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ASAS-EULAR recommendations for the management of 
axSpA: 2022 update
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Effect of active smoking vs. reduction vs. never smokers 
on disease burden in axSpA

Jones G et al, Arthritis Rheum 2017
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Heterogeneity of data for physiotherapy



Study Intervention n weeks* Primary endpoint BASDAI BASFI BASMI Pain
global ASDAS RoB

Exercises/Rehabilitation

1 Dundar
2014

Aquatic exercises 35
4 NS

0.68 0.34 1.07 0.96 --
unclear

Land-based exercises 34 0.52 0.39 0.77 0.57 --

2 Kjeken
2013

Rehabilitation program 29
3 BASDAI (+) BASFI 

(-)
-- -- -- -- --

unclear
„treatment as usual“ 34 -- -- -- -- --

3 Niederma
nn 2013

Nordic walking + flexibility 53
12

Physical work
capacity on bicylce

(+)

0.24 -0.07 0.18 -- -0.29
unclear

Attention control + flexibility 53 0.21 0.00 0.07 -- 0.07

4 Sveaas
2014

Endurance + strength training 10
12 ASDAS 

(-)
1.43 0.50 0.20 -- 0.83

unclear
No exercises 24 0.08 0.00 0.06 -- 0.13

Education

5 Rodriguez
2013

Education + exercises 381
24 BASDAI (+)

BASFI (+)
0.28 0.22 -- 0.27 --

unclear
Standard care** 375 0.16 0.08 -- 0.15 --

Other interventions

6 Annegret
2013

Radon Spa therapy 20
4 Pain (+)

-- 0.12 -- -- --
low

Tap water baths 19 -- 0.05 -- -- --

7 Aydin 
2013

Low-Level Laser Therapy 19
2 NS

-- -- -- -- --
unclear

Placebo Laser 18 -- -- -- -- --

8 Stasinopo
ulos 2016

Laser Therapy + stretching 24
8 NS

-- 0.84 -- 2.48 --
unclear

Placebo Laser + stretching 24 -- -0.11 -- 0.12 --

9 Turan 
2014

Magnetotherapy + exercises 35
2

Harris hip 
assessment index

(-)

-- -- -- -- --
low

Placebo Magnetotherapy 31 -- -- -- -- --

≥ 0.8 large change< 0.5 small change < 0.8 moderate change

**pharmacological + non-pharmacological interventions NS = non-specified*Duration of Intervention

(+) positive trial, (-) negative trial < 0.0 worsening Regel A et al, RMD Open 2017
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Baraliakos X et al, Rheumatology 2017



Remission in axSpA: what can we expect from NSAIDs?

Baraliakos X et al, Rheumatology 2016



Long-term safety for NSAID treatment in AS

§ Norwegian study, n= 677 (76% male) compared to 3 matched control 
populations (gender, age, city of residency)

Todesursachen

40,2%

26,8%

23,2%

9,8% Herz-Kreislauf-
Erkrankungen
Maligne
Erkrankungen
Infektionen

Andere

23 years old

Onset of back pain
N= 677

Timepoint 
of diagnosis

~32 years old ~64 years old

Follow-up 
(32 years)

Mortality: 14,5% 
98 Pt died

Bakland G. et al. Ann Rheum Dis 2011

Cardiovascular 
diseases
Malignancies

Infections

Other

Mortality reasons



§ Subgroup (n= 360)
– Prospective follow-up, 28 Pts (7,8%) died

– Variables associated with increased mortality: 
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Bakland G. et al. Ann Rheum Dis 2011



Are NSAIDs/COX-II inhibitors safe in patients with IBD 
and rheumatic manifestations?

• DBPC study with Etoricoxib 60-120 Tag over 3 months in patients with
IBD and rheumatic manifestations

Miedany et al, Am J Gastroenterol 2006

% Pat. with ‚Flare‘



ASAS-EULAR Recommendations for the
treatment of patients with axSpA with b/tsDMARDs

and

and

and

and

* Radiographic sacroiliitis is currently mandatory for infliximab and JAKi

Rheumatologist’s diagnosis of axial SpA

Elevated CRP or positive MRI-SIJ or 
Radiographic sacroiliitis*

High disease activity: ASDAS ≥ 2.1

Positive rheumatologist’s opinion

Failure of standard treatment

All patients
At least 2 NSAIDs over 

4 weeks (in total)

Patients with predominant 
peripheral manifestations

One local steroid injection if appropriate

Normally a therapeutic trial of
sulfasalazine
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Althoff K et al, Clin Rheumatol 2015

Local glucocorticoid injections – Is there a benefit?

