Diagnosis and management of axial
spondyloarthritis in primary care
Key practice points:

Axial spondyloarthritis is relatively uncommon and is
likely to be the cause of long-term back pain in only 5% of
patients
Axial spondyloarthritis is characterised by a slow onset of
back pain in the absence of injury, onset before the age of
45 years, improvement with exercise rather than rest, back
stiffness in the morning resolving with movement, pain or
stiffness which wakes the patient and pain that responds
well to non-steroidal anti-inflammatory medicines (NSAIDs)
Diagnosis is aided by a family history, clinical examination,
CRP, HLA-B27 testing and radiographic imaging. Imaging is
usually reserved for patients with back pain of at least three
months duration
Early diagnosis and treatment is beneficial
Many patients can be effectively managed in primary care
with exercise, physiotherapy and NSAIDs
Patients with ankylosing spondylitis who do not benefit
from NSAIDs usually benefit from tumour necrosis factor
(TNF) inhibitors initiated in secondary care
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Ankylosing spondylitis is a relatively uncommon
inflammatory cause of long-term back pain
which can result in radiographic changes in the
spine and sacroiliac joints. Ankylosing spondylitis
is part of a spectrum of interrelated conditions
collectively termed spondyloarthritis. Patients with
axial spondyloarthritis have predominantly spinal
symptoms and some will develop classical ankylosing
spondylitis. Axial spondyloarthritis is an insidious
disease and difficult to diagnose; patients have
an average delay of eight years from the onset of
symptoms to diagnosis. Recent evidence suggests
early treatment with exercise, physiotherapy and
pharmacological treatments may delay disease
progression and therefore improve outcomes.

A new way of thinking about
spondyloarthritis
Spondyloarthritis is a collective term for a group of diseases
including ankylosing spondylitis, psoriatic arthritis, reactive
arthritis and arthritis associated with inflammatory bowel
www.bpac.org.nz

disease.1 There is considerable overlap between the symptoms,
signs and genetic risk factors for these diseases and patients
may have more than one of these conditions (Table 1).
Although these have historically been defined as separate
conditions they are now thought to be a single disease with
different phenotypes.2

Classifying spondyloarthritis
Spondyloarthritis is classified as axial or peripheral, depending
on whether patients primarily experience symptoms in the
spine, sacroiliac joints, hips and ribcage (the axial skeleton),
as seen in patients with ankylosing spondylitis, or peripheral
joints, as seen in those with psoriatic arthritis.5

Axial spondyloarthritis is a continuum
Axial spondyloarthritis is now viewed as a continuum of disease
which can lead to ankylosing spondylitis (Figure 1). In patients
with ankylosing spondylitis, inflammatory changes eventually
affect the spinal and sacroiliac joints, leading to spinal fusion,
reduced mobility and an increased risk of spinal fractures.
Various diagnostic criteria have been used for ankylosing
spondylitis, with all relying on evidence of radiographic
damage as a criterion for diagnosis.6
It is now recognised that patients in earlier stages of
disease do not have radiographic changes, but share similar
symptoms and signs, family history and genetic risk factors,
and can experience disability as severe as some patients with
a confirmed diagnosis of ankylosing spondylitis.5

Non-radiographic
axial spondyloarthritis

Table 1: Overlap between ankylosing spondylitis and other
forms of spondyloarthritis.3, 4
Percentage of patients with ankylosing
spondylitis who also have:
Peripheral
arthritis

Acute
anterior
uveitis

Psoriasis

Inflammatory
bowel disease

50%

26%

9%

7%

Patients in the early stage of disease are classified as having
“non-radiographic axial spondyloarthritis”. Follow-up studies
report that among patients diagnosed at this early stage, 6%
develop ankylosing spondylitis after five years, 17% after ten
years and 26% after 15 years.7 Therefore, some patients may
never develop ankylosing spondylitis, while others may live
with inflammatory back pain for a considerable time before
developing ankylosing spondylitis.

