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FIGURE 2
Annual review of patients with spondyloarthritis

Table 4

CASPAR classification criteria for psoriatic arthritis5

A patient must have inflammatory articular disease (joint, spine or entheseal)
and ≥ 3 points from the following categories:

Category
Current psoriasis 
or personal 
or family history 
of psoriasis

Psoriatic nail 
dystrophy on 
current examination

Negative rheumatoid 
factor

Current dactylitis 
(or a history of dactylitis
as recorded by 
a rheumatologist)

Radiographic evidence 
of juxta-articular 
new bone formation

»

Description 
Current psoriasis: skin or plaque disease
confirmed by a rheumatologist or
dermatologist

Personal history: obtained from patient,
family physician, dermatologist,
rheumatologist or other qualified
healthcare provider

Family history: Presence of psoriasis in
first- or second-degree relative as
reported by the patient

Onycholysis, pitting, hyperkeratosis

Any method except latex, but preferably
enzyme-linked immunosorbent assay
(ELISA) or nephelometry, using local
laboratory reference range

Swelling of an entire digit

Ill-defined ossification near joint margins
but excluding osteophyte formation on
plain X-rays of the hand or foot

Points
2

OR

1

1

1

1

1

1

also be used to assess for peripheral
subclinical synovitis and enthesitis.

Ankylosing spondylitis has
historically been diagnosed using the
modified New York criteria (see table 2,
opposite).4 New classification criteria
were developed in 2011 by the
American Society of Ankylosing
Spondylitis (ASAS), see table 3,
opposite.1

For psoriatic arthritis, CASPAR
classification criteria may aid
diagnosis, see table 4, below.5

There are no specific diagnostic
guidelines for enteropathic arthritis
but the diagnosis is normally based on
the presence of an axial or peripheral
spondyloarthritis in the context of a
history of inflammatory bowel disease.
Similarly, reactive arthritis diagnosis is
usually based on the presence of 
a spondyloarthritis in the context 
of a recent GI or proven GU infection
and in the absence of psoriasis or
inflammatory bowel disease.

Practical tip 2: HLA-B27 testing and
imaging with plain X-rays are extremely
valuable in supporting the diagnosis of
spondyloarthritis.

TREATMENT AND MONITORING
Axial spondyloarthritis
NSAIDs (COX-1 and COX-2 inhibitors)
are the first-line treatment for axial
spondyloarthritis and should be used at
the lowest effective dose. The risks 
and benefits of using NSAIDs should be
assessed and gastric protection should
be considered. 

Patients with intolerance or
contraindications to NSAIDs, and
patients who do not respond to at least
two different NSAIDs at the maximum
tolerated dose (2-4 weeks each), should
be considered for biologic DMARDs.
Biologic treatment response is
assessed at 12 weeks and treatment is
only continued if there is a reduction in
the Bath Ankylosing Spondylitis 
Disease Activity Index (BASDAI)6 of 

at least 50% or 2 points compared with
pre-treatment and a reduction in the
spinal visual analogue scale (VAS) by 
2 cm or more.7 If there is an inadequate
response to the first biologic therapy,
then the patient should be switched to a
second anti-TNF-alpha agent, or if they
have ankylosing spondylitis/radiographic
axial spondyloarthritis, they can be
treated with the anti-IL-17 agent
secukinumab8 (see table 5, p14). 

Psoriatic arthritis and other peripheral
spondyloarthritis
For patients with psoriatic arthritis
presenting with monoarthritis, local
steroid injections may be beneficial, and
delay the need for DMARD therapy.
Standard DMARDs can be offered to
patients presenting with oligoarthritis,
polyarthritis or persistent monoarthritis.
The type of DMARD used depends on the
patient’s condition and circumstances.
Methotrexate and leflunomide should be
avoided in patients wishing to conceive,
while sulfasalazine should be considered
in patients with co-existing inflammatory
bowel disease or uveitis. Methotrexate
should be first choice in patients with co-
existent psoriasis, because of its efficacy
in treating both joint and skin disease.
NSAIDs, oral, intra-articular or intra-
muscular steroids can also be used as
adjunct therapies. 

Biologic (anti-TNF-alpha) therapy can
be considered in patients who are
unresponsive to two traditional


