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ABSTRACT
Background Within the spectrum of spondyloarthritides, 
axial spondyloarthritis (axSpA) and psoriatic arthritis (PsA) 
present with overlapping features. Axial involvement in 
PsA (axial PsA) is treated according to recommendations 
for axSpA, as specific studies in axial PsA are scarce. 
We compared characteristics of patients with axSpA 
(particularly of patients with axSpA and concomitant 
psoriasis (pso)) with those of patients with axial PsA.
Methods Patients with axSpA and PsA in the Swiss 
Clinical Quality Management (SCQM) registry were 
included if information on pso and axial involvement was 
available. Patients with AxSpA were stratified by axSpA 
with and without pso (axSpA±pso) and patients with PsA 
were stratified to axial PsA or strictly peripheral PsA.
Results Previous or current psoriasis was observed in 
479/4489 patients with axSpA (10.7%). Of 2631 patients 
with PsA, 1153 (43.8%) presented with axial involvement 
(opinion of the treating rheumatologist). Compared with 
patients with axSpA+pso, patients with axial PsA were 
older at symptom onset and at inclusion in SCQM, were 
less frequently HLA- B27 positive, had back pain less 
frequently and a higher prevalence of dactylitis and 
peripheral arthritis. A positive family history of pso or PsA 
was more frequent in axial PsA, while a positive family 
history of axSpA was more frequent in patients with 
axSpA+pso. Disease activity, function and mobility were 
comparable in axSpA+pso versus axial PsA.
Conclusion Patients with axial PsA differ from patients 
with axSpA+pso in important demographic and clinical 
characteristics, and genetically, but present with a 
comparable disease burden. Treatment studies specifically 
dedicated to axial PsA seem warranted.

INTRODUCTION
The spectrum of spondyloarthritides (SpA) 
encompasses a group of overlapping inflam-
matory rheumatic diseases: ankylosing spon-
dylitis (extended to axial spondyloarthritis 
(axSpA) to include earlier and milder disease 
forms), psoriatic arthritis (PsA), enteropathic 

SpA and reactive arthritis.1 These disorders 
feature common musculoskeletal manifesta-
tions to differing degrees and with different 
emphases (inflammatory axial involvement at 
the level of the sacroiliac joints and the spine, 
proximal or peripheral arthritis, enthesitis 
and dactylitis). The diseases also share some 
extramusculoskeletal manifestations (EMM): 
uveitis, psoriasis and inflammatory bowel 
disease (IBD). The overlapping nature of 
the diseases within the SpA spectrum led to 
the development of classification criteria by 
the Assessment of SpondyloArthritis interna-
tional Society (ASAS), which mainly differ-
entiates between predominantly axial and 
predominantly peripheral manifestations.2 3 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ There is a substantial overlap in manifestations 
between axial spondyloarthritis (axSpA) and pso-
riatic arthritis (PsA) as part of the spectrum of the 
spondyloarthritides.

 ⇒ Patients with PsA and axial involvement (axial PsA) 
are treated according to the recommendations for 
axSpA.

WHAT THIS STUDY ADDS
 ⇒ Patients with axSpA and concomitant psoriasis dif-
fer substantially from those with axial PsA regarding 
genetics, demographics and clinical phenotype.

 ⇒ The differences persisted in HLA- B27 positive 
individuals.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ The findings suggest that axSpA and axial PsA might 
be distinct entities.

 ⇒ Treatment studies specifically dedicated to axial PsA 
need to be conducted as soon as a consensus is 
found on the definition of axial involvement in PsA.
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A patient with inflammatory axial involvement and psori-
asis can be classified as having axSpA through the ASAS 
classification criteria2 or having PsA according to the 
ClASsification for Psoriatic ARthritis (CASPAR) criteria.4 
The terminology used to describe axial involvement in 
PsA has been diverse: psoriatic spondylitis, psoriatic SpA 
and axial PsA, among others.5–7 Moreover, there is no 
consensus on a definition of axial involvement in PsA.8 
Whether axSpA and axial PsA represent the same or 
different disorders remains controversial.9 The sugges-
tion that, in contrast to axSpA, axial PsA might respond 
to treatment with interleukin- 23 inhibitors (IL- 23i) 
has brought the issue into the spotlight.10 11 Awaiting a 
consensus on the definition of axial PsA,8 we compared 
the phenotype of patients with axial PsA versus axSpA 
in two different cohorts within a large national observa-
tional registry of patients with inflammatory rheumatic 
diseases (axSpA and PsA cohorts, respectively).

