS

* » good response to NSAID

* HLA-B27 positivity
» sacroiliitis detected by imaging

Poddubnyy D, J Rheumatol 2011;38:2452-60



Low back pain for >3 months, age of onset <45 yr

|

Definite radiographic sacroiliitis

[
Present

'

Ankylosing
spondylitis

|
Absent

Presence of other spondyloarthritis features: inflammatory back pain,
heel pain (enthesitis), dactylitis, uveitis, positive family history for

psoriasis, asymmetrical arthritis, positive response to NSAIDs,
glevated ESR or C-reactive protein level

axial spondylearthritis, inflammatory bowel disease, alternating buttock pain,

AAyopLOpuoc tnec dtayvwonc tng

l

l

24 Spondyloarthritis 2-3 Spondyloarthritis 01 Spondyloarthritis

features features features
Compelling clinical picture HLA-B27 HLA-B2T
Yes No Positive MNegative Positive Negative
Axial i Compelling Consider other

spondyloarthritis HLA-B27 clinical picture diagnoses
Paositive Negative Yes MNo
Axial Axial
spondyloarthritis spondyloarthritis
MRI
Positive Negative
Axial Consider other

spondyloarthritis diagnoses

AEZMA

ASAS modification of the Berlin
Algorithm for diagnosis of axSpA

Taurog JD, (2016). N Engl J Med 374:2563-2574



‘Low Back Pain AA oodualyiog
|

| oa% | 1% | 5%
Degenerative/ Pathological
Mechanical (Tumor/Infection/Fracture) Inflammatory
ARASUIEneR Onset>60y AM stiffness

Usually minor Progressive over weeks Usually prolonged

Maximum pain/stiffness Night/rest pain Maximum pain/stiffness

Late in day Systemic symptoms After midnight, early AM
Exercise/activity H/O Malignancy Exercise/activity
Worsens symptoms Infection Improves symptoms
Duration Acute or chronic  ogteoporosis risk factors Duration Chronic

Age at onset 20-65y Trauma Age atonset<40y
Radiographs Radiographs
Osteophytes Sacroiliitis

Disc space narrowing Syndesmophytes
Vertebral malalignment Spinal ankylosis

Sieper J, Ann Rheum Dis 2009;68(6):784-8



Alradopikn dtayvwon otnv AEZMNA

Chronic Back Pain With Onset in Adolescence or

Early Adulthood

Distinguishing Features

el 114-119
Degenerative disk disease

- . 120-123
Fibromyalgia

Spondylolysis and spondylolisthesis'**'%

. 130-132
Scheuermann disease

133,134
Astrocytomas™ ™

* MBP exacerbated by flexion = radicular pain radiating below the knee

» Risk factors: obesity, genetics, repetitive microtrauma, other mjury

* Imaging: disk space narrowing. Disk herniation may be visible on MR1

* MBP with widespread pain in other areas of the body, fatigue, and sleep disturbances.
Minimal reliet with NSAIDs

* Risk factors: female sex, obesity, + adverse childhood experiences

* Imaging: no evidence of inflammatory disease or other etiology

* MBP exacerbated by hyperextension that may extend into buttocks or posterior thighs

* Risk factors: activities with repetitive flexion and extension of the lower back
(gymnastics, football, ice skating, weightlifting, etc.)

* Imaging: with spondylolysis, separation or fracture of the pars interarticularis (pars
defect). With bilateral pars defects, the njured vertebra may be shifted forward relative
to the vertebra directly below it (spondylolisthesis)

* MBP occurring in early adolescence without precipitating trauma

* Risk factors: male sex, more severe with tall height

* Imaging: vertebral wedging (wider posterior vs. anterior angle ) and possible Schmorl nodes
(protrusion of disk material into the vertebrae)

* Gradual or subacute MBP onset, often with subsequent development of sensory or
motor dysfunction

* Risk factors: genetics, 1onizing radiation

» Imaging: asymmetncal spinal cord expansion on MRI

Walsh JA, J Clin Rheumatol. 2021 Dec 1;27(8):e547-e560



Mimics of AXSpA on Imaging

Osteitis condensans ilii' 3> 3%

DISI 1139—145

: e 146-151
Infectious sacroiliitis

Whipple discase' > ¢!