Intra-articular (more synovium)
Peri-articular

(retro-auricular space, ligaments and fat tissue)



Fagerli K et al, Rheumatology 2015

SSZ in axSpA – Is there a benefit?

NOR-DMARD Registry, 3 month follow-up
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Is BASDAI ≥4/10 the right cut-off for high disease activity?

Diabetische Nephropathie | Studiendesign

Braun J et al, J Rheum 2018



BASDAI vs. ASDAS and the role of CRP
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Uveitis or active IBD: monoclonal TNFi preferred
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Deodhar A et al, Arthritis Rheum 2019

PBO TNFi

Randomised patients 158 159

ASDAS-MI (Wk 52)* 7.0% 47.2%

ASDAS-MI-Wk2 1.3% 20.8%

ASAS40 (Wk 12) 11.4% 47.8%

Switch to OL CZP 60.8% 12.6% 

Remission in axSpA: what can we expect from NSAIDs vs. bDMARDs?
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Sacral fracture

Osteitis condensans

Phase II: re-evaluation of the diagnosis



Metastatic carcinoma DISH

Phase II: re-evaluation of the diagnosis



• For active Lesions of the spine

typical for axSpA

• For active Lesions in the SIJ 
typical for axSpA

Preliminary proposal of cut-offs for a positive MRI

Maksymowych W et al, Rheumatology 2021
EULAR 2021, W. P. Maksymowych et al., OP0251



• For structural Lesions
Lesions in the SIJ in axSpA

Maksymowych W et al, Rheumatology 2021
EULAR 2021, W. P. Maksymowych et al., OP0251

Preliminary proposal of cut-offs for a positive MRI

Aim: Improvement of specificity



ASAS recommendations for requesting and reporting
imaging in patients with suspected axial spondyloarthritis

• Improvement of communication between rheumatologists and radiologists
• How should rheumatologists request?
• How should radiologists report?

Diekhoff T. et al, EULAR 2022 OP0150



Impact of obesity on response to bDMARDS in axSpA

Micheroli R et al, Arthr Res Ther 2017



Gender differences on response to TNFi

Lubrano E et al, J Rheumatol 2018

N=340

Hebeisen M et al, J Rheumatol 2018

Analysis from SCQM

Patients in 
partial remission



Effect of bDMARDs in axSpA depending on secondary FM

Molto A et al, Ann Rheum Dis 2018
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32

ASAS40 response after 52 weeks by initial response to 
TNF inhibitor or IL-17 inhibitor

Patients in extended treatment period population initially randomized to adalimumab (N=81) or ixekizumab (N=146); data for the 2 IXE dose groups were pooled

Baraliakos X, et al. Arthritis Rheumatol 2020;72(suppl 10);Abst. 1904

ASAS40 response status at Week 16 / Week 52

n=number of ASAS40 responders at Week 52



Efficiency of dose reduction strategy of TNFi in patients with AS

Lian F et al, Clin Exp Rheumatol 2018

N=248
Etanercept 50mg/wk



OP0017: Recapture rates with ixekizumab after withdrawal of therapy in patients with axial 
SpA: results at week 104 from a randomized placebo-controlled withdrawal study

Landewe R al. Ann Rheum Dis 2022

Studienziel:
- Auswirkungen der For:ührung bzw. des Absetzens 

des IL-17A-Antagonisten Ixekizumab (IXE) auf die 
Aufrechterhaltung der Krankheitskontrolle über 
104 Wochen

Lead-in period
- 773 paNents enrolled
- 741 completed 24 week lead in period
- 155 met the criteria for remission

Week 104
- 138 completed week 104
- Significantly more paNents in IXE remained flare-

free through week 104
- Notably, 35.8% of paNents on PBO never

experienced flare
- State of remission were recaptured by 71% of

paNents who flared

Flare: ASDAS≥2.1 at two 
consecutive visits or ASDAS>3.5 at any visit
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Risk of clinical relapse: Dose reduction vs continuous dosing

Patients who achieved sustained remission: ASDAS <1.3 at Week 32 or 36, and at Week 48 (with ASDAS <2.1 for Weeks 32 and 36) of a 48-week open-label induction period (CZP 200 mg Q2W)
Flare was defined as ASDAS ≥2.1 at two consecutive visits or ASDAS >3.5 at any visit during the 48-week double-blind maintenance period

Landewé RBM, et al. Ann Rheum Dis 2020;79:920–8

Median time to flare in placebo arm: 113 days
The majority of flares occurred between 
8 and 20 weeks post-randomisation
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bDMARDs inhibit spinal radiographic progression in AS
by reducing disease activity

Data courtesy of Xenofon Baraliakos, Ruhr-University Bochum, Rheumazentrum Ruhrgebiet Herne, Herne, Germany
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