METHODS
Study population
The Swiss Clinical Quality Management (SCQM) Foun-
dation initiated an ongoing cohort of patients diagnosed 
as having axSpA in 2005 and a parallel cohort of patients 
diagnosed as having PsA in 2006.12 13 The primary aim of 
the registry is to provide direct feedback to the treating 
rheumatologist in private practice or a non- academic 
or academic institution on validated disease measures 
and assist with treating the respective disease to target. 
Criteria for inclusion in SCQM are a clinical diagnosis by 
the rheumatologist for the respective disease, informed 
consent for participation and ability to fill out question-
naires in one of the official Swiss languages (German, 
French or Italian). The individual items of the ASAS 
classification criteria are collected for the axSpA cohort 
and the items of the CASPAR classification criteria are 
collected for the PsA cohort.2 4 The study represents a 
cross- sectional comparison of the two ongoing cohorts at 
the time- point of inclusion of each patient into the SCQM 
registry. Prior to 2006, the rheumatologists had no choice 
to include patients with inflammatory axial disease and 
concomitant psoriasis in either the axSpA cohort or the 
PsA cohort. Therefore, inclusions were only considered 
after initiation of the PsA cohort in January 2006 and 
up to the end of February 2023. Moreover, we excluded 
patients with missing data on the presence of psoriasis 
or axial involvement from the primary analyses. These 
patients were added to the comparison of the two cohorts 
in a sensitivity analysis. Assessment of patients with axSpA 
was performed according to the recommendations of 
ASAS.14 Data on the Bath Ankylosing Spondylitis Disease 
Activity, Functional and Mobility Indices (BASDAI, BASFI 
and BASMI, respectively) as well as the Patient Assessment 
of Global Disease Activity were available for two- thirds of 
the axSpA population but only in a minority of patients 
with PsA, as this information was only collected in the PsA 
cohort from 2021. Information on the Physician Global 

Assessment of Disease Activity, Short- Form 12 questions 
(SF- 12) and the European Quality of Life with 5 dimen-
sions questionnaire (EQ- 5D) was collected since cohort 
initiation and was available in a comparable proportion 
of patients in both cohorts, as was information on C reac-
tive protein (CRP) levels and human leucocyte antigen 
B27 (HLA- B27). Peripheral disease was assessed with 
regard to the previous or current presence of periph-
eral arthritis, previous or current presence of enthesitis 
(Maastricht Ankylosing Spondylitis Enthesitis Score 
(MASES), and ever dactylitis. While the 44- joint count 
was used in axSpA and the 66/68- joint count in PsA, the 
former was used for comparative analyses of both cohorts. 
The MASES score used was modified to include the prox-
imal insertion of the plantar fasciae bilaterally. EMMs 
included the presence of ever uveitis, ever IBD and ever 
psoriasis, with information on current psoriatic involve-
ment of skin and nails available only in the PsA cohort. 
Missing characteristics at the time- point of inclusion were 
mapped from visits closest to inclusion if within a range 
of 100 days (only 10 days for disease activity variables). 
Family history and information on HLA- B27 status were 
mapped from any visit. Medication start and stop dates 
were available for all conventional- synthetic, targeted- 
synthetic or biological disease- modifying antirheumatic 
drugs (cs/ts/bDMARDs). Specific data were available for 
tumour necrosis factor inhibitors (TNFi), interleukin- 17 
inhibitors (IL- 17i), interleukin- 23 inhibitors (IL- 23i), 
Janus kinase inhibitors (JAKi) and phosphodiesterase- 4 
inhibitors. Data on nonsteroidal anti- inflammatory drugs 
(NSAIDs) were collected as yes/no. Written informed 
consent was obtained from all patients prior to inclusion 
into SCQM.

