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KAwikn Mepumtwon
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KAwvikn E€€toon

Owdnua mrépvac.
Enwduvn evtomiopévn miieon otnv €kbuon Tou axiAAelou TEvovTal.

MNepldbepikn apBpitdba (-)

E¢avOnuata (-)

XwpLc evaloBnoia oTLC LEpoAayOVIEC 0PBPWOELC.
FABER test: (-), Schober 5 cm

Aoutd cvotnpata: K.¢d



Epyoaotnplaka Evpnupata

* CRP:1mg/L
* TKE:12 mm/h



Aladpopikn Altayvwon
unxavikn tevovronaBela (Overuse Injury)

nopapopdwon Haglund
omttoBormtepvikn BuAakitda (retrocalcaneal bursitis)

bAsypovwdnc evbeconabdela
opoapvNntikn ormovéuloapBpitida
Jwplaotkn apbpitida
avtidpaotikn ApBpitida
pevpatosldnc ApBpitida

vooog Sever (anoduoitida tepvag) (oe madia ko eprifoug)

EkduAlotikr) EvBeoomnaBela (Osteoarthritic Enthesopathy)

MetafoAwa i Evéokpvikd Noonpuata (Oupikni apBpitida, Stapfntikn evbecomndbeia)
Yapkoeidwon

Qappaka (Klvoloveg)
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ASAS-perSPA Study

Peripheral musculoskeletal manifestations with regard to the diagnosis

181~
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QD

axSpA n=2719 pSpA n=433 PsA n=1033 ReA + |IBD-SpA n=168 Juv~SpA + others
n=112
m Midfoot arthritis = Root joints involvement mPeripheral joint disease mEnthesitis m Dactylitis

Figure 2 Prevalence of peripheral musculoskeletal manifestations in the past with regard to the diagnosis. axSpA, axial

* 15% twv acBsvwv pe evBeaitida Ba SltayvwaoBouv teAkd pe AXSpA cupdwva pe ta ASAS
KpLtrpla (mapatetapevn, apdotepOmAeupn HE uTtonyxoyEvela kal Doppler signal)

* 15% twv acBevwv pe AXSpA €xouv uTtokALVIKA evOeoitda

(ouoxetion pe umokeipevn dopkn BAABN)

Lépez-Medina C, et al. RMD Open 2021
Ulucakoy, et al. Int J Rheum Dis. 2022;25:692-698



The CORONNA registry
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Figure 1. Distribution of enthesitis sites among patients with axial spondyloarthritis. “Percentages listed are a total of the left and right affected
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Figure 1. Prevalence of enthesitis by individual enthesitis site among patients with enthesitis (N = 391). * Percentages listed are a rotal of the left and right

Mease et al. ACR Open Rheumatology 2020:2;449-456
Mease, et al. The Journal of Rheumatology 2021:48:367-75



Epyootnplaka Evprupata |l

* RF: apvntiko, Anti-CCP: apvntiko

* ANA: apvnTKO
 HLA-B27: Betwkod



EULAR recommendations for the use of imaging in
the diagnosis and management of spondyloarthritis
In clinical practice

Table 1 EULAR recommendations for the use of imaging in the diagnosis and management of spondyloarthritis in clinical practice

SOR LOE

Axial SpA: diagnosis 9.5 (9.2-9.8)
A. In general, conventional radiography of the Sl joints is recommended as the first imaging method to diagnose sacroiliitis as part of axial SpA.

In certain cases, such as young patients and those with short symptom duration, MRI of the SI joints is an alternative first imaging method.

B. If the diagnosis of axial SpA cannot be established based on clinical features and conventional radiography, and axial SpA is still suspected,

MRI of the SI joints is recommended. On MRI, both active inflammatory lesions (primarily bone marrow oedema) and structural lesions (such as

bone erosion, new bone formation, sclerosis and fat infiltration) should be considered. MRI of the spine is not generally recommended to

diagnose axial SpA.

C. Imaging modalities, other than conventional radiography and MRI are generally not recommended in the diagnosis of axial SpA*.