Early diagnosis and treatment may improve patient
outcomes
Research suggests that early diagnosis of axial spondyloarthritis
improves patient outcomes, resulting in less pain and functional
limitation, and may avoid unnecessary testing, treatment
or referral.9 Although long term studies are lacking, limited
evidence associates early treatment with reduced skeletal
damage on radiography.10

Radiographic axial
spondyloarthritis
(ankylosing spondylitis)

Time
Features:

Back pain
Sacroiliitis on MRI

Back pain
Radiographic (X-ray)
changes

Back pain
Syndesmophytes

Figure 1: Axial spondyloarthritis is a continuum of disease. Adapted from Rudwaliet et al.8
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Evaluating patients
with suspected axial
spondyloarthritis
Low back pain lasting longer than three months is a common
symptom in primary care; spondyloarthritis is estimated to
be the cause in only 5% of these patients.3
In patients with complex histories, e.g. previous injuries,
diagnosing spondyloarthritis can be challenging and the
diagnosis may need to be revisited after other causes have
been excluded. The clinical picture may be further complicated
by co-morbidities such as depression which can compound
pain and functional limitation.

Key features of spondyloarthritis
Symptoms of spondyloarthritis generally begin in early
adulthood. Males and females are equally affected in the early
stages, but males are two and half times more likely to progress
to ankylosing spondylitis.1, 2
Key features which help identify patients with axial
spondyloarthritis include back pain consistent with
inflammation and a positive family or personal history of
inflammatory diseases (see: “Criteria to assist the diagnosis of
axial spondyloarthritis in primary care”, below).11

Criteria to assist the diagnosis of axial
spondyloarthritis in primary care
In patients with back pain lasting more than three
months beginning before age 45 years, the presence
of two or more of the following criteria has a sensitivity
of 100% and specificity of 60% for identifying patients
with axial spondyloarthritis, compared to diagnosis by
a rheumatologist:5, 11
Inflammatory back pain*
Peripheral manifestations, such as arthritis,
dactylitis or enthesitis, especially of the Achilles
tendon or plantar fascia

Sacroiliitis on X-ray or MRI
* At least four out of the five criteria from “Differentiate
inflammatory back pain from pain due to other causes”
† A first-degree or second-degree relative with ankylosing
spondylitis, psoriasis, uveitis, reactive arthritis or
inflammatory bowel disease

Differentiate inflammatory back pain from other
causes
Inflammatory back pain is a hallmark of axial spondyloarthritis,
although it is not specific; patients with diseases such as
rheumatoid arthritis may also have inflammatory back pain.
Back pain in patients with axial spondyloarthritis typically has
a gradual onset, without any specific injury, before the age of
45 years.
Features consistent with back pain due to inflammation
include:13
Improvement with exercise
No improvement with rest
Pain at night, including early morning
Morning stiffness
Pain which alternates between buttocks
Patients with four of these criteria are likely to have pain caused
by inflammation rather than mechanical or other causes.13
Important differential diagnoses and their features
include:14, 15
Muscle pain from poor posture and core muscle
weakness – may be exacerbated by injury
Fracture – risk factors include older age, osteoporosis,
osteopenia or the use of corticosteroids
Herniated disc – characterised by leg pain with lower
lumbar nerve root distribution

Psoriasis, inflammatory bowel disease or a history
of uveitis

Spinal stenosis – results in radiating leg pain, more
common in older adults

A family history of spondyloarthritis or related
spectrum disorders†

Referred pain – causes include abdominal aortic
aneurysm, pelvic inflammatory diseases, endometriosis,
prostatitis, renal or gastrointestinal disease

Back pain which improves after 24 – 48 hours of
treatment with an NSAID
Elevated C-reactive protein (CRP), where causes
such as spinal infection or cancer have been
excluded. Patients with axial spondyloarthritis
or ankylosing spondylitis may have CRP levels
ranging from > 6 mg/L (slightly elevated) to
20 – 30 mg/L.12

