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Abstract 

Background Efficacy of tumour necrosis factor inhibitors (TNFi) for peripheral arthritis in patients with psoriatic 
arthritis (PsA) has been established in randomized clinical trials that have used improvement in summated joint 
counts as an outcome. Whether joints at different anatomical locations might respond differentially to TNFi remains 
unknown. The aim of the study was to investigate potential variations in the responsiveness to a first tumour necrosis 
factor inhibitor (TNFi) among joints at distinct locations in patients with psoriatic arthritis (PsA) treated in routine clini-
cal care.

Methods Bionaive PsA patients from nine European countries were included in this observational cohort study if ≥ 1 
joint was swollen at the initiation of a first TNFi as monotherapy or added to methotrexate. Only the 28-joint count 
was available without imaging data confirming the presence of synovitis. The primary outcome was time to first 
resolution of joint swelling at each joint level. Hazard ratios (HR) for resolution comparing different joint locations 
were estimated using interval-censored mixed-effects Cox proportional hazards models, including a random effect 
for country and patient, adjusted for age and sex.

Results A total of 1729 patients with 8397 swollen joints at the start of TNFi were included. Considering the upper 
extremity, a higher rate of resolution of joint swelling (HR, 95% CI) was observed for the shoulder (1.65, 1.16–2.35) 
and elbow (1.90, 1.38–2.61), while a lower rate was found for the wrist (0.72, 0.62–0.83) compared to the joints of digit 
3. Within fingers, and using the same reference, joint swelling resolved fastest in digit 4 (1.77, 1.49–2.11) and digit 
5 (1.88, 1.53–2.31). A lower rate of resolution of joint swelling was found for the knee in comparison to the elbow, 
the corresponding joint on the upper limb (0.56, 0.40–0.78).
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Conclusion The time to resolution of joint swelling upon treatment with TNFi in patients with PsA seems to depend 
on the localisation of the affected joints.

Introduction
Psoriatic arthritis (PsA) presents with a diverse range of 
clinical manifestations, including peripheral arthritis, 
enthesitis, dactylitis, and axial involvement, accompanied 
by psoriasis and other extra-musculoskeletal features 
[1–3]. Various conventional synthetic, biological, and tar-
geted synthetic disease-modifying antirheumatic drugs 
(cs-, b-, and ts-DMARDs, respectively) have demon-
strated efficacy in PsA [4–6]. Emerging evidence suggests 
that different PsA manifestations may respond differently 
to particular modes of action of immunosuppressive 
drugs, necessitating personalized treatment plans based 
on the domains affected [7]. In the context of peripheral 
arthritis, disease activity measurements and assessments 
of treatment response commonly rely on composite indi-
ces [8]. Their use has been shown to be superior to the 
assessment of individual variables [9]. It is assumed that 
joints at different sites respond similarly to immunosup-
pressive treatment in general and to specific DMARDs, 
justifying the use of summated joint counts in composite 
scores rather than evaluating synovitis changes in indi-
vidual joints. However, manifold reasons might exist for 
possible differences in response to DMARDs at distinct 
articular sites, such as the size of the joint, the degree or 
volume of synovitis, the weight-bearing load, or the func-
tion of the specific joints [10]. Moreover, recent research 
has revealed transcriptomic differences in human fibro-
blasts from distinct anatomic regions [11], as well as 
in synovial fibroblasts from different joint locations in 
rheumatoid arthritis (RA) [12–14]. These differences 
translated into joint-specific synovial fibroblast pheno-
types with distinct characteristics and responsiveness to 
cytokines. These differences could impact the response to 
specific immunosuppressive treatments at the individual 
joint level [15].

Leveraging a sizable observational cohort within the 
European Spondyloarthritis (EuroSpA) research collabo-
ration network [16], this study aimed to explore potential 
differences in the rate of resolution of joint swelling upon 
treatment with a first tumour necrosis factor inhibitor 
(TNFi) between different joint locations in patients with 
PsA treated in routine clinical care.

Methods
Study design and patient population
The EuroSpA research collaboration network uses aggre-
gated data on spondyloarthritides from routine clinical 

