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Practical tip 3: In the absence of
contraindications, consider a trial of
NSAIDs (COX-1 or COX-2 inhibitors) at
the lowest effective dose in patients with
suspected spondyloarthritis.

MANAGEMENT OF FLARES
Flares can be managed with NSAIDs, or
oral, intramuscular or intra-articular
steroids depending on the nature of the
flare. For patients with co-existent
psoriasis, there is a small risk of psoriasis
exacerbation with oral steroids. Advice
from the specialist team may be
obtained if needed.

COMPLICATIONS
Long-term complications of
spondyloarthritis include chronic joint
damage and associated chronic
disability. Patients with spondyloarthritis
are at greater risk of cardiovascular
disease and additional risk factors for
this should be addressed whenever
possible. In addition, spondyloarthritis
patients are at increased risk of
osteoporosis and fractures and
therefore bone health should be
optimised with bone protective
treatment if needed, including calcium
and vitamin D supplements, with or
without antiresorptive therapy
(bisphosphonates). For the potential
complications of treatment, see table 5,
opposite. 

Practical tip 4:During the assessment of
patients with spondyloarthritis, consider
reviewing other aspects of the condition
including extra-articular manifestations,
cardiovascular and bone health, mood
and functionality/disability.

CONCLUSION
Spondyloarthritis encompasses a
diverse range of conditions that can
present with a variety of clinical features.
The diagnosis of spondyloarthritis
involves clinical assessment, HLA-B27
testing and the use of a variety of
imaging modalities including X-ray and
MRI. Early recognition and treatment
with both pharmacological and non-
pharmacological therapies can reduce
joint damage and disability and improve
long-term outcomes. Regular review is
essential for monitoring disease activity,
safety and efficacy of treatment, and for
the assessment of potential complications.
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https://nass.co.uk/
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Solving Spondyloarthropathy with 
Dr Karl Gaffney
http://chewshealth.co.uk/tpmpsession26
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The spondyloarthritis group is divided into two main 
subgroups: axial spondyloarthritis and peripheral
spondyloarthritis. These may exist as separate entities
or coexist in the same patient. Axial spondyloarthritis
can be further subdivided into non-radiographic axial
spondyloarthritis and ankylosing spondylitis (AS).
Peripheral spondyloarthritis encompasses psoriatic
arthritis, reactive arthritis and enteropathic arthritis.
Axial spondyloarthritis tends to occur before the age of
45 years but can occur in older age groups, while
peripheral spondyloarthritis tends to affect a wider age
group.

The association with the HLA-B27 gene is well 
established. The vast majority of patients with AS are
male, while non-radiographic spondyloarthritis affects
both genders equally. Genitourinary and gastrointestinal
infections with specific pathogens (Chlamydia trachomatis
and Shigella, Salmonella and Campylobacter,
respectively) are recognised triggers for reactive
arthritis. Classically, axial spondyloarthritis presents with
insidious onset inflammatory lower back pain, which is
typically worse in the morning and after rest, and
improves with activity. Peripheral spondyloarthritis can
present with peripheral joint pain and/or swelling,
swelling of the digits (dactylitis), tendon and entheseal
pain that is not secondary to a mechanical cause.

Early referral of patients with suspected spondyloarthritis
to specialist care is strongly recommended as this can
improve long-term outcomes. In the UK, HLA-B27 is
present in up to 90-95% of AS patients and around 
50-60% of psoriatic arthritis patients but a negative
result does not rule out a spondyloarthritis. 

HLA-B27 testing and imaging with plain X-rays are  
extremely valuable in supporting the diagnosis of
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.
Monitoring of standard and biologic DMARDs requires
regular follow-up in a specialist clinic to assess efficacy,
and regular blood test monitoring to assess safety.

Flares can be managed with NSAIDs, or oral,
intramuscular or intra-articular steroids depending on
the nature of the flare. For patients with coexistent
psoriasis, there is a small risk of psoriasis exacerbation
with oral steroids.


