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in the morning and after rest, and
improves with activity. In addition,
patients can present with alternating
buttock (sacroiliac) pain and neck pain
and stiffness. The response to oral 
non-steroidal anti-inflammatory drugs
(NSAIDs) is typically good.

Peripheral spondyloarthritis can
present with peripheral joint pain and/or
swelling, swelling of the digits
(dactylitis), tendon and entheseal pain

Table 3 

ASAS classification criteria for axial spondyloarthritis (SpA) in patients with back pain for  ≥3 months  and age at onset < 45 years1

Table 1

Risk factors and associations for spondyloarthritis

Spondyloarthritis

Axial spondyloarthritis

Psoriatic arthritis

Enteropathic arthritis

Reactive arthritis

Salmonella and Campylobacter,
respectively) are recognised triggers for
reactive arthritis (see table 1, below). 

PRESENTATION IN PRIMARY CARE
Because of the diverse nature of
spondyloarthritis, patients can present
with a variety of symptoms. Classically,
axial spondyloarthritis presents with
inflammatory lower back pain of
insidious onset, which is typically worse

that is not secondary to a mechanical
cause. In these cases, a past medical
history or symptoms/signs suggestive of
psoriasis, inflammatory bowel disease,
uveitis or recent GI or GU infections are
of great diagnostic value.

Practical tip 1: Always explore the
possibility of inflammatory symptoms in
younger patients (< 45 years) presenting
with lower back pain and consider early
referral if spondyloarthritis is suspected. 

REFERRAL 
Early referral of patients with suspected
spondyloarthritis to specialist care is
strongly recommended as this can
improve long-term outcomes.

The absence of serological markers,
including rheumatoid factor (RhF), 
anti-cyclic citrullinated peptide (CCP)
antibodies and anti-nuclear antibodies
(ANA) raises the suspicion of
spondyloarthritis in a patient with
evidence of inflammatory joint disease.

In the UK, HLA-B27 is present in up to
90-95% of ankylosing spondylitis
patients and approximately 50-60% of
psoriatic arthritis patients but a negative
result does not rule out a spondyloarthritis.3

Inflammatory markers (ESR and CRP)
can be elevated in spondyloarthritis but
a normal ESR or CRP does not rule out
the condition. Joint effusions can be
aspirated and analysed to rule out a
crystal arthritis. Plain X-rays can be
used to assess for long-term joint
damage such as erosive disease,
syndesmophytes (calcification of the
spinal ligaments) or sacroiliitis (see
figure 1, p11). However, X-rays can be
normal in early disease and therefore
MRI may be useful to detect suggestive
inflammatory changes of the spine or
sacroiliac joints. Ultrasound or MRI can

Table 2 

Modified New York criteria for ankylosing spondylitis4

Clinical criteria
•Low back pain and stiffness for more than three months that improves with exercise, but is not
relieved by rest
•Limitation of motion of the lumbar spine in the sagittal and frontal planes
•Limitation of chest expansion relative to normal values correlated for age and sex

Radiological criterion
•Sacroiliitis grade  ≥2 bilaterally or 3-4 unilaterally

Definite AS if the radiological criterion is associated with at least one clinical criterion

HLA-B27 plus ≥ 2 other SpA features†

Sacroiliitis on imaging*

• Active (acute) inflammation on MRI highly suggestive 
of sacroiliitis associated with SpA
• Definite radiographic sacroiliitis according to modified
New York criteria

HLA-B27









Psoriasis
(personal or
family history)





Inflammatory
bowel disease
(personal or
family history)





Genitourinary
infections





Gastrointestinal
infections





Sacroiliitis on imaging* plus  ≥ 1 SpA feature

SpA features†

• Inflammatory back pain
• Arthritis 
• Enthesitis (heel)
• Uveitis
• Dactylitis
• Psoriasis
• Crohn’s disease/ulcerative colitis
• Good response to NSAIDs
• Family history of SpA
• HLA-B27 
• Elevated CRP

OR