14

Positive HLA-B27 test
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Vertebral infection – assess whether patients have fever,
have had a recent infection or have used intravenous
drugs
Cauda equina syndrome – features include urinary
retention, motor deficits in the lower limbs, faecal
incontinence and “saddle” anaesthesia – the most
frequent finding is urinary retention, which has a
sensitivity of 90%; the probability of cauda equina
www.bpac.org.nz

syndrome without urinary retention is approximately 1 in
10,000 patients
Cancer – consider in patients with history of cancer,
unexplained weight loss, older age or ongoing back pain
for more than one month
Other – Scheuermann’s disease of the spine, most
commonly occurring during adolescence and treated
conservatively,16 and Diffuse Idiopathic Skeletal
Hyperostosis (DISH); a severe form of degenerative
thoracic and lumbar spondylosis which is more common
in patients with diabetes.17

Assess whether patients have a family history of a
spondyloarthritis
Spondyloarthritis is highly heritable. A family history of
inflammatory bowel disease confers a three-fold increased risk
of ankylosing spondylitis. A family history of psoriasis, recurrent
uveitis or reactive arthritis are also risk factors.5, 18

Look for symptoms and signs in peripheral joints, the
skin, eyes and gut
People with axial spondyloarthritis often have symptoms in
peripheral joints and extra-articular features as inflammatory
processes can cause damage in other organs. Most often this
involves the eyes, skin, gastrointestinal and urogenital tracts.1
Reactive arthritis can develop in response to a recent episode
of gastroenteritis due to Yersinia, Salmonella, Shigella, and
Campylobacter; symptoms typically begin two to ten days
after onset of gastroenteritis. Chlamydia infections resulting in
genitourinary symptoms are also a common trigger.19
Musculoskeletal system: examine patients for the presence
of:3
Achilles tendinitis and plantar fasciitis
Chest wall pain, which can be caused by intercostal
enthesitis
Dactylitis (inflamed finger joints and swelling of the
whole finger or toe, also referred to as “sausage digit”)
Eyes: acute anterior uveitis (iritis) occurs in approximately onequarter of patients with ankylosing spondylitis.4 In patients
with acute anterior uveitis, 20 – 25% can be expected to have
spondyloarthritis.20 Patients who present with acute anterior
uveitis should be referred for ophthalmology assessment.
HLA-B27 is highly prevalent in patients with recurrent anterior
uveitis patients and is independently associated with recurrent
anterior uveitis even in the absence of musculoskeletal
symptoms.20
For further information on the diagnosis of acute anterior
uveitis, see: www.bpac.org.nz/BPJ/2013/August/redeye.
aspx
www.bpac.org.nz

Skin and nails: check for psoriasis in the scalp line, behind the
ears, extensor surfaces of elbows and knees, natal cleft and
umbilicus. Examine nails for signs of psoriasis.
For further information on diagnosing and treating
psoriasis, see: www.bpac.org.nz/BPJ/2009/September/
psoriasis.aspx
Gastrointestinal tract: ask patients about bowel habits and any
changes consistent with inflammatory bowel disease or a recent
gastrointestinal infection. Approximately 60% of patients with
ankylosing spondylitis have mucosal inflammation detectable
on colonoscopy, and up to 30% of patients with ankylosing
spondylitis will report bowel symptoms if questioned.3, 21
For further information on inflammatory bowel disease,
see: www.bpac.org.nz/BPJ/2008/September/crohns.aspx
Genitourinary symptoms: patients may have ongoing
urethritis following resolution of an infection, or a history of
Chlamydia infection.19