2 Peripheral SpA: diagnosis 9.4 (9.0-9.8) 1N
When peripheral SpA is suspected, US or MRI may be used to detect peripheral enthesitis, which may support the diagnosis of SpA.
\ Furthermore, US or MRI might be used to detect peripheral arthritis, tenosynovitis and bursitis. )
3 Axial SpA: monitoring activity 92 (8.8-9.6) Ib

MRI of the SI joints and/or the spine may be used to assess and monitor disease activity in axial SpA, providing additional information on top of
clinical and biochemical assessments. The decision on when to repeat MRI depends on the dinical circumstances. In general, STIR sequences are
sufficient to detect inflammation and the use of contrast medium is not needed.

4 Axial SpA: monitoring structural changes 93(8.8-98) |Ib
Conventional radiography of the Sl joints and/or spine may be used for long-term monitoring of structural damage, particularly new bone
formation, in axial SpA. If performed, it should not be repeated more frequently than every second year. MRI may provide additional
information.

5  Peripheral SpA: monitoring activity 93(8.9-97) Ib
US and MRI may be used to monitor disease activity (particularly synovitis and enthesitis) in peripheral SpA, providing additional information on

top of clinical and biochemical assessments. The decision on when to repeat US/MRI depends on the clinical circumstances. US with
high-frequency colour or power Doppler is sufficient to detect inflammation and the use of US contrast medium is not needed.

Mandl P, et al. Ann Rheum Dis 2015;74:1327-1339



ATtELKOVIOTLKO Evpnpata

* Ro akpou rmodog, Aekavnc-loxiwv: K.¢

« MRl axt\eiou Tévovta: OGTLKO oldnpa oto onpeio Ekpuonc Tou
TEVOVTA, OulakLtda, maxuvon tevovta, (Ukpr ootikn StaBpwon?).
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ORIGINAL ARTICLE

Ultrasonography assessment of heel entheses in patients
with spondyloarthritis: a comparative study with magnetic
resonance imaging and conventional radiography

Rodrigo Aguila Maldonado' + Santiago Ruta? - Maria Laura Valuntas® «
Mercedes Garcia'

high overall agreement between US and MRI for all abnormal comparable findings at entheseal
level

Table 1 Agreement between

ultrasound (US) and magnetic Thickening us k (95% CI) = 0.80 (0.65-0.95); absolute agreement = 91.8%
resonance imaging (MRI) Absence  Presence
MRI Absence 108 4
Presence 9 39
Structural changes® us k (95% CI) = 0.66 (0.50-0.81); absolute agreement = 90.5%
Absence Presence
MRI Absence 123 7
Presence 9 21
Bursitis us k (95% CI) = 0.69 (0.48-0.9); absolute agreement = 92.5%
Absence  Presence
MRI Absence 66 0
Presence 6 8
Bone erosions us k(95% CI) = 0.70 (0.55-0.85);
Absence  Presence Absolute agreement = 87.5%
MRI Absence 103 10
Presence 10 37
Enthesophytes us k (95% CI) = 0.70 (0.55-0.86);
Absence  Presence Absolute agreement = 86.9%
MRI Absence 96 10
Presence 11 43

k unweighted kappa value
* Structural changes were considered as hypoechoic areas with loss of the typical “fibrillar™ echotexture by US
and as focal signal intensity changes by MRI



Table 1. New OMERACT definitions of US-detected pathologies.

] Annals of the Rheumatic Diseases

e L
ELSEVIER Type Description
Volume 83, Issue 7, July 2024, Pages 847-857

Synovitis Presence of a hypoechoic synovial hypertrophy regardless of the presence of effusion
o o amo do o & T o o Qi 1

Spondyloarthritis

Power Doppler signal at the enthesis and
bone erosions are the most discriminative Tenosynovitis  \ e koassmatasbaie o oot 18 sign of struct damage. - -
OMERACT UltraSOUHd IESiOI]S fOl' SpA widening, which can be related both to the presence of tenosynovial abnormal fluid

and/or hypertrophy. Doppler signal can be considered if seen in 2 perpendicular
planes, within the peritendinous synovial sheath, excluding normal feeding vessels
(i.e., vessels at the mesotenon or vinculae or vessels entering the synovial sheath
from surrounding tissues). Doppler mode should be used only if the tendon shows
peritendinous synovial sheath widening on B mode.

