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ABSTRACT
Objectives  To develop a consensual definition for the 
term ’early axial spondyloarthritis—axSpA’—and ’early 
peripheral spondyloarthritis—pSpA’.
Methods  The ASAS (Assessment of SpondyloArthritis 
international Society-Spondyloarthritis EARly definition) 
steering committee convened an international working 
group (WG). Five consecutive steps were followed: (1) 
systematic literature review (SLR); (2) discussion of SLR 
results within the WG and ASAS community; (3) a three-
round Delphi survey inviting all ASAS members to select 
the items that should be considered for the definition; 
(4) presentation of Delphi results to the WG and ASAS 
community and (5) ASAS voting and endorsement (2023 
annual meeting).
Results  Following the SLR, consensus was to proceed 
with an expert-based definition for early axSpA 
(81% in favour) but not for pSpA (54% against). 
Importantly, early axSpA should be based on symptom 
duration taking solely axial symptoms into account. 
151–164 ASAS members participated in the Delphi 
surveys. Consensus was achieved for considering the 
following items within early axSpA definition: duration 
of symptoms ≤2 years; axial symptoms defined as 
cervical/thoracic/back/buttock pain or morning stiffness; 
regardless of the presence/absence of radiographic 
damage. The WG agreed that in patients with a diagnosis 
of axSpA ’early axSpA’ should be defined as a duration 
of ≤2 years of axial symptoms. Axial symptoms should 
include spinal/buttock pain or morning stiffness and 
should be considered by a rheumatologist as related 
to axSpA. The ASAS community endorsed this proposal 
(88% in favour).
Conclusions  Early axSpA has newly been defined, 
based on expert consensus. This ASAS definition should 
be adopted in research studies addressing early axSpA.

INTRODUCTION
Currently, spondyloarthritis (SpA) is split according 
to the predominant symptoms, as either axial SpA 
(axSpA) or peripheral SpA (pSpA).1 2 One of the main 
challenges in the management of SpA has always been 
the identification of the disease at an early stage.3 4 In 
this sense, axSpA is more challenging as it involves 
deep anatomical structures, where inflammation at this 
level is often only manifested by axial pain, such that 
both the patient and physician may either not recog-
nise it or relate it to a possible axSpA. Historically, 

axSpA has been diagnosed at a later stage of disease, 
when persistent inflammation may have already caused 
structural damage visible on conventional radiographs. 
Consequently, the vast majority of patients previously 
included in research studies to date reflect estab-
lished and longstanding disease.5 However, thanks 
to more recent advances, especially the use of MRI, 
it is now possible to identify the disease earlier,6 and 
this has been reflected in an increased representation 
of patients with shorter disease duration in clinical 
trials. However, when including patients in studies, it 
is important that they represent a homogenous popu-
lation and, to date, there is no consensus on how to 
classify early axSpA patients. On the other hand, for 
pSpA the detection of disease manifestations by the 
patient and physician is less challenging as peripheral 
musculoskeletal abnormalities are easier to identify by 
a simple clinical examination. Nevertheless, classifica-
tion criteria for pSpA emerged only about a decade 
ago,2 and similarly, there is no consensus definition for 
classifying patients at an early stage of disease.

Recently, researchers started using the terms ‘early 
axSpA’ and ‘early pSpA’ to refer to the initial phase of 
the disease. Nevertheless, despite the increased use of 
these terms in research, no consensual definition has 
been established. For axSpA, the lack of a standardised 
definition has led to a substantial heterogeneity and 
arbitrary definitions being used in new studies by 
different stakeholders, including pharmaceutical 
industry and experts, which may be confusing.7–12 In 
the context of pSpA, sometimes definitions used for 
rheumatoid arthritis (RA) are extrapolated13; however, 
the evidence to support this approach is unclear.

The growing interest in understanding the early 
disease stages of axSpA and pSpA highlights the need 
for standardised definitions of the terms ‘early axSpA’ 
and ‘early pSpA’. The Assessment of SpondyloArthritis 
international Society (ASAS)-Spondyloarthritis EARly 
definition (SPEAR) project aimed to address this unmet 
need by developing a consensual definition for the 
terms ‘early axSpA’ and ‘early pSpA’ under the auspices 
of ASAS, to be used in a research setting.