Consider laboratory or imaging investigations
Testing CRP and HLA-B27 is appropriate for patients where there
is a strong suspicion of axial spondyloarthritis. In cases with less
certainty ordering CRP and HLA-B27 tests may not be helpful
as the results are non-specific. An elevated CRP is associated
with more aggressive disease and a worse prognosis.2
Radiographic imaging can detect changes consistent with
ankylosing spondylitis, however, patients without radiographic
changes may still have back pain due to early stage axial
spondyloarthritis.
The HLA-B27 gene is the strongest genetic risk factor
Testing for HLA-B27 can assist diagnosis and a negative HLAB27 may help rule out axial spondyloarthritis, but it is not a
definitive test. HLA-B27 risk alleles are relatively common in
the population; approximately 9% of New Zealand Europeans
and 6–7% of Māori have HLA-B27 risk alleles.22 People with the
HLA-B27 risk allele are approximately 60 times more likely to
develop ankylosing spondylitis.23 However, other genetic and
environmental factors play a role in the development of disease
as only 5% of people with risk alleles develop ankylosing
spondylitis.3 Therefore HLA-B27 testing should not be used to
screen asymptomatic people.
Radiographic imaging: to order or not to order?
Radiographic investigations can be reserved for patients
with back pain for three months or more, or who meet
criteria suggestive of axial spondyloarthritis.24 If radiological
investigations are indicated, initially request anterior-posterior
lumbar X-rays which include the sacroiliac joints.15
Best Practice Journal – Issue 76
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The benefits of X-rays include:
Changes in the spine or sacroiliac joints identified by
radiography are required for a definitive diagnosis
Radiography can demonstrate disease progression or
identify prognostic factors, e.g. hip arthritis is associated
with a poorer prognosis3
Factors which favour delaying or not requesting X-rays
include:15, 24
Early imaging, e.g. for back pain of six weeks or less, does
not improve patient outcomes or rates of diagnosis
Plain X-ray imaging cannot detect early disease
Management may not be influenced by radiography
as first-line treatments for all patients with axial
spondyloarthritis include exercise and NSAIDs
Radiographic changes are slowly progressive; imaging is
recommended at intervals of at least two years even in
patients with a definitive diagnosis

MRI is able to detect inflammatory changes in the axial
spine and sacroiliac joints at an earlier stage of disease than
plain X-ray. Consultation with a rheumatologist may be
appropriate for patients where there is clinical suspicion of
axial spondyloarthritis but no evidence of disease on X-ray.3

When should patients be referred to a
rheumatologist?
For patients where there is a strong suspicion of axial
spondyloarthritis, discussion with or referral to a rheumatologist
is recommended as most will benefit from specialist assessment.
After diagnosis, many of these patients can be managed in
primary care with first-line treatments.
Patients with radiographic changes and a high burden
of symptoms (see: “The BASFI and BASDAI scores”) may be
candidates for TNF inhibitor use (see: “Beyond NSAIDs”) and
should be reviewed by a rheumatologist.

Treatment of patients with
axial spondyloarthritis
Treatment of patients with axial spondyloarthritis aims to
improve quality of life and preserve spinal mobility by reducing
inflammation.
Patients who are recently diagnosed require education
and advice on living with spondyloarthritis, see: “Resources for
patients with axial spondyloarthritis”.

Assessing patients for inflammation and
impairment

dressing, their level of fatigue and any problems they have
sleeping. Driving can be an issue for patients with advanced
ankylosing spondylitis as fusion of the cervical spine makes
neck rotation difficult. The patient may need driving advice,
extra mirrors or a reversing camera.
A patient’s symptoms are the most reliable marker of
whether they have active disease. Symptoms can be assessed
and monitored using the Bath Ankylosing Spondylitis Disease
Activity Index (BASDAI) and Bath Ankylosing Spondylitis
Functional Index (BASFI) scores:6
The BASDAI score covers common features of pain
and discomfort experienced by patients with axial
spondyloarthritis. Special Authority criteria for TNF
inhibitor medicines requires this score.
The BASFI assesses patient impairment and monitors
disease progression
CRP levels are not elevated in all patients with axial
spondyloarthritis but are an additional marker for follow-up
visits for patients with previously elevated levels.

Smoking cessation, exercise and physiotherapy are
the cornerstones of treatment
Smoking is associated with an earlier age of onset of axial
spondyloarthritis, high levels of disease activity, functional
impairment and radiographic damage; smoking cessation
should be strongly recommended.25, 26 Some, but not all,
studies suggest smoking is associated with worse prognosis,
and current smoking has been reported to reduce the effect
of TNF inhibitor treatment.25, 26
For further information on smoking cessation, see: www.
bpac.org.nz/BPJ/2014/October/smoking-cessation.aspx
Encourage regular exercise
Regular exercise can improve pain, function and mood.27
Patients should be referred to a physiotherapist to improve
muscle relaxation, flexibility, strength, breathing and posture.28
Other treatment options include walking, swimming or poolbased exercises or non-exercise options such as massage
and the use of a spa pool.28 Encourage patients to attend
group-based classes as supervised group activity may be
more beneficial and result in greater adherence than exercises
conducted alone.27
Exercises should be tailored to the patient’s mobility and
flexibility. High impact exercises should be avoided as these
may exacerbate spinal pain and inflammation.28 Patients
with advanced ankylosing spondylitis are at increased risk of
spinal fractures due to changes in spine biomechanics. For
these patients the safety of exercise options becomes more
important.