Enthesitis

20 ce ntres Tendon damage Internal and/or peripheral focal tendon defect (i.e., absence of fibers) in the region
. enclosed by tendon sheath, seen in 2 perpendicular planes: the grade of tendon
413 ptS Wlth SpA Vs. 282 ContrOIS damage should be assessed in both planes.
Erosion Intra- and/or extraarticular discontinuity of bone surface (visible in 2 perpendicular
planes).
Pediatric synovitis Presence of hypoechoic synovial hypertrophy or of abnormal synovial effusion.
_ Table 5 Association between the ultrasound findings and diagnosis of SpA
Power doppler (OR=8.77, p<0.001) and "y | : =~ 2
. ultivariate analysis
=4. <U.
bpng_erosmns (O_R. 4 75, p<0.001) showed a - P P
significant association with SpA. Uhrasound findings
Entheseal thickening 1.28 0.81 to 2.01 03
Hypoechoic areas 1.26 0.81101.97 0.3
PD at the enthesis 8.77 4.4010 19.20 <0.001
Bone erosions 4.75 2.431010.10 <0.001
‘Active enthesitis’
Demographics
Age 0.96 0.95 10 0.97 <0.001
Male sex 3.95 2.7510 5.7 <0.001

Only the ultrasound elementary lesions which were associated with the diagnosis of SpA in the un
‘Active enthesitis’ was considered as either PD at the enthesis grade =1 plus entheseal thickening
presence of entheseal thickening or hypoechoic areas).' *

PD, power Doppler; SpA, spondyloarthritis.



ASAS Classification criteria

B
Chronic back pain (2 3 months) and age at onset <45 years Arthritis or enthesitis or dactylitis**

plus plus

Sacroiliitis on imaging* HLA-B27 positivity

plus or plus 2 1 SpA-feature or 2 2 other SpA-features

2 1 SpA-feature 2 2 other SpA-features

* Uveitis : s

SpA-features: * Psoriasis : :ﬁ:;ﬂ:&:‘ arthritis
. Inﬂammatory back pain . Cfohn's/colitis o DaCtyﬁﬁS
* Peripheral arthritis * Preceding infection o e A e
. Eatcrt‘vlitis e « HLA-B27 positivity el LS
* Enthesitis (hee . iliiti i Fan® ,
iy Sacroiliitis on imaging « Family history of SpA
* Good response to NSAIDs
* Uveitis
* Psoriasis
* Crohn's / colitis
* HLA-B27

Elevated CRP

(A) ASAS classification criteria for axial spondyloarthritis; (B) ASAS classification criteria for peripheral spondyloarthri-
tis. *Sacroiliitis on imaging refers to definite radiographic sacroiliitis according to the modified New York criteria or ac-

Poddubnyy.Rheumatology 2020;59:iv6—iv17



| Chronic Low Back Pain |

Inflammatory backpain LR 31 |
Heel pain (enthesitis) LR 34

Perigherul arthritis IR 40
[ Ductyitis LR 45 |
Acute satertor uveitis LR 73 |
| Pos. Family history LR &4 |
| Good response o NSAIDs LR &1 |/ SSSSSEC IS
[wummuu] ~50% i LR product
| HLA-B2T LR 90

| w1 LR 99 |
| Sweroilif (x-ruys) grade ) LR 20 |

(Axial SpA

Fia. 2 The diagnostic scale and weights of diagnostic test results for axial spondyloarthritis

A

Positiye test results Negative test results

Weights of positive test results Weights of negative test results

O 0006 O 0 o0 o

Radiographic HLA-B27 Sacroiliitis  Acute anterior HLA-B27 Good response Inflammatory  Sacroiliitis
sacroiliitis on MRI uveitis to NSAIDs back pain on MRI
Positive family Good response  Dactylitis Peripheral Radiographi El d CRP  Peripheral Enthesitis
history to NSAIDs arthritis sacroiliitis arthritis
o O ®) ) O o o )
flammatory  Enthesiti fl y El dCRP  Positive family Acute anterior  Dactylitis  Psoriasis
bowel disease back pain history uveitis
(& O
e " Another, more likely
" nflammatory explanation of symptoms.
Frorts bowel disease