METHODS
Working group
The two convenors (VN-C and SR) of the project 
invited an international steering committee, which 
convened the ASAS-SPEAR working group, formed in 
total by 20 ASAS members, including two fellows (DB 
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and DC), rheumatologists and methodologists with special interest in 
SpA, and two representatives from Young ASAS.

The overall process to develop the definition term is shown 
in figure 1. Five consecutive steps were followed: (1) systematic 
literature review (SLR); (2) discussion of SLR results within the 
working group and ASAS community; (3) a three-round Delphi 
survey inviting all ASAS members to select the items that should 
be considered for the definition of the term; (4) presentation 
of the Delphi survey results to the working group and ASAS 
community and (5) ASAS voting and endorsement.

Systematic literature review
The first step of the project was to perform an SLR to address 
two different research questions relevant to the process. The first 
research question aimed to identify all possible definitions used 
in the published literature to define the terms early axSpA/pSpA. 
The objective of the second research question was to summarise 
the evidence on the relationship between early treatment (based 
on symptom/disease duration or radiographic damage) and clin-
ical response to treatment in patients with SpA. Both SLRs have 
been reported in detail in two manuscripts.14 15

2022 working group and ASAS annual meetings
The results of the SLR were presented and discussed first within 
the working group (12 December 2021) and later with the entire 
ASAS community (14 January 2022). According to the ASAS 
bylaws, only full members participating in the meeting voted 
on the decisions to proceed with the definition development, 
requiring a simple majority for this specific purpose.

Delphi survey
Following the decision making, a three-round Delphi survey was 
conducted to find consensus on which items should be consid-
ered for the definition of the term. The survey was launched 
on 26 April 2022 (first round), 22 September 2022 (second 
round) and 4 November 2022 (third round), allowing 2 weeks 
to answer and sending at least one reminder. Each Delphi round 
was followed by a discussion of the results within the working 
group, leading to the adaptation of the questionnaire for the next 
round. The questionnaire was developed by the working group 
and asked to select or exclude 19 items relevant to the definition 
of the term, divided into three different aspects: cut-off point for 

duration of symptoms, axial symptoms (anatomic location and 
how to define these) and radiographic damage involvement. The 
final items included in the survey can be seen in table 1.

All ASAS members at the time of launching the survey (n=209) 
were invited. For the second and third rounds, all members 
were also invited, regardless of whether they had responded 
to the previous round(s).16 Each participant was asked to rate 
each item using a 1–9 Likert scale, where 1 reflected complete 
disagreement with the inclusion of the item in the definition and 

Figure 1  Development process of the ASAS consensus definition of early axial spondyloarthritis. ASAS, Assessment of SpondyloArthritis 
international Society.

Table 1  Items included in the Delphi survey

I. symptoms cut-off

a. Early axSpA should be defined as a duration of symptoms of less than 1 year

b. Early axSpA should be defined as a duration of symptoms of less than 2 years

c. Early axSpA should be defined as a duration of symptoms of less than 3 years

d. Early axSpA should be defined as a duration of symptoms of less than 4 years

e. Early axSpA should be defined as a duration of symptoms of less than 5 years

f. Early axSpA should be defined as a duration of symptoms of less than 10 
years

g. The upper boundary cut-off should be formulated as ‘less or equal’

II. Axial symptoms

a. Axial symptoms should also include buttock pain

b. Axial symptoms should also include hip pain

c. Axial symptoms should also include shoulder pain

d. Axial symptoms should also include morning stiffness

e. Axial symptoms should also include spinal mobility impairment

f. Axial symptoms should include inflammatory and non-inflammatory back pain

g. If pre-existing chronic back pain, but later development of ‘inflammatory’ 
symptoms, date of onset would be considered as the onset of chronic back 
pain

h. Axial symptoms should include thoracic pain

i. Axial symptoms should include cervical pain

j. Axial symptoms should be defined by a rheumatologist

III. Radiographic damage

a. A patient with axSpA with axial symptoms <2 years has early axSpA 
regardless of the presence or absence of radiographic damage of the SIJ

b. A patient with axSpA with axial symptoms <2 years has early axSpA 
regardless of the presence or absence of syndesmophytes on radiographs of 
the spine

axSpA, axial spondyloarthritis; SIJ, sacroiliac joints.
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9 complete agreement. Consensus on acceptance was achieved 
if 70% or more of the responses fell within 7–9 (completely 
agree). Consensus on rejection was achieved if 70% or more of 
the responses fell within 1–3 (completely disagree).