care, comprising information from 16 rheumatology 
registries across Europe [16]. Nine registries provided 
data on individual joints in patients registered as having 
PsA at start of the current study: DANBIO (Denmark), 
SCQM (Switzerland), ATTRA (Czech Republic), Reuma.
pt (Portugal), ICEBIO (Iceland), ROB-FIN (Finland), 
RRBR (Romania), GISEA (Italy), and TURKBIO (Tur-
key). A PsA cohort was established between 2000–2013 
in the respective registries: DANBIO 2002, SCQM 2006, 
ATTRA 2002, Rheuma.pt 2009, ICEBIO 2008, ROB-FIN 
2000, RRBR 2013, GISEA 2010, and TURBIO 2011. All 
registries longitudinally collect a broad range of informa-
tion on patients with inflammatory rheumatic diseases 
relevant to the real-life management of these patients and 
particularly on treatment with DMARDs. All nine regis-
tries are nationwide, except ROB-FIN and GISEA, which 
cover only part of Finland and Italy, respectively. The 
basis for registration of the PsA diagnosis in the different 
registries is expert rheumatological opinion in DANBIO, 
SCQM, ATTRA, Reuma.pt, TURKBIO, and ICD-10 in 
ICEBIO, ROB-FIN, and GISEA [16]. Patients are not only 
included from the rheumatology departments of non-
academic and academic hospitals, but also from private 
rheumatology practices, with the exception of ROB-FIN 
and GISEA. The mean number of clinical visits per year 
is 2–3 in the first year and 1–2 in subsequent years. Elec-
tronic data entry is established in all registries. Data com-
pleteness for the swollen joint count (28 joints) ranged 
between 70–100% (DANBIO 80%, SCQM 90%, ATTRA 
100%, Reuma.pt 80%, ICEBIO 90%, ROB-FIN 80%, RRBR 
100%, GISEA 70%) in a recent study [16]. With regards 
to PsA treatment, an inadequate response to at least 
one csDMARD is required before start of a TNFi in all 
nine countries [17]. Some differences in TNFi retention 
could be observed between the registries in a previous 
investigation [18]. The TNF retention rate at 24 months 
in patients with ≥ 1 swollen joint was 58% in DANBIO, 
65% in SCQM, 79% in ATTRA, 80% in Reuma.pt, 57% 
in ICEBIO, 80% in ROB-FIN, 88% in RRBR, and 86% in 
TURKBIO. The proportion of TNFi treated patients with 
concurrent use of a csDMARD differed between the reg-
istries: DANBIO 70%, SCQM 65%, ATTRA 80%, Reuma.
pt 63%, ICEBIO 53%, ROB-FIN 78%, GISEA 21% [19]. 
When co-medication was used, methotrexate was the 
preferred medication in 79% of the patients.

Inclusion criteria for participants in this study were 
a diagnosis of PsA by the treating rheumatologist, age 
18  years or older, and at least one swollen or tender 



Page 3 of 16Ciurea et al. Arthritis Research & Therapy           (2025) 27:18  

joint out of 28 at start of a first TNFi between 2000 and 
2021 in bio-naïve patients. Considering the fact, that 
different therapeutic agents might have a distinct influ-
ence on the likelihood of specific articular responses 
[20], as well as the common co-administration of meth-
otrexate with TNFi in patients with PsA in EuroSpA 
[17, 19], the study included only those patients who 
commenced their first TNFi either as added to exclu-
sively methotrexate (MTX) or as monotherapy.

Information on swollen and tender joints based on the 
28-joint count was used, aligning with the data collection 
practices on peripheral arthritis in the majority of par-
ticipating registries [16]. No information was available 
from the registries regarding the continuity of patient 
care, specifically the proportion of patients assessed by 
the same rheumatologist at baseline and during follow-
up. We present data on the proportion of patients with 
involvement of small joints (finger joints and wrists) 
versus large joints (shoulders, elbows, knees) among the 
population experiencing swollen joints at baseline. No 
imaging data to confirm the presence of synovitis at indi-
vidual joint locations was available [21].

Swollen and tender joints were followed up from the 
baseline clinical visit, defined as the assessment closest 
to and within a 30-days window before the registered 
start of TNFi. Follow-up visits were defined as clinical 
assessments at 6 months (90–270 days), 12 months (271–
450  days), 18  months (451–630  days), and 24  months 
(631–810  days) after the initiation of the first TNFi. If 
multiple visits were recorded within a follow-up window, 
we selected the visit with the most comprehensive infor-
mation available. In cases where two visits were equally 
complete, we prioritized the one closest to the midpoint 
of the follow-up window.

This retrospective observational study on prospectively 
collected data was performed in accordance with the 
Declaration of Helsinki. The study was approved by the 
respective national data protection agencies and research 
ethical committees according to legal regulatory require-
ments in the participating countries, as detailed in the 
supplementary appendix.

Analysis of resolution of joint swelling
The primary outcome was time to first resolution of clini-
cal synovitis, defined as the time to first documented 
absence of clinical joint swelling after start of the TNFi in 
joints that were swollen at treatment start. If a joint was 
swollen at both baseline and a subsequent follow-up visit, 
we assumed that it had remained swollen between vis-
its. Comparisons between joints were predefined in the 
protocol according to previous observations regarding 
the topographic diversity of synovial fibroblasts found 
to be genetically imprinted according the body axes [12]. 