Definition of axial involvement in the PsA cohort
Axial involvement was considered in the PsA cohort if the 
following question in the rheumatologist’s questionnaire 
was answered with yes: ‘Does your patient currently have 
or has he/she ever had axial involvement?’ Additional 
information on axial involvement was derived from 
the manifestations tab, where the treating rheumatolo-
gist can indicate the presence of sacroiliitis and spinal 
involvement separately as either clinically and/or radio-
graphically and/or by MRI. The grade or the symmetry 
of sacroiliitis and the exact features of spinal involvement 
on X- rays (eg, typical syndesmophytes vs coarse non- 
marginal syndesmophytes) are not collected.15 When the 
respective imaging item is not reported, differentiation 
between ‘imaging negative’ or ‘imaging not performed’ 
is not possible. Data on back pain for at least 3 months 
and of IBP were collected independently of the question 
on axial involvement of SpA. However, the questionnaire 
did not include information regarding the localisation 
of back pain (cervical, thoracic or lumbar). Pelvis radi-
ographs were collected in the axSpA cohort, but not in 
the PsA cohort. Central scoring of the sacroiliac joints 
according to the modified New York classification criteria 
performed at regular intervals as a service to the treating 
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rheumatologist was, therefore, only available in the 
axSpA population in patients with radiographs sent to 
SCQM or uploaded to the online database.

Statistical analyses
R statistical software was used for the statistical analyses. 
Patient characteristics were compared using the Fisher’s 
exact test for categorical variables and the Kruskal test 
for continuous variables. All tests were two- sided with the 
significance level set at 0.05.

RESULTS
Comparison of the two SCQM cohorts (axSpA vs PsA)
Patient disposition in the SCQM cohort is displayed in 
figure 1. From 8815 patients (5812 axSpA and 3003 PsA) 
recruited into SCQM, 604 patients with axSpA and 232 
patients with PsA were excluded, as their inclusion visit 
predated the initiation of the PsA cohort. Comparison of 
baseline characteristics at the time- point of recruitment 
into SCQM of the remaining 5208 patients with axSpA 
and 2771 patients with PsA is shown in table 1. The 
proportion of women was higher and patients were older 
in PsA compared with axSpA. Axial symptoms, enthesitis, 
uveitis and IBD were more frequent in axSpA, while 
peripheral arthritis and dactylitis were more prevalent 
in PsA. Patient and physician global disease activity levels 
were higher in axSpA, paralleling a worse generic health 
status as assessed by the mental and the physical compo-
nent summary scores of the SF- 12 questionnaire, as well as 
a more impaired health- related quality of life. Regarding 

medication, a higher proportion of patients with axSpA 
were on treatment with NSAIDs and with TNFi, while 
more patients with PsA were treated with IL- 17i, IL- 23i 
and tsDMARDs. In light of the higher percentage of 
patients with a history of peripheral arthritis in the PsA 
cohort, more patients were on treatment with csDMARDs 
in this group, compared with patients with axSpA. Similar 
results were found for the comparison of the two cohorts 
when only patients with available information on the 
presence or history of psoriasis and of axial involvement 
were considered (N=4489 for axSpA and N=2631 for PsA; 
table 1). The proportion of patients fulfilling the respec-
tive classification criteria was 75% for axSpA (ASAS) and 
87% for PsA (CASPAR).

Comparison of patients with axSpA with and without 
psoriasis
The proportion of patients with a history of or current 
psoriasis in the axSpA cohort was 11%. Comparison of 
characteristics of patients with axSpA without psori-
asis (N=4010) and patients with axSpA with psoriasis 
(axSpA+pso) are shown in detail in tables 2–5. While 
sex distribution was comparable between the two 
groups, HLA- B27 positivity was less prevalent in patients 
with psoriasis, leading to a slightly lower proportion 
of patients fulfilling the ASAS classification criteria in 
this group. Patients with AxSpA+pso were older and 
had longer symptom duration, despite a later onset of 
symptoms in comparison to patients without psoriasis 
(table 2). No differences between the groups could 

Figure 1 Disposition of patients in the axSpA and PsA SCQM cohorts, particularly with regard to axial and psoriatic 
involvement. axSpA, axial spondyloarthritis; PsA, psoriatic arthritis; SCQM, Swiss Clinical Quality Management.
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be observed for axial involvement and uveitis, while 
a higher proportion of patients with axSpA+pso had 
peripheral musculoskeletal manifestations (table 3). 
Disease activity was higher, and function as well as spinal 
mobility was more severely impaired in patients with 
axSpA+pso (table 4). More patients in the axSpA+pso 
group were already treated with csDMARDs at inclusion, 
reflecting the higher prevalence of peripheral arthritis 
in this group (table 5).