2023 working group meeting
After the final round of the Delphi, the results were discussed 
again, first within the working group, during a virtual meeting 
on 15 December 2022, and later with the entire ASAS commu-
nity at the ASAS annual meeting, which was held in Athens on 
13 January 2023 and 14 January 2023. During the discussions, 
a formulation for the definition was proposed, which was edited 
until a final consensus within the working group was reached.

ASAS voting
The definition proposal from the working group was presented, 
discussed by the entire ASAS community at the 2023 annual meeting 
and again edited until a final proposal was reached. Full ASAS 
members attending the meeting voted on the final proposal.

RESULTS
Systematic literature review
The results of the SLR have been published in detail.14 15 In 
summary, in recent years the term ‘early SpA’ has been increas-
ingly used, but more than one third of the studies did not include 
a clear definition. Remarkably, only one study using the term 
‘early pSpA’ was found. Within those studies reporting a specific 
definition for early SpA, mostly early axSpA, there was hetero-
geneity in the definitions identified, with two out of three based 
on symptom/disease duration. Furthermore, evidence towards 
better outcomes in early axSpA is very limited and restricted 
to non-radiographic axSpA (nr-axSpA) and <5 years symptom 
duration. When early axSpA was defined by symptom duration 
(<5 years) in randomised controlled trials, early treatment was 
associated with better outcomes in patients with nr-axSpA (n=2 
studies) but not in axSpA (including radiographic-axSpA and 
nr-axSpA) (n=1 study). However, when early axSpA was defined 
based on disease duration (n=7 studies) or radiographic damage 
(n=4 studies), no differences were found in clinical treatment 
outcomes between the groups of early and established axSpA.

2022 working group and ASAS annual meetings
The results of the SLRs were first presented and discussed at 
the working group meeting, and thereafter by the entire ASAS 
community. The following agreements were reached:

	► To proceed with a definition for early axSpA (81% voted 
in favour) but not for pSpA (54% voted against). Given the 
increasing use and heterogeneity of the term ‘early axSpA’ 
shown in the published literature, members felt it was neces-
sary to have a standardised definition for this term. However, 
it was decided not to pursue the definition of the term ‘early 
pSpA’. This decision was mainly based on the limited use of 
the term so far and the lack of guidance to define it.

	► To pursue with an expert-based definition for the term ‘early 
axSpA’. The SLR results highlighted the inability to estab-
lish an evidence-based definition of early axSpA. Notwith-
standing, the substantial heterogeneity of the definitions 
retrieved by the SLR clearly showed the need to have a 
consensual definition for this term, even if it could only be 
based on expert consensus.

	► The definition of ‘early axSpA’ should be based on symptom 
duration (91% votes in favour). There was broad agreement 
that the most relevant aspect of defining early axSpA should 

be the time course of the disease, as reflected by the time 
since the onset of symptoms.

	► Only axial symptoms should be used as the defining symptom 
of onset (77% votes in favour). The last aspect agreed on was 
that only axial symptoms of the disease should be taken into 
account to define early axSpA. This means that other typical 
symptoms of the disease such as peripheral manifestations 
(arthritis, dactylitis, enthesitis), extramusculoskeletal mani-
festations (uveitis, inflammatory bowel disease, psoriasis) or 
systemic symptoms (fatigue, fever) should not be considered 
when specifying the onset of the disease to define the term 
‘early axSpA’.

Delphi survey
In total, 164 (78%), 158 (76%) and 151 (72%) ASAS members 
participated in the three rounds of the Delphi survey, respec-
tively. The majority of the participants were male (63%) and 
rheumatologists (90%), while the rest were researchers (5%), 
radiologists (4%) or other healthcare professionals (physiother-
apists, public health researchers (1%)). This distribution reflects 
the overall ASAS community.