A first comparison was performed on the proximal–dis-
tal axis of the upper limb (shoulder, elbow, wrist, and 
joints of digit 3). A second comparison was performed 
on the anterior–posterior axis of the hand between the 
joints of digits 1–5. The joints of digit 3 were included 
in both analyses and therefore served as a reference for 
both comparisons. Resolution at the level of metacar-
pophalangeal (MCP) joint versus proximal interphalan-
geal (PIP) joint of digit 3 was considered a priori to be 
comparable. This assumption was tested in a sensitivity 
analysis. Finally, resolution of joint swelling at the knee 
was compared to the elbow, the corresponding joint on 
the upper limb.

Analysis of resolution of joint tenderness
A secondary outcome of our study was resolution of 
joint tenderness, defined as the time to first documented 
absence of joint tenderness after start of the TNFi in 
joints that were tender at treatment start, regardless of 
whether the joints were also swollen. If a joint was ten-
der at both baseline and a subsequent follow-up visit, 
we assumed that it had remained tender between visits. 
Tender joints have only been analysed as a secondary 
outcome, as joint tenderness has a low association with 
imaging signs of inflammation in PsA [22, 23]. Addition-
ally, tender joints have been found to be less predictive 
of structural damage progression in PsA compared to 
swollen joints [24]. The choice of comparisons between 
individual tender joints was performed in analogy to the 
analyses of swollen joints.

Statistical methods
We used interval-censored mixed-effects Cox propor-
tional hazards models to estimate the hazard ratios (HR) 
of resolution of synovitis between different joint loca-
tions. All patients receiving at least one dose of TNFi 
were considered in the analysis. Resolution of joint swell-
ing and resolution of joint tenderness were modelled sep-
arately as interval-censored outcome events occurring in 
the event window between the last visit with and the first 
visit without swelling or tenderness, respectively, as the 
status of joint affection was only available at recorded vis-
its. Interval-censoring effectively accounts for the uncer-
tainty of the exact time-point of resolution between visits 
and for missing visits through using larger intervals. We 
accounted for the nested data structure by country (mul-
tiple patients per country), as well as by patient (multiple 
joints per patient) by including random effects (tramME 
R package) [25, 26]. The main models were adjusted for 
age at TNFi start and sex. In a first sensitivity analysis, we 
performed an additional adjustment for disease duration, 
body mass index (BMI), and the use of a csDMARD in 
the months before start of TNFi (i.e. MTX, as treatment 
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with other csDMARDs at start of TNFi was restricted to 
MTX in our study to reduce complexity).

As comparisons included joints from different patients 
in the main analyses, we addressed potential unknown 
confounding with respect to baseline patient characteris-
tics with the following sensitivity analyses: Pairwise com-
parisons between two joint locations were performed 
exclusively among patients who had affected joints at 
both locations, ensuring an identical distribution of 
patient characteristics for both types of joints. The same 
reference joint(s) were used in this sensitivity analysis as 
in the main models. To address the issue whether differ-
ent patient profiles with separate clusters of specific joint 
involvement might affect the results, we performed an 
additional sensitivity analysis with adjustment for pol-
yarticular vs. oligoarticular disease based on the 28-joint 
count. This differentiation defined populations with dis-
tinct proportions of large vs. small joint involvement. All 
types of analysis were also performed in patients starting 
TNFi as a monotherapy only.

Importantly, the sole availability of the 28-joint count, 
without data on feet and axial involvement, precluded 
adjustment for the known subtypes of PsA [27, 28], origi-
nally described by Moll and Wright (distal interphalangeal 

joint involvement only, asymmetrical oligoarthritis, polyar-
thritis, spondylitis, and arthritis mutilans) [29]. A patient 
with oligoarticular disease utilizing a 28-joint count might 
have been classified as having polyarticular PsA if informa-
tion on all joints had been available.

All analyses were performed with the R language and 
environment for statistical computing (version 4.2.2, 
2022) along with R Markdown, a format for writing 
reproducible, dynamic reports with R [30, 31].

Results
Patient characteristics at the initiation of a first TNF 
inhibitor
A total of 1729 bionaive PsA patients had at least one 
swollen joint out of 28 at start of their first TNFi (8397 
swollen joints). The number of patients included from 
each of the nine European registries is indicated in the 
supplemental Table S1. The baseline characteristics of the 
patients at start of TNFi are detailed in Table 1. The mean 
(SD) age and symptom duration was 49.4 (12.1) and 9.0 
(8.6) years, respectively. The proportion of women was 
54%. The mean DAS28-CRP was 4.7 (1.0), the mean 
number of swollen joints was 4.8 (4.1), and the mean 

Table 1 Characteristics of patients with PsA and at least one swollen joint at start of first TNFi, pooled across all countries

Except where indicated otherwise, values represent the mean and SD. Small joints: finger joints and wrist; large joints: elbow, knee, shoulder; CRP C-reactive protein, 
DAS28-CRP Disease Activity Score using the 28 joints count and CRP