Ask patients about their ability to carry out tasks such as
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NSAIDs can be added to non-pharmacological
approaches
NSAIDs produce modest improvements in axial
spondyloarthritis. In clinical trials patients rated measures of
pain, function and disease activity 9% to 22% lower after six
weeks of NSAID use, compared to placebo treatment, with
numbers-needed-to-treat (NNT) of 2 to 5.29
Naproxen has a long half-life and has not been
associated with increased cardiovascular risk, making it an
appropriate first choice NSAID, however, other NSAIDs may be
preferred by some rheumatologists.
Suitable NSAIDs and doses for patients with axial
spondyloarthritis include:30, 31
Naproxen, 500 – 1000 mg, daily
Diclofenac, 75 – 150 mg, daily
Ibuprofen, 1200 – 2400 mg, in daily divided doses, or
modified release tablets 1600 mg, as a single daily dose,
preferably in the evening
Ketoprofen, 100 – 200 mg daily

For patients with intermittent disease activity, NSAIDs can be
used as required, but continuous use is preferred for patients
with ongoing symptoms and disease activity, e.g. consistently
elevated CRP; preliminary evidence suggests continuous use
may reduce disease progression.27, 29
Recent studies suggest the incidence of upper
gastrointestinal bleeding is very low in patients with
spondyloarthritis, most likely because patients are young at
diagnosis and seldom have co-morbidities.29 For patients with
an increased risk of gastrointestinal adverse effects a selective
COX-2 inhibitor, such as celecoxib, 200–400 mg daily, or
etoricoxib, 90 mg daily, could be used or a non-selective NSAID
with a proton pump inhibitor.29 Selective COX-2 inhibitors are
unsubsidised.
Ask patients about any over-the-counter (OTC) pain
relief and herbal supplements they are using, especially OTC
NSAIDs.
For further information on prescribing NSAIDs, see: www.
bpac.org.nz/BPJ/2013/October/nsaids.aspx or www.nzf.org.
nz/nzf_5476