Poddubnyy.Rheumatology 2020;59:iv6—iv17



ApxKn Oepareia

Evapén MZAO (varnpoéevn 500mg x 2 nuepnoiwg)
Antodoption / puoikoBepareia

2 NUOVTIKA BeAtiwon ovou Kal AELTOUPYLKOTNTOC OTLG
nPwWTeC 3 efSopAdeC

Entavektipnon peta amno 6 eBdouadec. Atatripnon
BeAtiwonc pe MZAQ. Evapén nriiac aoknong (ypriyopo
Badnv)

Xwplic véa cuumtwpatoAoyia amo SEpU, EVIEPO, HATLA
nepLpepLKeC apOpwoelc.



E€EALEN - ETTLpOVN ZUMIMTTWHATWY

*  YMOTPOMNA CUUMTWHATWY UETA aTtO 2 UNVEC

* Epdavion Amoc oopuaAyiog aplotepd e evdeilelc pAeypovwdoug
XOopaKTHpa

 TKE: 18 mm/1" wpa
« CRP:3.2 mg/l

» MRI lepolayoviwv:

MLKPAC EKTALONC OOTLKO oldnuo oTNV apLOTEPK LEPOAAYOVLIO OTNV
akoAouBia STIR



MRI tepoAayoviwv




| Chronic Low Back Pain |
Infammasery back pam LR )

[ ool pai (enthesits) LR 34

Peripheral arthritis LR 40

| Dactybtls LR 45 |

Acute snterior uveitis LR 7S

| Pos, Famity history LR 64 |

| Goad response 1o NSAIDs LR &1 |

| Elevated acute phase resctanss LR 25 |

| HLA-B27 LR 9
[ wmi LR 90 | /[
| Swcroilifis (v-ruys) graded LR 20 |

IAxlal SpA

nammatory back pain
HLA-B27 positive
| Enthesitis|
Sacroilitis on

No radiographic sacrodinis

O

B Weights of positive test results Weights of negative test results

O

Radiographic
sacroiliitis

O

Positive family
history

O

Inflammatory
bowel disease

)

Psoriasis

Q O 0 O 0 o0 o

HLA-B27 Sacroiliitis  Acute anterior HLA-B27 Good response Inflammatory  Sacroiliitis
on MRI uveitis to NSAIDs back pain on MRI
Good response  Dactylitis Peripheral Radiographic Elevated CRP  Peripheral Enthesitis
to NSAIDs arthritis sacroiliitis arthritis
®) (®) (%) O o o )
Enthesitis Inflammatory  Elevated CRP  Positive family  Acute anterior Dactylitis Psoriasis
back pain history uveitis
@)
Another, more likely
Inflammatory explanation of symptoms

bowel disease




H napoucio evBeoitidac oxetiletal pe SOULKEC KOl OLKTIVOAOYLKEC
BAaBeg

Table 4 Relationship between ultrasound abnormalities and spine syndesmophytes

Presence of syndesmophytes mSASSS
At least one Absence p Value mSASSS522 mSASSS<2 p Value
Enthesophytes
At least one 24 (25.5) 70 (74.5) <0.0001 19 (20.2) 75 (79.8) <0.0001
Absence 17 (6.4) 247 (93.8) 10 (3.8) 254 (96.2)
AS/ The DESIR cohort Posignal
At least one enthesis with PD 11 (28.2) 28 (71.8) 0.01 11 (20.8) 42 (19.2) <0.0001
Absence of PD 42 (13.2) 277 (86.8) 16 (5.2) 289 (94.8)

mSASSS, modified Stoke Ankylosing Spondylitis Spine Score; PD, power Doppler.