TNFi Tumour Necrosis Factor inhibitors

All patients starting TNFi 
(TNFi monotherapy and TNFi added to 
methotrexate)
N = 1729

Subgroup of patients starting 
TNFi as monotherapy
N = 406

N N

Female sex, N (%) 1729 799 (53.8) 406 210 (51.7)

Age, years 1729 49.4 (12.1) 406 49.8 (11.8)

Symptom duration, years 1409 9.0 (8.6) 352 9.8 (9.1)

CRP, mg/l 1645 15.0 (21.5) 376 13.6 (17.3)

DAS28-CRP 1476 4.7 (1.0) 312 4.6 (1.0)

Physician global score 1602 4.9 (2.3) 370 5.2 (2.1)

Patient global score 1559 6.6 (2.3) 339 6.6 (2.2)

Use of methotrexate, N (%) 1729 1323 (76.5) 406 0 (0.0)

Details regarding peripheral arthritis 1729 406

Tender joints (28 joints count) 7.4 (6.0) 7.0 (5.9)

Swollen joints (28 joints count) 4.9 (4.1) 4.9 (4.1)

Number of joints involved, N (%)

 • < 5 (out of 28) 1043 (60.3) 246 (60.6)

 • ≥ 5 (out of 28) 686 (39.7) 160 (39.4)

Type of joints involved, N (%)

 • Only small joints 1034 (59.8) 255 (62.8)

 • Only large joints 210 (12.1) 42 (10.3)

 • Small and large joints 485 (28.1) 109 (26.8)



Page 5 of 16Ciurea et al. Arthritis Research & Therapy           (2025) 27:18  

number of tender joints was 7.4 (6.0). While the use of 
the 28-joint count precluded differentiation between 
patients with true oligoarthritis and polyarthritis, the 
proportion of patients with involvement of < 5/28 joints 
and ≥ 5/28 joints was 60% and 40%, respectively (Table 1). 
Comparable patient characteristics were observed in the 
subgroup of PsA patients starting TNFi as monotherapy 
(N = 406; Table 1).

Figure  1 depicts the proportion of patients present-
ing with joint swelling at individual joint locations at 
TNFi start. This ranged from 44.7% at the wrist to 7.6% 
at the shoulder. Besides the wrist, the most commonly 
affected joints included the MCP and PIP joints of dig-
its 2–3 and the knee (Fig. 1). Stratification by the num-
ber of involved joints (< 5 vs. ≥ 5) lead to identification 
of patient profiles with different clusters of involvement 
at specific locations (patient profiles 1 and 2 in the sup-
plemental table S2). Large joints (particularly the knee) 
and the wrist were more often involved in oligoarthri-
tis, while finger joints synovitis was more prevalent in 
polyarthritis.

Site‑specific resolution of joint swelling in PsA
Resolution of synovitis was observed in 5604 out of 8397 
joints that were swollen at baseline (67%). The number of 
events (resolutions of swollen joints) per individual loca-
tion is presented in the supplemental table  S3. Median 
(lower, upper quartile) duration to resolution as meas-
ured by the event windows (time between the start and 
end of the event interval) was 189 (168, 259) days. Time 
to study exit (time to loss to follow-up if resolution of 
joint swelling was not observed or to the end of the event 
interval if resolution of joint swelling was observed was 
203 (168, 364) days. For 79% of the assessed joints, treat-
ment with the first TNFi continued until study exit.

In a descriptive analysis of joints that were swollen at 
various locations at the start of TNFi, we assessed the 
proportion of joints that remained swollen at 6, 12, 18, 
and 24  months within patients with evaluated joints. 
The results are shown in Fig.  2A for the proximal–dis-
tal axis of the upper limb and the knee and in Fig.  2B 
for the anterior–posterior axis (digits 1–5 of the hand). 
Clinical synovitis resolved in over 75% of joints assessed 

Fig. 1 Proportion of patients with joint swelling at start of treatment with the first tumour necrosis factor inhibitor by joints of the 28-joint set 
in 1729 patients with PsA and at least one swollen joint at treatment start
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at all locations within the initial 6  months. Along the 
proximal–distal axis of the upper extremity, the wrist 
exhibited a higher persistence of swelling compared to 
the other joints (Fig. 2A). Minor differences were noted 
between digits, with the index and middle fingers retain-
ing joint swelling slightly more frequently at follow-up 
compared to the thumb and more ulnar fingers (Fig. 2B). 
Notably, only a few joints (< 7%) developed palpable syn-
ovitis during TNFi treatment among those not affected 
at baseline (supplemental figure S1). New joint swelling 

most commonly emerged at the wrist and the finger 
joints of the digits 2 and 3.