Patients with AxSpA with psoriasis versus axial PsA
Comparison of the axSpA+pso group (N=479) versus the 
axial PsA group (N=1153) is also shown in tables 2–5. The 
axial PsA group in SCQM is characterised by an older age 
at first symptoms, older age at inclusion, shorter diag-
nostic delay and shorter symptom duration, as well as 
by a significantly lower prevalence of HLA- B27 positivity 
(22% vs 55.4% in axSpA+pso, p<0.001; table 2). Signifi-
cant differences between the two populations were also 
observed for the family history of axSpA, PsA and psori-
asis, respectively (table 2). Body mass index as well as 
the prevalence of obesity was higher in axSpA+pso than 
in axial PsA. The following differences regarding axial 
involvement were detected: the proportion of patients 
with back pain ≥3 months, with IBP, as well as with ever 
sacroiliitis was significantly lower in axial PsA (table 3). 
Differences were also identified regarding peripheral 
musculoskeletal involvement: 43% vs 18% ever dactylitis, 
87% vs 58% ever peripheral arthritis, for axial PsA vs 
axSpA+pso, respectively (table 3). In contrast, we did 
not detect differences in enthesitis between the two 
groups. Regarding disease activity assessments, physician 
global disease activity and the height of CRP elevation 
were comparable between the two groups, as were the 
parameters developed for axSpA (BASDAI and ASDAS), 
the latter being, however, only available in a minority of 
patients with axial PsA (table 4). Differences in the phar-
macological treatment of the two groups reflected the 
respective differences in musculoskeletal involvement, 
with NSAIDs being more frequently used in axSpA+pso, 
while csDMARDs and steroids being more frequently 
used in axial PsA (table 5).

To investigate whether the differences in phenotype 
between axSpA+pso and axial PsA might be due to the 
distinct prevalence of HLA- B27 positivity, we compared 
the two groups after stratification for HLA- B27 (table 6). 
In HLA- B27- positive patients, as well as in HLA- B27- 
negative patients, differences between axSpA+pso and 
axial PsA persisted and encompassed a later onset of 
symptoms, an older age, a less important axial and a more 
frequent peripheral involvement in axial PsA (table 6). 
Against an HLA- B27 background, a positive family 
history of psoriasis was found in only 17% of patients with 
axSpA+pso vs 32% of patients with axial PsA (p=0.003). 
A family history of axSpA was more often mentioned in 
axSpA+pso and a family history of PsA was more often 
found in axial PsA than vice versa (table 6).

Axial versus peripheral PsA
Finally, we compared patients with axial versus strictly 
peripheral disease in the PsA cohort (N=1153 and 
N=1478, respectively, tables 2–5). Fulfilment of CASPAR 
classification criteria (88% vs 86%, p=0.15) and sex distri-
bution (female sex: 51% vs 48%, p=0.20) were compa-
rable between the two groups (table 2). Back pain of at 
least 3 months duration was found in 12% of patients 
with peripheral PsA, indicating that the rheumatologists 
had interpreted the back pain as not due to PsA in this 
group (table 3). Only a minority of patients in this group 
complained of IBP (2.6%). The majority of patients 
with peripheral PsA had a history of peripheral arthritis 
(96%) and 84% had current arthritis with a higher mean 
number of swollen joints compared with patients with 
axial PsA. Enthesitis was, however, less prevalent and the 
MASES lower in peripheral than in axial PsA (table 3).