After the final Delphi round, consensus was achieved for 
acceptance of nine items covering the three different aspects of 
the Delphi (two for duration of symptoms, five for axial symp-
toms and two for radiographic damage involvement) and rejec-
tion of four items (three for duration of symptoms and one for 
axial symptoms) (figure 2).

Furthermore, following the analysis of the results after each 
round and taking into account the feedback from the partici-
pants, the working group made some adjustments to the ques-
tionnaire for the subsequent rounds, either to clarify some of the 
items or to defer the decision for meeting discussion.

The final decision (acceptance or rejection to be considered 
for the definition of the term), the round of the survey in which 
the decision was taken, the percentage of participants supporting 
the decision, as well as the specific adjustments to the question-
naire are listed below, split by the three different aspects of the 
definition.

Cut-off point for duration of symptoms
Two items on duration of symptoms reached consensus on their 
acceptance, namely that the upper boundary cut-off is formu-
lated as ‘less or equal’ (second round, 86%) and a duration of 
symptoms ≤2 years (second, 76%). There was consensus on the 
rejection of 3 items, all related to the duration of symptoms: 
cut-off ≤10 years (first, 89%), ≤4 years (second, 70%) and ≤5 
years (second, 73%). Since one of the cut-off points (≤2 years) 
achieved acceptance criteria already after the second round of 
the survey, the remaining cut-off points (≤1 and ≤3 years) were 
removed from the questionnaire for the third round.

Axial symptoms
In relation to how axial symptoms should be defined, five items 
reached consensus for their acceptance, stating these should be 
defined by a rheumatologist (first, 77%) and as cervical pain 
(second, 76%), thoracic pain (second, 77%), buttock pain (first, 
88%) or morning stiffness (first, 89%). There was consensus 
on rejection for one item expressing axial symptoms should 
be defined as shoulder pain (second, 81%). Following the first 
round, many participants commented that hip can be a confusing 
anatomical region to use to define axial symptoms, since in some 
geographic regions patients often use hip to refer to the lower 
back region. On the contrary, others associated hip pain in axSpA 
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with coxitis. To avoid confusion, it was decided to omit the item 
defined as hip pain from the questionnaire for the second and 
third rounds and to thoroughly discuss it further in the meetings.

Radiographic damage involvement
Consensus on acceptance was achieved for two items related to 
radiographic damage, namely that radiographic damage of the 
sacroiliac joints (third, 76%) or syndesmophytes on conven-
tional radiographs of the spine (third, 70%) should not be taken 
into account.

2023 working group and ASAS annual meetings
After the final Delphi round, there were still some pending items 
for which a consensus had not been reached for either accep-
tance or rejection. These items were discussed one by one in the 
working group meeting.

When developing the survey, it was assumed that back pain 
would be considered as an axial symptom to define early axSpA. 
Therefore, the Delphi items focused on asking whether back pain 
should have inflammatory characteristics or not. The item that 
required back pain to be inflammatory did not achieve consensus 
neither on acceptance nor on rejection, resulting in no items 
regarding back pain being selected through the Delphi survey. 
Nevertheless, recognising back pain as the cardinal symptom in 
patients with axSpA, the working group concluded that it should 
be explicitly included in the definition.

The inclusion of hip pain to define axial symptoms was also 
discussed. Some members proposed to use coxitis but in some 
languages, coxitis is not translated as inflammation of the hip but 

as hip involvement, which could lead to misunderstandings and 
a large heterogeneity of patients included under the definition of 
early axSpA. After consideration, the working group deemed it 
best not to consider hip pain as part of the axial symptoms that 
define early axSpA.

The last item discussed was spinal mobility impairment. The 
assessment of this, especially in patients with short symptom 
duration, may be unfeasible and importantly influenced by inter-
assessor variability.17 18 After discussion, the working group was 
in favour of leaving spinal mobility impairment out of the defi-
nition, also as it would not further add to the axial symptoms on 
which there was already consensus.