Adjusted mixed-effect Cox proportional hazards anal-
yses were conducted to explore the rate of resolution of 
clinical synovitis at different sites. All joints with follow-
up assessment(s) contributed to this analysis (6197 joints, 
from 1173 patients). Baseline characteristics of these 
patients are shown in the supplemental Table S4. On the 
proximal–distal axis of the upper limb and compared to 
the joints of digit 3, a significantly higher rate of joint 

Fig. 2 Proportion of swollen joints at individual locations of the 28-joint count at follow-up visits after start of treatment with the first tumour 
necrosis factor inhibitor (TNFi) in joints that were swollen at baseline (BL). The proportions were calculated in relation to the total number of joints 
assessed at 6, 12, 18, and 24 months. A Joints located along a proximal–distal axis of the upper extremity and the knee. B Joints positioned 
along an anterior–posterior axis of the hand (digits 1–5). Metacarpophalangeal and proximal interphalangeal joints of each digit were combined 
for analysis

(See figure on next page.)
Fig. 3 Rate of resolution of swollen joints (HR and 95% CI) after start of tumour necrosis factor inhibitor treatment estimated using overall 
interval-censored mixed-effects Cox proportional hazards models adjusted for age and sex for different comparisons: A joints along the proximal–
distal axis of the upper limb, B finger joints along the anterior–posterior axis of the hand (digits 1–5), C knee compared to elbow. The 
reference joint(s) are indicated in each panel. The number of swollen joints and the number of patients are shown for each joint location. 
MCP3 = metacarpophalangeal joint of digit 3; PIP3 = proximal interphalangeal joint of digit 3
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Fig. 3 (See legend on previous page.)
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swelling resolution was identified for the elbow and the 
shoulder (HR 1.90, 95% CI 1.38–2.61 and HR 1.65, 95% 
CI 1.16–2.35, respectively, Fig.  3A). Conversely, a lower 
rate of joint swelling resolution was observed at the wrist 
(HR 0.72, 95% CI 0.62–0.83) compared to the joints of 
digit 3. These estimates were confirmed in a model that 
analyzed resolution of synovitis at MCP3 and PIP3 sepa-
rately on the proximal–distal axis, with PIP3 serving as 
reference (supplemental figure S2). A comparable rate of 
joint swelling resolution was found for MCP3 in compar-
ison to PIP3 (HR 0.91, 95% CI 0.75–1.10).

The joints of digit 3 also served as a reference to 
compare resolution of synovitis along the anterior–
posterior (radio-ulnar) axis of the hand (Fig.  3B). We 
found an U-shaped pattern of response with a signifi-
cantly higher rate of joint swelling resolution in joints 
of digits 1, 2, 4, and 5, compared to digit 3. The best 
response was observed in digits 4 and 5 (HR 1.77 
(95% CI 1.49–2.11), and HR 1.88 (95% CI 1.53–2.31), 
respectively. We also compared the resolution of joint 
swelling between the knee, as the only weight-bear-
ing joint and only representative of the lower limb on 
the 28-joint count, and the elbow, the corresponding 
joint on the upper limb with a similar range of motion 
(Fig.  3C). A lower rate of resolution of joint swelling 
was found for the knee vs. the elbow (HR 0.56, 95% 
CI 0.40–0.78). In contrast, the responses at the knee 
and digit 3 levels were comparable (HR 1.11, 95% CI 
0.90–1.36).

Differences in hazards of resolution of joint swell-
ing found between individual joints in all three major 
comparisons were also confirmed after adjustment for 
the patient profiles with distinct joint involvement clus-
ters identified through stratification by the number of 
involved joints (< 5 vs. ≥ 5; Fig.  4A-C), as well as after 
adjustment for MTX treatment prior to TNFi start, dis-
ease duration, and BMI (supplemental figure S3). All 
findings were also confirmed in pairwise comparisons 
of joints affected simultaneously in the same patients, 
which were performed to avoid residual confounding by 
differences in patient characteristics (Table  2). In com-
parison to the joints of digit 3, a significantly higher rate 
of resolution of joint swelling was found for the shoul-
der, the elbow, and joints of digits 1, 2, 4, and 5, while a 

lower rate of resolution was observed for the wrist. Digits 
4 and 5 consistently exhibited higher estimates of syno-
vitis resolution rates compared to the other fingers. A 
comparable lower rate of resolution of joint swelling was 
estimated for the knee vs. the elbow (0.55, 95% CI 0.27–
1.10; Table  2). However, given the much lower number 
of joints, statistical significance was not reached in this 
sub-analysis.

The same trends were confirmed in patients with PsA 
starting TNFi as monotherapy (23% of the whole popu-
lation; Fig.  5). An exception involved the comparison 
between the wrist and the reference joints on the proxi-
mal–distal axis of the upper limb (finger joints of digit 
3). No evidence for a difference in the rate of resolution 
of joint swelling was found at these sites during TNFi 
monotherapy in both the overall model (HR 1.04, 95% 
CI 0.74–1.44, Fig. 5A) and in a pairwise comparison in 
patients affected with synovitis at both sites (HR 1.23, 
95% CI 0.83–1.83). A numerically lower rate of reso-
lution of joint swelling was also found for the knee in 
comparison to the elbow (HR 0.42, 95% CI 0.11–1.68; 
Fig. 5C).