Table 3 The association between MASEI score and features of radiographic damage - Logistic regression analysis

Variabla® Univariate regression Multiple regressi{:-n"
OR (95% CI) P value OR {95% CI) F value
Joint ankylosis
MASEI 1otal 205 (1.52 2.75) <000 1.93 (137, 2.72) <0.001
MASEI - bone score 349 (209, 585) <000 324 (1.75, 601) <0.001
MASEI - soft tissue score 259 (1.55, 431) <0001 2596 101.26,4.22) 0003
Sacroiliitis
PsA MASEI total 136 (110, 1.70) 0.005 133 (103, 1.72) 0027
MASEI - bone score 212 (142, 3.16) <0001 224 (140, 361) <0001
MASEI - soft tissue score 1.23 (0.84, 183) 0.285 1.10(0.71, 1.70) 0664
Table 4 The association between MASEI and m5AS555 — negative binomial regression
Wariable® Univariate model Multivariable model™
estimate (SE) exp=HME (g50g (1) P value estimate (SE) exp!=HITE g50g () P value
MASEI — total 065 (0.25) 192 (1.17, 3.06) 0.009 078 (0.32) 218 (116, 409) 0.02
MASEl — bone score 1.23 [D42) 342 (152, 769) 0003 151 (051) 452 (168, 1218) 0003
MASEI — soft tissue score 1.04 (0.50) 289 (1.08, 781) 0.04 070 (0.69) 201 (052,777 031

MASEl MAdrid Sonography Enthesitis Index
“10 units increase in MASE]
“Each model was adjusted for age, sex, PsA duration, BMI, smoking, current use of DMARDs and Biologics

Ruyssen-Witrand A, et al. RMD Open 2017;3:e000482
Polachek et al. Arthritis Research & Therapy (2017) 19:189



H mapouocia evBeoitdac oxetiletol

, 6 , , { 31(1.1,52)
CDAI { HH 5.4 (3.8, 7.0)*
LLE XELPOTEPOUC SEIKTEC EVEPYOTNTOC " 5408 70
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cDAPSA - 8.8(65, 11.2)
o  18.3(16.1, 20.4)"
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Pain —— 12.7 (7.3, 18.1)
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H mapouocia evBeoitibog armoteAel
TPOYVWOTIKO OElKTN yla XELPOTEPN
£kBoon vooou

ASDAS low disease activity after 2 years

50
p-value = 0.030

40

31.5%

15.9%

Percentage of patients

No current Achilles enthesitis Current Achilles enthesitis
Fig. 1 ASDAS low disease activity and ASDAS inactive disease after 2 years ¢
physical examination

Table 3 Impact of the presence of Achilles enthesitis on patient-reported outcomes over two years of follow-up: mixed models for
repeated measures

Current Achilles enthesitis No current Achilles Crude p-value p-value adjusted*
N=46 enthesitis
N=703
Global VAS, mean (5D) 5.1(28) 43 (2.6) 0.015 0.0038
BASDAI, mean (5D) 48(27) 39027 <0.001 = 0.001
mBASDAI, mean (SD) 52(25) 45(2.3) <0.001 0.005
ASDAS, mean (SD) 29(1.1) 26 (1.0} 0.007 0.001
BASFI, mean (SD) 438 (29.7) 400 (27 4) 0.245 0119
PC-SF12, mean (SD) 333(114) 353(10.7) 0.128 0.064
MC-5F12, mean (5D) 474 (14.2) 482(12.2) 0547 0.399

MMAM mixed model for repeated measures
" Adjusted for age, body mass index and current anti-THF

Clementina Lopez-Medina et al. Arthritis Research & Therapy (2023) 25:8



YuyKplolun amoteAsopatikotnto Twv dtadopetikwv bDMARDs
OTNV QVTLUETWTILON TNG evBeaitidoc