Finally, other aspects for the formulation of the definition were 
deemed important by the working group. First, the definition 
should only be applied in patients with an established diagnosis 
of axSpA. Second, the following axial symptoms: cervical pain, 
thoracic pain and back pain could be merged as spinal pain, but 
buttock pain should be specifically mentioned as this may not 
be comprehended as part of spinal pain. Third, morning stiff-
ness should refer solely to axial morning stiffness, not to periph-
eral symptoms. In addition, the working group emphasised the 
importance of specifying that axial symptoms should be assessed 
by a rheumatologist, in line with the results of the Delphi.

Taking all these points of consensus into account and after 
discussing some details of wording, the working group agreed 
to bring a proposed definition for the term early axSpA to the 
whole ASAS community. At the ASAS 2023 annual meeting, the 
proposal was presented, preceded by a summary of the process 
and reasoning followed to reach this point. Here, further 

Figure 2  Results of the Delphi Survey from the latest round in which each of the items was included. In total there were three rounds, eventually 
less for one specific item if consensus on it could be achieved earlier, either to include it (complete agreement, score 7–9) or to exclude it (complete 
disagreement, score 1–3). Regardless of Rx SIJ damage was defined as ‘damage on radiographs of the sacroiliac joint should not be taken into 
account’. Full description of the items is available on table 1. CBP, chronic back pain; IBP, inflammatory back pain; Rx, radiographic; SIJ, sacroiliac 
joints.
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modifications were proposed by ASAS members regarding the 
specific wording or the order of some items in the formulation 
of the definition. The use of should be ‘assessed’ by a rheumatol-
ogist was considered inappropriate as assessment also includes 
interpretation and it may be that the rheumatologist is not 
present at the symptom onset. After discussing various alterna-
tives, should be ‘considered’ by a rheumatologist seemed more 
appropriate to refer to this item. In this sense, it was also deemed 
important to stress in the definition that axial symptoms should 
be related to axSpA according to the judgement of a rheumatol-
ogist. Lastly, the conjunction used to list the different axial symp-
toms in the definition was discussed, concluding that ‘or’ was 
the most appropriate term, as it allows having one or multiple 
axial symptoms (spinal pain, buttock pain or morning stiffness) 
to define the onset of the disease.

Voting and endorsement
Finally, taking all these suggestions into account, the wording of 
the proposal was reformulated as follows (figure 3): In patients 
with a diagnosis of axSpA ‘early axSpA’ should be defined as a 
duration of ≤2 years of axial symptoms. Axial symptoms should 
include spinal/buttock pain or morning stiffness and should 
be considered by a rheumatologist as related to axSpA. This 
proposal was voted and endorsed by the ASAS community, with 
88% of full members voting in favour.

DISCUSSION
As a result of the ASAS-SPEAR project, the term ‘early axSpA’ 
has for the first time been defined. This covers one of the unmet 
needs in the field of axSpA.19 The aim of this definition is to stan-
dardise the use of the term early axSpA in the research setting, 
enabling the inclusion of homogeneous study populations in 
studies evaluating research questions in patients with axSpA at 
an early stage of the disease. Hence, ASAS recommends that 
from now on, studies referring to early axSpA use this definition.

It is important to note that the ASAS-SPEAR initiative also 
aimed to develop a consensual definition for the term ‘early 
pSpA’ in addition to developing a consensual definition for the 
term ‘early axSpA’. Yet, after discussing the results of the SLR, 
the decision by the working group was not to pursue a definition 
of early pSpA at this stage, since this term appears to be rarely 
used with almost no data available in the current medical litera-
ture. In the future, the need for a definition of early pSpA may 
be reconsidered.

This ASAS definition of early axSpA is based on expert 
consensus, following an SLR and Delphi survey. One limitation 