The BASDAI and BASFI scores6
The BASDAI consists of six questions. Patients score on
a scale of zero (none) to ten (very severe) their degree of
symptoms (with the exception of question 5b). Questions
5a and 5b assess two features of inflammatory back pain:
these responses are averaged before combining results for
the remaining questions:
1. How would you describe the overall level of fatigue
or tiredness (since the last visit)?
2. How would you describe the overall level of neck,
back or hip pain?
3. How would you describe the overall level of pain or
swelling in joints other than the neck, back or hips?
4. How would you describe the overall level of
discomfort from any areas tender to touch or
pressure?
5a. How would you describe the overall level of
morning stiffness from wakening?
5b. How long does morning stiffness last from
wakening? (Scored from 0 to 10, where 10 equals
two hours)
The overall BASDAI score equals the sum of questions 1–4,
plus the average of questions 5a and 5b, then dividing the
total by 5, resulting in a score from zero to ten. Patients with
scores ≥ 6 may be eligible for TNF inhibitor treatment.
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The BASFI scores on a zero to ten scale the difficulty
patients experience in daily activities and is routinely
used in secondary care.6 BASFI can also be used to
assess response to treatment. Zero is “easy” and ten is
“impossible”:
1. Putting on socks or tights without help or aids
2. Bending forward from the waist to pick up a pen
from the floor without an aid
3. Reaching up to a high shelf without help or aids
4. Getting up out of an armless chair without using
hands or any other help
5. Getting up off the floor from supine without help
6. Standing unsupported for ten minutes without
discomfort
7. Climbing 12 to 15 steps without using a handrail or
walking aid, with one foot at each step
8. Looking over shoulder without turning the body
9. Doing physically demanding activities, e.g. exercises,
gardening, sports
10. Doing a full day’s activities, whether at work or at
home
The overall BASFI score is calculated as the average of the
ten scores to give a value between 1 and 10.
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Beyond NSAIDs
Referral or consultation with a rheumatologist may be required
for patients who do not gain sufficient benefit from treatment
with NSAIDs, exercise and physiotherapy. Additional treatments
include:
Intra-articular corticosteroid injections which can assist
with localised peripheral joint inflammation, however, oral
corticosteroid treatment is not recommended.27
Disease-modifying anti-rheumatic drugs (DMARDs)
are not recommended for the treatment of axial symptoms in
patients with axial spondyloarthritis or ankylosing spondylitis,
due to a lack of efficacy. However, DMARDs such as sulfasalazine
may be considered for patients with ongoing peripheral
symptoms. Consider consulting with a rheumatologist to
assess whether initiation is warranted. Evidence supports the
use of sulfasalazine in the treatment of peripheral symptoms
over methotrexate.27
TNF inhibitors, adalimumab, etanercept and infliximab
can be effective for patients with more advanced disease.
These medicines are fully subsidised and must be initiated by a
rheumatologist; renewal applications can be made by a general
practitioner on recommendation from a rheumatologist.
Patients need to fulfil various application criteria, including
having:
Ankylosing spondylitis for at least six months’ duration
with radiographic evidence of disease
Back pain which is relieved by exercise but not rest
A BASDAI score of ≥ 6
Moderate to severe limitation of lumbar spine flexion or
chest expansion
Trialled two or more NSAIDs during a three month
exercise regimen supervised by a physiotherapist
In trials of TNF inhibitors approximately half of patients
achieved a clinical reduction in pain and improvement in
function and wellbeing after six months, with an NNT ranging
from 3 to 5. In addition, approximately one in five experienced
a partial remission, with an NNT of 3 to 11.32
General practitioners caring for patients taking TNF
inhibitors should be aware of the safety issues associated with
these medicines (see: “Special precautions for patients taking
TNF inhibitors” and Table 2).

Follow-up in primary care
Treatment success is based on improvements in the patient’s
pain, and mobility. Patients requiring follow-up are likely to fall
under one of two categories:
1. Patients with early disease who are being managed in
primary care
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2. Monitoring of patients managed in secondary care

Patients managed in primary care
Self-reporting questionnaires, e.g. BASDAI, BASFI, can be
used to track disease activity and patient wellbeing. There is
no benefit from routine radiographic imaging during followup. Monitoring of CRP levels can be an additional measure
of disease activity for patients with active symptoms and
previously elevated CRP levels.

Monitoring patients managed in secondary care
Patients managed in secondary care are more likely to have
advanced axial spondyloarthritis and meet criteria for diagnosis
of ankylosing spondylitis. Ankylosing spondylitis is associated
with an increased risk of complications, either due to the
disease itself or associated treatments.
Patients with ankylosing spondylitis have an increased
risk of osteoporosis and spinal fractures.27 Assessment of
osteoporosis should consist of bone densitometry (DEXA)
scans of the spine and hips, and an earlier age of testing may
be appropriate depending on disease severity.33 Management
of osteoporosis is the same as for other patients due to a lack
of trials in patients with both conditions to guide treatment
recommendations.27 Consultation with a rheumatologist is
recommended where there is clinical uncertainty.
Patients with ankolysing spondylitis have an increased
risk of cardiovascular disease, due in part to higher rates of
smoking , as well as decreased mobility and inflammation.34
It is recommended that patients with ankylosing spondylitis
undergo more frequent evaluation of cardiovascular risk, e.g.
every three years or more frequently for patients with greater
disease activity.34 Clinicians may also consider adopting a lower
threshold for initiation of cardiovascular risk management.34
Patients with ankylosing spondylitis have an approximate
two-fold increased risk of renal calculi, compared to the general
population.35
Consultation with a rheumatologist and obstetrician may
be appropriate if patients with ankylosing spondylitis become
pregnant. Patients with ankylosing spondylitis may have a
higher risk of preterm birth, small for gestational age babies
and emergency caesarean section delivery.36
Special precautions for patients taking TNF inhibitors
Patients taking TNF inhibitors are at increased risk of infection,
however, the overall risk of serious infection is low: a 2010 metaanalysis found that 257 patients would need to be treated for
six months for one extra serious infection to occur.37 Patients
with spondyloarthritis are less prone to infection than those
with rheumatoid arthritis, possibly because they are younger
and generally healthier.38 Table 2 provides precautions for
clinicians treating patients with TNF inhibitors.
Do not administer live attenuated vaccines in patients
www.bpac.org.nz