Site‑specific resolution of joint tenderness in PsA
The assessment of agreement between clinical synovitis 
and joint tenderness yielded a moderate Cohen’s Kappa 
value of 0.54 (95% CI 0.53–0.55). The patterns observed 
for resolution of joint tenderness on the proximal–distal 
and the anterior–posterior axes, as well as for the knee 
vs elbow were consistent with the patterns observed for 
synovitis resolution (Fig.  6A-C). The most notable dis-
crepancy was found for the shoulder. A lower rate of 
resolution of tenderness was found at this site in compar-
ison to the joints of digit 3 (Fig. 6D).

Discussion
In this multinational study, which included over 1700 
patients with PsA, and 8000 individual joints, we present 
compelling evidence that the clinical response to TNFi 
may also be contingent upon the specific joint location. 
Employing a 28-joint count, our findings revealed that 
the most favourable responses to TNFi were observed 
in the proximal joints of the upper limb and the MCP 

Fig. 4 Rate of resolution of swollen joints (HR and 95% CI) after start of TNFi with additional adjustment for patient profiles with different joint 
involvement clusters in comparison to Fig. 3. The rate of resolution of synovitis for different comparisons (A, B, C) is estimated using overall 
interval-censored mixed-effects Cox proportional hazards models: A joints along the proximal–distal axis of the upper limb, B finger joints 
along the anterior–posterior axis of the hand (digits 1–5), C knee compared to elbow. The reference joint(s) are indicated in each panel. The 
numbers of swollen joints and of patients are shown for each joint location. MCP3 = metacarpophalangeal joint of digit 3; PIP3 = proximal 
interphalangeal joint of digit 3

(See figure on next page.)
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Fig. 4 (See legend on previous page.)
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and PIP joints of fingers 4 and 5 when compared to the 
joints of the third digit. In contrast, the estimated rate of 
response was lowest for the wrist, the joints of the third 
finger, and the knee. The results were consistent over sev-
eral sensitivity analyses. The data on the time required for 
synovitis to resolve after start of TNFi in individual joints 
was used to estimate the hazard (or rate) of resolution for 
specific articular sites. Our approach also indirectly iden-
tified those joints that were less likely to resolve despite 
TNFi treatment. New synovitis occurred in < 7% of joints 
not involved at baseline.

Potential unknown confounding related to differences 
in baseline patient characteristics was addressed by ana-
lyzing the resolution of joint swelling through pairwise 
comparisons of joints in subgroups of patients with 
simultaneous involvement at both locations. Addition-
ally, sensitivity analyses were conducted, adjusting for 
diverse patient profiles characterized by distinct joint 
clusters. These supplementary evaluations supported the 
robustness of our findings. Nevertheless, our reliance on 
the 28-joint count, lacking data on involvement of distal 
interphalangeal joints, feet, and the axial skeleton, con-
strained our ability to test potential confounding from 
established subtypes of PsA [27–29]. Furthermore, we 
recognize the potential for bias, particularly concerning 
joints like the shoulder that are inherently more challeng-
ing to assess or potential differences in the degree of syn-
ovitis at individual joints. This difficulty is compounded 

by the absence of imaging data to validate the presence 
and the degree of synovitis at specific joint sites.

The wrist was the most commonly affected joint at 
the start of treatment with TNFi in the current analysis. 
This finding is consistent with data from a randomized 
controlled study of PsA patients starting tofacitinib or 
methotrexate, which also reported individual joint infor-
mation [20]. In a broader, unselected PsA population, the 
wrist may be less frequently affected, although it ranked 
third, following the MCP 2 and 3 joints, in terms of joint 
involvement in a national PsA registry of patients under 
real-life conditions [32]. The wrist, along with the knee 
and the PIP3 joint, is also among the most commonly 
affected joint in oligoarticular PsA [33]. However, wrist 
involvement seems to be more frequently observed in 
late PsA as compared to early PsA [34].

Various factors contributing to potential variations in 
treatment response across distinct joint sites have been 
proposed: disparities in joint size, mechanical stress 
linked to the function of specific joints or to weight-
bearing, and differences in the profiles of local cells, with 
a particular emphasis on synovial fibroblasts at various 
sites [15].