is the lack of scientific evidence to support it, especially with 
regard to the specific duration of symptoms from the time of 
disease onset. To date, most of the patients included in studies 
have longstanding disease, and only a very small proportion of 
them are in the early stages of the disease.15 Therefore, there 
is very limited evidence on whether there is any benefit of 
early treatment on disease outcomes, and if this benefit is more 
pronounced at a certain cut-off point such as 1, 2 or 5 years. 
But at the same time, this lack of evidence precisely reflects the 
need for a standardised definition of the term ‘early axSpA’, so 
that studies can now be conducted in patients at a presumed 
early stage of the disease. Within the ASAS community, there 
was a broad consensus in choosing the 2 years cut-off point for 
symptom duration. Compared with other rheumatic and muscu-
loskeletal diseases such as RA, this cut-off point might seem too 
long at the present time but intriguingly, it aligns with the first-
developed definitions for early disease in RA20 21; in this sense, 
the opinion of ASAS members is that for axSpA this definition is 
aspirational, as we know that in clinical practice there is unfor-
tunately still a long diagnostic delay and therefore it may initially 
not be feasible to include patients with ≤2 years of symptom 
duration in research studies.22 On the other hand, a relatively 
recent study showed a median diagnostic delay of 2.3 years, 
which is not far away from the proposed cut-off.23 This was 
possibly the reason behind most members not selecting a shorter 
time of disease evolution for the definition of early axSpA.

It is important to emphasise that the aim of this definition is 
to allow the inclusion of a homogeneous sample of patients in 
research studies, that is, to classify patients who are already diag-
nosed with axSpA and are at an early stage of the disease and to 
distinguish them from those with a longer disease duration. For 
clinical practice, it is important to make a timely diagnosis. In 
this context, the ASAS quality standards to improve the quality 
of health and care services for patients with axSpA must be taken 
into account as a reference guide, which are stricter and more 
aspirational than the proposed definition for early axSpA.24 This 
definition of early axSpA is to be used in patients in whom a 
diagnosis has already been made, considering the entire clin-
ical presentation and usual reasoning process recommended for 
this.12 The early axSpA definition only aims to define when to 
establish the onset of the disease for research purposes, that is, 
to include a specific patient in a clinical trial.

In addition, axial symptoms are the only disease manifestations 
to consider in the definition. Therefore, if patients had previ-
ously either peripheral, extra-musculoskeletal or other manifes-
tations of the disease than axial symptoms these should not be 

Figure 3  ASAS definition of early axial spondyloarthritis (axSpA). ASAS, Assessment of SpondyloArthritis international Society.
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considered to define the onset of the axial disease when applying 
the definition of early axSpA. Furthermore, the same is true for 
imaging findings in the absence of axial symptoms. According to 
the consensual definition, the presence of radiographic sacroi-
liitis would not prevent from classifying a patient as early axSpA 
if the axial symptoms started less than 2 years ago. Moreover, it 
was agreed that spinal pain, buttock pain or morning stiffness 
are the axial symptoms that should be considered to define the 
onset of the disease. Spinal or buttock pain is the most common 
manifestation of axSpA, being the first symptom in approxi-
mately 75% of patients. After this, the most common manifesta-
tion is spinal stiffness.25 Nevertheless, the diagnosis of axSpA is 
usually made considering other disease manifestations, especially 
if morning stiffness is the starting symptom, which can make it 
more difficult for the patient to accurately establish the onset of 
this symptom. Finally, it was decided that the axial symptoms 
should be considered by a rheumatologist as related to axSpA. 
In other words, it is the rheumatologist who, with all the infor-
mation, must judge whether the axial symptoms reported by the 
patient, are due to axSpA, but admittedly, this does not over-
come the known problem of recall bias. The potential recall bias 
is a limitation of this definition approach, as well as the difficulty 
to differentiate axSpA-related from axSpA-nonrelated back pain/
stiffness. This is a common challenge in most, if not all, defini-
tions of early disease as there is no more reliable approach, and 
that is why the opinion of the rheumatologist on the axSpA-
related symptoms was incorporated as the best solution.

In summary, the ASAS-SPEAR project has successfully devel-
oped, for the first time, a consensus definition of ‘early axSpA’, 
fulfilling an unmet need in research in this field. It is now 
proposed that going forward, this definition should be used for 
research studies addressing early axSpA. However, future steps 
should not be overlooked. First, it is important to work on the 
dissemination and implementation of this definition. In this 
regard, ASAS is following the same strategy as for other ASAS 
projects, by maximising their dissemination through all plat-
forms (website, social media, courses, congresses, publications). 
In addition, it is also essential to promote research studies, at 
high methodological standards, to provide evidence on whether 
treatment at a particular early stage of the disease leads to better 
outcomes. In this sense, when more scientific evidence becomes 
available, this ASAS definition of early axSpA may need to be 
revised.
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