Table 2: Safety and monitoring of TNF inhibitor treatment.39, 40

Prior to initiation *

During treatment

Potential issue or complication

Clinicians

Patients

Activation of latent tuberculosis
(TB) infection

Test for TB prior to initiation

Avoid use during pregnancy

Exclude pregnancy. TNF
inhibitors should not be used
by females trying to conceive
and are not recommenced
until breastfeeding has
finished; consultation
with a rheumatologist and
obstetrician is recommended if
a patient becomes pregnant

Use adequate contraception
and inform clinicians if
planning a pregnancy or
immediately if pregnancy
occurs

Increased risk of infection

Have a lower threshold for
initiating antibiotics.

Have increased attention to
food hygiene, and avoid foods
containing unpasteurised milk,
uncooked eggs or raw meat.

–

Notify and consult with the
initiating clinician if a severe
infection occurs. Treatment may Inform health professionals
need to be withdrawn until the before major surgery about
infection has resolved.
TNF inhibitor use. Withholding
treatment for one to two doses
may reduce infection risk.
Possible increased risk of
malignancy

Have a low threshold for
investigating suspicious skin
lesions for possible melanoma
or non-melanoma skin cancers

Be “sun smart”

* TNF inhibitors are initiated by a rheumatologist and some tests may be conducted in secondary care

taking TNF inhibitors; other forms of vaccination may continue.
If possible, vaccinate against influenza and pneumonia prior to
starting treatment.39, 40
Common adverse effects experienced by patients taking
TNF inhibitors include injection site reactions in 20–30% of
patients which usually subside within 24 hours, and chills and
nausea following a dose.39
Monitoring for adverse effects is conducted three months
after initiating TNF inhibitor treatment, and every six months
thereafter, including:41
Full blood count
Creatinine and electrolytes
Liver function tests
Some patients develop anti-TNF inhibitor antibodies which
reduce the efficacy of these medicines. Patients who fail to
respond or have worsening symptoms during treatment may
benefit from switching to a different TNF inhibitor.
www.bpac.org.nz

For further information on TNF inhibitors, see: www.bpac.
org.nz/BPJ/2013/December/biologic.aspx
For further information for patients using TNF inhibitors,
see: www.rheumatology.org/I-Am-A/Patient-Caregiver/
Treatments/Anti-TNF

Prognosis
The progression of axial spondyloarthritis is highly variable
and complete spinal fusion is not inevitable. The majority
of patients are likely to spend many years in early stages of
disease with varying degrees of pain and impairment. During
this time patients may benefit from treatment even if they do
not meet the diagnostic criteria for ankylosing spondylitis.
Untreated, patients with ankylosing spondylitis are less likely
to be able to work and more likely to have disabling pain and
depression.
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Resources for patients with axial
spondyloarthritis:
Information about ankylosing spondylitis and axial
spondyloarthritis:
www.arthritis.org.nz/campaign/
www.rheumatology.org/I-Am-A/Patient-Caregiver/
Diseases-Conditions/Spondyloarthritis
www.arthritisresearchuk.org/arthritis-information/
conditions/ankylosing-spondylitis.aspx
Advice and guidance on appropriate exercises:
http://nass.co.uk/exercise/
NZF patient information leaflets on NSAIDs:
Naproxen: www.mymedicines.nz/home/sheet/
Naproxen
Ibuprofen: www.mymedicines.nz/home/sheet/
Ibuprofen
Diclofenac: www.mymedicines.nz/home/sheet/
Diclofenac
Advice for patients using TNF inhibitors:
www.rheumatology.org/I-Am-A/Patient-Caregiver/
Treatments/Anti-TNF
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