DISCUSSION
Our analysis of 4489 patients with axSpA and 1153 
patients with axial PsA from a large national observa-
tional registry adds important data to earlier investiga-
tions to support the notion of two distinct entities.16–19 
Differences in inclusion criteria between the studies 
should be highlighted. In an analysis from Bath featuring 
400 cases axSpA and PsA, only patients with radiographic 
disease were included.16 Moreover, ankylosing spondylitis 
patients with psoriasis and patients with axial PsA were 
pooled together. Feld et al presented 1243 cases with 
axSpA and axial PsA identified by definite radiographic 
sacroiliitis from separate AS and PsA Clinics in Toronto.17 
The study from Madrid, by Benavent et al, included 352 
cases of patients with axSpA and axial PsA, encompassing 
both the non- radiographic and the radiographic spec-
trum, but initiating treatment with bDMARDs.18 Our anal-
ysis had a design comparable with the recent study from 
the German RABBIT- SpA registry of 1787 patients with 
axSpA and axial PsA.19 Patients were diagnosed as having 
either axSpA or PsA by their treating rheumatologist and 
were included in the respective cohorts based on clinical 
grounds and imaging. Both our study and the study by 
Regierer et al focused on patients with axSpA+pso versus 
patients with axial PsA.19 We have chosen the expert 
opinion of the treating rheumatologist based on all data 
available to define axial involvement in axial PsA, which 
was summarised by his/her confirmation that the patient 
with PsA had axial involvement. Additional validation 
of the definition came from information on sacroiliac 
joint or spinal involvement clinically or on imaging. The 
proportion of patients with PsA fulfilling the CASPAR 
classification criteria4 was comparable in axial versus 
peripheral PsA.

In contrast to patients with axSpA+pso, patients with axial 
PsA have a significantly later symptom onset, a lower preva-
lence of back pain and sacroiliitis and a significantly higher 
prevalence of peripheral arthritis and dactylitis, but not 
enthesitis. Regarding the EMM, uveitis and IBD were more 
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frequently seen in axSpA+Pso than in axial PsA. In general, 
we confirm the differences between axial PsA and axSpA with 
concomitant psoriasis found in earlier studies.17 19 Some of 
the mentioned differences are known to be associated with 
the presence of HLA- B27 positivity,20 21 which was lower in 
axial PsA. However, HLA- B27 status did not fully explain the 
differences between patients with axSpA+pso and patients 
with axial PsA, as the amplitude of the differences remained 
after stratification for this genetic marker. However, HLA- B27 
status might influence the radiographic phenotype in axial 
involvement of both axSpA and axial PsA, as demonstrated 
in a recent study.22 Indeed, HLA- B27 positive patients had—
in contrast to HLA- B27 negative patients—more severe 
radiographic damage, more marginal syndesmophytes and 
more frequent symmetrical syndesmophytes in a recent anal-
ysis. As radiographs of the axial skeleton were not collected 
in the PsA cohort in SCQM, we could not address this issue.

Might circular reasoning explain the clinical differences 
between the two entities, as the decision to include a patient 
with axial involvement in either the axSpA or the PsA 
cohort might be influenced by age or additional peripheral 
features? Although this issue might partly be valid, some 
important findings point to additional genetic differences 
between axSpA+Pso and axial PsA, besides HLA- B27. First, 
the proportion of patients with a positive family history of 
axSpA on the one hand and the proportion of those with a 
positive family history of PsA and psoriasis on the other hand 
differed significantly between the two disorders, even in HLA- 
B27 positive individuals. Second, the presence of obesity was 
significantly higher in axial PsA than in axSpA+pso. A large- 
scale cross- trait genetic correlation analysis of psoriasis with 
multiple diseases has recently shown a significant association 
of psoriasis with obesity.23 Taken together, these findings 
might indicate differences in underlying genetic correlations 
between axSpA and PsA.

Strengths of our analysis include the large number of 
patients with axSpA+pso and axial PsA across the whole 
spectrum of radiographic involvement recruited in a real- 
life observational registry by rheumatologists from private 
practices and secondary and tertiary institutions.24 Patients 
in both cohorts were assessed according to comparable 
protocols by the same rheumatologists. We also acknowl-
edge important limitations. There is no validated definition 
of axial PsA and we have chosen the expert opinion of the 
treating rheumatologist with regard to axial involvement. 
Additional information was available regarding back pain of 
at least 3 months duration, IBP as well as the imaging results 
that might have influenced the decision. Bath Indices for 
disease activity and severity of axial involvement were only 
available for a minority of patients in the PsA cohort. Imaging 
data were not collected to confirm the pattern of X- ray and 
MRI involvement indicated by the rheumatologist and/or to 
indicate alternative reasons for back pain (eg, degenerative 
changes).

In conclusion, we confirm demographic, clinical and 
genetic differences between axSpA and axial PsA, even 
when axSpA with concomitant psoriasis is used for the 
comparison.P
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