A
Median OR {95% Crl)
IL-17RAI Brodalumak 210 mg . 1.96(1.22, 3.14)
IL-17A1  Ixekizumab &0 mg Q2W —_— 217 [1.32, 3.67)
IL-1781  Ixekizumab 80 mg QAW* —_— 1.58 [1.00, 2.47)
IL-174i Secukinumab 150 mg* b -+ + 3.83(1.85,8.37] Experimental Control Risk Ratio Risk Ratio
IL-17A Secukinumab 300 mg* —— 2.54 (1.81, 3.60] Study or Subgroup Events  Total Events Total Weight M-H, Random, 95% CI M-H, Random, 85% CI
2,21 TNF-a inhibitors
IL-23i Guselkumab 100 mg GEW! ——s———— 2.84(1.884.26] i
Kavanaugh 2009 | Galimumab) 54 224 16 B&  13.6% 2.06 [1.28, 3.31] T
IL-12/23i  Ustekinumab 45 mg" . i 1,59 (0.91, 2.80) Mease 2016 (Adalimumab) 23 &8 i3 67 BE% 1.74 [0.97, 3.15] — =
Subtotal (95% CI X . 33,2 ‘
IL-12/23i  Ustekinumab 90mg* 2,20 (1.28, 3.83) @ ! w2 155 22.4% 18310133, 2.79)
Total avents 107 29
TNFi Adalimumab 40 mg Q2W* —_— 2.10 (1.43, 3.06) Heterogeneity: Tau® = 0.00; Chi#= 0,19, df = 1 (P = 0.66); I = 0%
CTLA-4i  Abatacept 125 mgt . . . 1.64 (0.87, 3.10) Test far overall effect: Z = 3.49 (P = 0.0005)
05 15 15 a5 4s 2.2 2 Novel biologics
N " Kavanaugh 2016 (Ustekinumab) 48 135 18 71 145% 1.40 [0.89, 2.22] T
Favours placebo | Favours comparator Meinnes 2013 (Ustekinumat) 102 288 26 137 21.3% 1.87 [1.28, 2.73] —
Mclnnes 2015 (Secukinumab) 6 188 14 85 125% 1.85 [1.14, 3.08) —
B Mease 2015 (Secukinumab) a 258 15 117 12.2% 2.6 [1.69, 4.59] -
Median OR (95% Crl) Mease 2016 (Ixekizumab) 54 132 13 67 10.9% 2.11[1.24, 3.58] —_—
IL-17RAI Brodalumab 210 mg —_—— 2.43 (1.65, 3.68) Ritchlin 2014 (Ustekinumab) 38 140 B 68  6.2% 2.31[1.14, 467] "
Subtotal (35% Cl) 1138 525  TT.6% 1.95 [1.60, 2.38] &
IL-174i lxekizumak 280 mg Q2W 3.04 (1.48, 6.22)
Total avents 403 ad
IL-17Ai Inekizumab 80 mg Q4W* 3.51 (1.0, 6.35) Heterogeneity: Tau? = 0.00; Chi* = 4.36, df = 5 (P = 0.50); 1 = D%
IL-174i Secukinumab 150 mg* —— 213 [1.50, 3.10) Test for overall effect: Z = 6.59 (P < 0.00001)
IL-174i Secukinumab 300 mg* e 3.48 (2.39, 5.17) Total (95% Cl) 1430 680 100.0% 1.95 [1.63, 2.32) ’
1230 Guselkurnab 100 mg QEW? — 312 (2.12, 4.58) Total events 515 123
, , ) y
ity 2= N i?= = = ;2= T T L L
1L12/23i Ustekinumab 45 mgt N 164 (1.09, 2.55) Heterogeneity: Tau® = 0.00; Chi* = 4.55, df = 7 (P = 0.72): I = 0% 02 0.5 i 2 5
Test for overall effect: Z = 7.46 (P < 0.00001) Favours Placebo  Favours Biologic
IL12/231 Ustekinumab 90mg* e 164 (1.22, 2.58) Test for subgroup differences: Chi* = 0.00, df = 1 (P = 0.95). I = 0%
TNFi Adalimumab 40 mg O2W* —_— 217 (1.33,3.52)

Figure 3. Forest plot of enthesitis resolution for TNF-«t inhibitors and novel biologics at Week 24. The square sizes represent
CTLA-S Abatacept 125 mgt i 1.57 (0.87, 2.81) the statistical weight for each study. Black horizontal bars represent 95% CI. Diamond values indicate pooled effect estimates.
TNF-a: tumor necrosis factor-o; M-H: Mantel-Haenszel test.

o5 is 25 is 4% 55 BE
-+ >
Favours placebo | Favours comparator

Figure 5 Forest plot of treatment effects for key

comparators versus placebo on resolution of enthesitis Mclnnes IB. et al. RMD Open 2022;8:e002074
Mourad et al. The Journal of Rheumatology 2020; 47:1
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EVIDENCE-BASED GUIDELINES