Familial Mediterranean fever' 43162164

y - - 149.165-170
Sarcoidosis

Spinal calcium pymphosghalc
deposition discase' "' 73

Idiopathic hypoparathyroidism'7417®

Distinguishing Features

+ Asymptomatic or nonradicular low back pain that can extend to the posterior thighs

« Risk factors: multiparity, other mechanical stress
» Imaging: S1J sclerosis of the iliac side without erosions or fusion

* Asymptomatic or MBP

+ Risk factors: male gender, age =50 y, diabetes, obesity

NaBdnoelc

* Imaging: flowing bone along the anterolateral vertebral bodies and across the disk space in

the thoracic spine with or without lumbar and cervical spine involvement. A lucent area TTOVU

may be seen between the anterior longitudinal ligament and midportion of the vertebral

body. SlJs are often unaffected, but the superior aspect of the S1J may appear fused. 1 Ol'JVtal
Peripheral calcific enthesopathy may occur u‘ IJ'

» Subacute onset of unilateral buttock or back pain with elevated CRP. Fever 1s usually absent
P g tnv A§2MNA

or low grade

* Risk factors: IV drug use, pelvic trauma, infectious endocarditis, immunosuppression, cu-

taneous or genitourinary infection

otnv

* Imaging: on MRI, unilateral perarticular muscle edema, thick capsulitis, ,
and extracapsular fluid collection may be useful in differentiating infectious anleOVlO‘n

sacroihitis from sacroiliitis due to axSpA

+ Large joint migratory arthralgias, abdominal pain, weight loss, and diarrhea, with or

without IBP

* Risk factors: occupational exposure to soil or animals
* Imaging: sacroiliitis and spondylitis indistinguishable from axSpA

* Intermittent fevers, abdominal pain, large joint arthritis, enthesitis, IBP. Childhood or

adolescent onset is typical, but may occur in adulthood

» Risk factors: genetics (MEFV gene mutations); Turkish, Armenian, North African,

Jewish. and Arab descent

* Imaging: sacroiliitis indistinguishable from axSpA

* IBP

+ Risk factors: sacroiliitis may occur most frequently in sarcoidosis limited to the thorax (tho-

racic lymph nodes and lungs)

* Imaging: sacroiliitis indistinguishable from axSpA

* Periodic IBP with elevated inflammatory markers
« Risk factors: widespread peripheral chondrocalcinosis

+ Imaging: linear calcium deposition in intervertebral disks, SlJs, and/or peripheral joints

* Hypocalcemia presentation + back pain
+ Risk factors: long-standing hypoparathyroidism

* Imaging: syndesmophytes. S1J usually not involved but subchondral bone resorption or

sclerosis may occur

Walish JA, J Clin Rheumatol. 2021 Dec 1;27(8):e547-e560



MNadnoeic mov ppovuvtal tnv AE2MA otnv amELKOVION

( = =

179188

Behget disease * Recurrent mucocutaneous ulcers, ocular inflammation, peripheral arthritis, + entheseal
inflammation
* Risk factors: HLA-B51 gene; Turkish Japanese, Korean, Chinese, Iraman, Iraqi, Saudi
-abia descent
* Imaging: sacroiliitis indistinguishable from axSpA
Hereditary hypophosphatemic rickets'®* "1 * Growth limitations, osteoarthritis, back pain, enthesopathies
* Risk factors: genetics (autosomal recessive)
* Imaging: syndesmophytes without inflammatory spinal lesions beginning in the second or
third decade of life. SLIs typically spared

» Hyperpigmentation of skin or sclera, back pain, range-of-motion limitations, and kyphosis
beginning in the third decade of life

« Risk factors: genetics (autosomal recessive) or exposure to hydroquinone or phenols

* Imaging: affects the intervertebral disks and large joints. Ankylosis i the lumbar or
thoracic spine may develop later in the disease course. S1Js usually spared

Ochronosis! %1%

IV, intravenous; MBP, mechanical back pain.

Walish JA, J Clin Rheumatol. 2021 Dec 1;27(8):e547-e560



Aldyvwon tnc LepoAayovitidog HE TNV anAn aktwvoypadia

Khmelinskii N, Regel A, Baraliakos X. Front Med (Lausanne). 2018;5:106



Alayvwon
AYKUAOTTIOWNTLKAC
2rtovOuAitidac
10 2002

Ao0Bevic nAkiag 40 sTwv, paxloAyio Kot
oodvaldyia ano 10etiag, xwpic Stayvwon

TKE 40-50mm/1st h, CRP 10-30mg/dlI
o/a .epoAayoviwv £, AMZZ kd
HLA-B27 (-)




Estimated Proportion of Patients

To 1N YPOLLLULKO ocuveXEC TN AEZMA

Structural changes in the

spine

Structural changes in
the sacroiliac joints

Radiographic axial

spondyloarthritis
Clinicals symptoms, active inflammatory
changes on MRI, no structural changes Non-radiographic
on conventional radiography axial spondyloarthritis
>
0 5 10 15 20 Time
(Years)

Poddubnyy D, Joint Bone Spine (2022)
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A Road Map of the Axial Spondyloarthritis Continuum
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