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Comment on: Is axial psoriatic arthritis distinct
from ankylosing spondylitis with and without
concomitant psoriasis?

Dear SIR, We read with interest the article by Feld et al.,

who report a retrospective analysis of 2069 patients from

two real life, prospective parallel cohorts of AS and axial

PsA (axPsA) attending the same tertiary centre in Canada

[1]. The authors address an important question of signifi-

cant clinical relevance, namely the characterization of

axial SpA (axSpA) and axPsA and whether these may

represent two distinct clinical entities with overlapping

features rather than the same disease entity. The under-

standing, evaluation and timely therapy of axPsA indeed

represents an area of unmet need in the study of SpA

and poses many clinical challenges in real life where

patients with psoriasis and back pain, in the absence of

peripheral joint swelling, struggle to get access to appro-

priate treatment due to the lack of diagnostic criteria or

even a consensus definition on what constitutes axPsA.

Axial involvement including sacroiliitis can occur in

many musculoskeletal disorders, although it was its

higher prevalence and distinct clinical presentation in

PsA that led Moll and Wright to incorporate it as one of

the main clinical sub-types of PsA [2]. The real preva-

lence of axial involvement in PsA, however, remains un-

clear, with reports varying from 25 to 70% [3], which

reflects the methodological issues with the different

studies and the lack of a standardized definition. Feld

et al. [1] report an overall prevalence of 36% (477/1303)

of axPsA in their overall PsA cohort, based on fulfilment

of radiographic criteria for sacroiliitis (at least bilateral

grade 2 or unilateral grade 3 or 4) not only at baseline,

but at any point over the follow-up period with no re-

quirement of reported back pain. Indeed, their study is

the first longitudinal description of axPsA followed up for

over a decade. Importantly, they also describe a con-

temporary AS cohort of which 12% (91/766) had con-

comitant psoriasis. However, by choosing to define

axPsA based on the presence of radiographic sacroiliitis

(bilateral grade 2 or unilateral grade 3 or 4) the authors

may have missed those cases with isolated spondylitis

including cervical spine involvement, estimated to be

35% [4], and who may never develop sacroiliac joint in-

volvement, those presenting with milder asymmetrical or

unilateral sacroiliitis [5] not fulfilling the specified radio-

graphic criteria, or those without any radiographic find-

ings that could have been identified by MRI.

One observation from the study is the low prevalence

of back pain as found in only 21% of axPsA subjects

with radiographic disease. This finding supports previ-

ous reports suggesting that axPsA may be more asymp-

tomatic than axSpA [4, 6]. When looking at the

radiographs of these patients, Feld et al. found milder

grades of sacroiliitis in axPsA compared with the AS

group. These results are consistent with a previous re-

port from our group showing that patients with axPsA

had significantly less inflammation than those with

axSpA when assessed by MRI [7]. However, when divid-

ing our study cohort according to HLA-B27 status a

clear difference was seen, with more inflammation found

in the HLA-B27 positive axPsA patients, which was

comparable to the axSpA group [7]. In accordance with

other studies and real-life experience, Feld et al. report

that 80% of their axPsA cohort were HLA-B27 negative.

They also observe that the subset of patients in their AS

cohort who had concomitant psoriasis (12%) were more

likely to be HLA-B27 positive, had higher BASMI and

worse sacroiliitis. However, they do not report on their

axPsA subset who are HLA-B27 positive (19%) and who

may be closer to the axSpA phenotype. Indeed, al-

though this represents a specific, less frequent subtype

of axPsA, it closely resembles axSpA with or without

psoriasis. This may be supported by genetic studies

where HLA-B*0801 is found to be significantly associ-

ated with asymmetrical sacroiliitis, typical of axPsA,

while HLA-B*2705 in psoriasis subjects is associated

with symmetrical sacroiliitis, resembling axSpA [8].

In conclusion, the study by the Toronto group adds to

the body of evidence that characterizes axial involve-

ment in PsA and outlines clear differences between the

clinical presentation of axPsA and axSpA with or without

psoriasis over time. However, there are important limita-

tions such as the retrospective nature of the report and

the fact that the axPsA population included was solely

based on those with established radiographic sacroiliitis,

which may have introduced bias by not encompassing

an estimated extra one-third of cases that may present

with isolated spondylitis and may never develop sacroi-

liitis, as well as patients that might only show mild

changes on pelvic radiograph but significant lesions

when assessed by MRI. The question remains as to

whether there are indeed two distinct phenotypes of

axPsA and in particular whether the axPsA phenotype

that is HLA-B27-determined is equivalent to that of

axSpA with skin psoriasis. Further longitudinal studies

with robust imaging and immune-genotype characteriza-

tion are needed to define PsA with predominant axial

involvement.
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