Consider which domains are involved, patient preference, previous/concomitant

therapies; choice of therapy should address as many domains as possible

Nail

Peripheral Axial :
arthritis e Enthesitis Dactylitis Psoriasis AT IBD Uveitis
N5AIDs, physiotherapy, injections (GCs)* Topicals, procedurals®
csDMARD, bDMARDs MTX, bDMARDs MTX, bEDMARDs Phototx or bDMARDs TNFi (not TNFi (not
bDMARDs (TNFi, (TNFi, (TNFi, IL-12/23i,  (TNFi, IL-12/23i, csDMARDs, (TNFi, IL-12/23i, ETN), ETN},
IL-12/23i, IL-171, IL-17i) or IL-17i, IL-23i, IL-17i, IL-23i, bDMARDs (TNFi,  IL-17i, IL-23i) IL-12/23i, ciclosporin,
IL-23i, CTLA4-1g).  JAKi CTLA4-1g), JAKI, CTLA4-Ig), JAKI, IL-12/23i. IL-17i,  or PDE4i IL-23i, JAKi, MTX
JAKi, or PDE4i or PDE4i or PDE4i IL-23i), JAKi or MTX
PDE4i
Switch bDMARD Switch Switch hDMARD  Switch bDMARD Switch bBDMARD  Switch bDMARD
(TNFi, IL-12/23i, bDMARD (TNFi, IL-12/23i., (TNFi. IL-12/23i, (TNFi. IL-12/23i. (TNFi, IL-12/23i,
IL-17i, IL-23i, (TNFi, IL-17i, IL-23i, IL-17i, IL-23i, IL-17i, IL-23i), IL-17i, IL-23i) or
CTLA4-g), JAKI, IL-17i) CTLA4-Ig), JAKI, CTLA4-1g), JAKI, JAKi or PDE4i PDE4i
or PDE4i or JAKi or PDE4i or PDE4i
2 A

Comorbidities and associated conditions may

impact choice of therapy and/or guide monitoring

Treat, periodically re-evaluate treatment
goals and modify therapy as required
\. J

Fig. 2| GRAPPA 2021 treatment schema. The Group for Research and  adjusted as appropriate. The order of the products in the baxes is sorted

Coates et al. Nature reviews 2022



KAwikn kot Artetkoviotikn Mopela

* Evapén aywync pue Adalimumab 40 mg/15d

e BeAtiwon dAyouc Kal KvnTLkOTNTOC O€ 3 UNVEC.
*  MRI dkpou modoc 6 unvwv: vtoxwpnon tnc pAeypovic.
* Ydeon cupuntwpdtwy Kot emotpodn otic Spaotnplotnteg otouc 12 pAvec.



JUMTEPAOLOTO

H evBecondBela pmopet va givat n mpwtn ekGAAwon opoapvnTIKAG
ortovOuAoapBpitidoc Kol ota apXLKA oTAdLo XPELALETOL OTEVA TIapakoAouOnon

H Sievépyela u/s 1 MRI mapouotalel cuykploipn svatoBnotla yla tn Stayvwon tng
gevBeoomnabeLac.

H mapouocia Doppler sign kot 00TKwv Slafpwoswv €Xouv TN HEYOAUTEPN
gldkotnta ywa tn dtadopodlayvwon tneg evBecomnadelac obelhopevnc os ZMNA amno
AAANG attloAoyilag evBscomnaOelec

H napoucta evBeoonabeLag oxeu(srat LLE ueva)\urspn Baputnta vooou Kot
XELPOTEPN MPOYVWON - TIOAU GNUAVTLKA N €yKatpn Slayvwon

Aebopeva amod PeTA-ovVAAUOELG UTTOSELKVUOUV CUYKPLOLLLN aMOTEAECHATIKOTNTO
Twv bDMARDs kat tsDMARDS otnv avtlUeTwrion tTh¢ evOeoomabeLac oTLC
opoaPVNTLKEC oTtovOUAoapBpitideC



Euxaplotw TOAU yLa Tn tpoooxn oac