The role of mechanical stress, particularly at 
entheseal sites, in the pathogenesis of spondy-
loarthritides is established [35]. The concept of the syn-
ovio-entheseal complex provides the linkage between 
microdamage associated with mechanical loading and 

Table 2 Rate of resolution of swollen joints after start of TNFi in pairwise comparisons of joints (subgroups of patients affected at both 
sites)

Estimates of resolution rates (HR and 95% CI) from individual interval-censored mixed-effects Cox proportional hazards models. Confounding is minimized since 
patient characteristics are equally distributed for both joint sites in each comparison

Site of joint Number of affected joints/
patients

Reference joint(s) HR (95% CI)

Proximal–distal axis of upper 
limb

Shoulder (74/56) MCP3/PIP3 3.27 (1.27; 8.42)

Elbow (99/78) MCP3/PIP3 3.89 (1.80; 8.40)

Wrist (537/338) MCP3/PIP3 0.75 (0.63; 0.90)

Anterior–posterior axis 
of the hand (digits 1–5)

MCP1/PIP1 (490/264) MCP3/PIP3 1.43 (1.14; 1.79)

MCP2/PIP2 (1107/539) MCP3/PIP3 1.24 (1.05; 1.46)

MCP4/PIP4 (650/352) MCP3/PIP3 2.01 (1.65; 2.44)

MCP5/PIP5 (431/247) MCP3/PIP3 2.33 (1.83; 2.96)

Knee vs. elbow Knee (103/75) Elbow 0.55 (0.27; 1.10)

(See figure on next page.)
Fig. 5 Rate of resolution of swollen joints (HR and 95% CI) in the subgroup of patients on tumour necrosis factor inhibitor monotherapy estimated 
using overall interval-censored mixed-effects Cox proportional hazards models adjusted for age and sex for different comparisons: A joints 
along the proximal–distal axis of the upper limb, B finger joints along the anterior–posterior axis of the hand (digits 1–5), C knee compared 
to elbow. The reference joint(s) are indicated in each panel. The number of swollen joints and the number of patients is shown for each joint 
location. MCP3 = metacarpo-phalangeal joint of digit 3; PIP3 = proximal interphalangeal joint of digit 3
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joint inflammation in PsA and axSpA [36]. An associa-
tion also exists between a physically traumatic event and 
the onset of musculoskeletal manifestations at specific 
sites in PsA and is known as the “deep Koebner” phe-
nomenon [37, 38]. A correlation between occupational-
related mechanical stress and radiographic damage has 
been previously found in PsA, but the results were pre-
sented as summed damage scores and not tied to specific 
locations [39]. The observation that the rate of synovitis 
resolution was lower for the knee, the sole weight-bear-
ing joint in the 28-joint count, compared to the elbow, 
could suggest that joints more susceptible to mechani-
cal stress respond less effectively to TNFi. However, 
the joints of the third digit, which exhibited the lowest 
rate of resolution of synovitis along the anterior–poste-
rior axis of the hand, are not the most biomechanically 
affected joints of the hand [40]. Moreover, adjustment 
for BMI did not affect our results.

More common persistence of synovitis at the wrist, as 
well as at digits 2 and 3, has also indirectly been shown 
for RA, making confounding by the type of PsA unlikely. 
In a prospective Swedish RA cohort study, the wrist, the 
PIP-3 joint, and the MCP-2 joint were the first joints of 
the hand to develop radiographic damage [41]. A more 
recent sub-analysis of the BeSt study, a Dutch RA strat-
egy trial including a TNFi arm, revealed that, compared 
to all other joints in the 66-joint count, the wrist and 
the MCP and PIP joints of the index and middle fingers 
were most frequently associated with recurrent synovi-
tis after initial resolution with targeted treatment [42]. 
Long-term cumulative local joint inflammation in these 
joints was further linked to joint damage progression 
[43]. Whether these findings in RA and our results in PsA 
here are related to the recently unveiled important tran-
scriptional and epigenetic diversity encoded in the home-
obox (HOX) gene loci in synovial fibroblasts found in 
hand and finger joints versus more proximal joints in RA, 
which translated into specific joint phenotypes [12–14], 
remains unknown.

In order to investigate a potential relationship between 
putative transcriptomic, epigenomic, and phenotypical 
cell differences at distinct joints in PsA and their varied 
response to treatment, sequential synovial biopsies taken 
from different sites during treatment would be needed in 
future studies. Moreover, exploring whether a particular 

joint response pattern in PsA is associated with distinct 
therapeutic modes of action seems warranted.

We utilized swollen joints as the primary outcome in 
the present study to specifically address joint inflamma-
tion. A noteworthy discrepancy in the resolution of swol-
len vs. tender joints was particularly evident at the level 
of the shoulder. This may be attributed to the greater 
clinical challenge in assessing shoulder synovitis. More-
over, shoulder tenderness could result from more com-
mon pathologies such as rotator cuff tendinopathy. The 
shoulder should therefore be omitted from comparable 
analyses in the absence of imaging data confirming the 
presence of synovitis.

Several limitations in our study have to be acknowl-
edged. Data on individual joints, in contrast to summed 
swollen or tender joint counts, was only available for a 
subgroup of patients followed in the EuroSpA research 
network [16]. Furthermore, most registries employed 
the 28-joint count. Enhancing the feasibility of obser-
vational multinational studies, the 28-joint count seems 
reasonable for a proof-of-concept study aimed at explor-
ing potential differences between joints. The use of the 
28-joint count, in comparison to the 66/68-joint count, 
demonstrated significantly higher concordance between 
different examiners [44], proving advantageous in the 
context of an observational study conducted by rheu-
matologists in primary, secondary, and tertiary centres 
across nine European countries. While DAS28 response 
criteria have been validated for PsA [45], they might be 
particularly problematic in patients with oligoarticular 
disease [33].

Another limitation arises from the lack of informa-
tion on the use of systemic glucocorticoids or local 
steroid injections at specific joints before and after start 
of TNFi treatment in the EuroSpA dataset available for 
analysis.

While our focus in this study was exclusively on 
peripheral arthritis, it is worth noting that site-speci-
ficity of response may also be observed for other PsA 
manifestations, like enthesitis [46], dactylitis, and pso-
riatic skin disease [47].

Strengths of our analyses include the prospective 
assessment of treatment response at individual joint 
sites during real-life clinical follow-up throughout 
Europe and statistical methods that effectively account 

Fig. 6 Rate of resolution of tender joints (HR and 95% CI) after start of tumour necrosis factor inhibitor treatment estimated using overall 
interval-censored mixed-effects Cox proportional hazards models adjusted for age and sex for different comparisons: A joints along the proximal–
distal axis of the upper limb, B finger joints along the anterior–posterior axis of the hand (digits 1–5), C knee compared to elbow. The 
reference joint(s) are indicated in each panel. The number of swollen joints and the number of patients is shown for each joint location. 
MCP3 = metacarpophalangeal joint of digit 3; PIP3 = proximal interphalangeal joint of digit 3

(See figure on next page.)
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for the complex grouped data structure within the 
EuroSpA research collaboration network.

In conclusion, our analysis suggests that the clini-
cal response to TNFi treatment in PsA with regards to 
peripheral arthritis is influenced by the specific loca-
tion of the affected joint.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13075- 025- 03488-w.

Supplementary Material 1.

Acknowledgements
Not applicable.

Patient and public involvement statement
Patients were involved in the reporting and dissemination plans of this research.

Authors’ contributions
All coauthors have contributed significantly in accordance with contributor-
ship guidelines, as detailed in the CRediT statement provided in the supple-
mentary table S5 of the manuscript.

Funding
The EuroSpA Research Collaboration Network and this study were supported 
by Novartis. Novartis had no influence on the data collection, statistical analy-
ses, manuscript preparation or decision to submit.

Data availability
Data are not publicly available for legal and logistical reasons. It would require 
permissions from the data owners, represented by each contributing registry.

Declarations

Ethics approval and consent to participate
The study was approved by the respective national data protection agencies 
and research ethical committees according to legal regulatory requirements 
in the participating countries (online supplemental table S6).

Consent for publication
Not required.

Competing interests
AG reports a grant from Novartis (paid to employer). AGL reports a research 
grant from Novartis; speaking and/or consulting fees from Abbvie, Janssen, 
Eli Lilly, MSD, Novartis, Pfizer, and UCB; and being a paid instructor for Pfizer. 
BeG reports a grant from Novartis (paid to institution); grants from Abbvie, 
BMS, and Sandoz paid to the institution, outside the submitted work. BrM 
reports a research grant from Novartis paid to the employer (outside the 
submitted work); speaker fees from Novartis; grants from the Research Council 
of Norway to the Centre for treatment of Rheumatic and Musculoskeletal 
Diseases (REMEDY). CC reports speaking and consulting fees from Abbvie, 
Amgen, Boehringer-Ingelheim, Ewopharma, Eli Lilly, Novartis, and Pfizer. FI 
reports a provision from Abbvie for article processing; consulting fees from 
Abbvie, Janssen, and UCB; payments or honoraria from Abbvie, Eli Lilly, 
Galapagos, Janssen, and UCB; support for attending meetings from Abbvie, 
Astra-Zeneca, Eli Lilly, Galapagos, Janssen, and UCB. GTJ reports a research 
grant from Amgen paid to the employer; speaker fees from Janssen. IC reports 
speaker and/or consulting fees form BMS, Eli Lilly, Galapagos, Gilead, Janssen, 
Novartis, MSD, Pfizer, and GSK. IvdHB reports payment for lecture from UCB 
and support for attending a meeting from Pfizer. JMD reports grants from the 
Portuguese Society of Rheumatology (RheumaPlus grant); consulting fees 
from Abbvie, Bial, Merck Sharp & Dohme, and Pfizer; payments or honoraria 
from Abbvie, Bial, Merck Sharp & Dohme, Novartis, Pfizer, and UCB; JKW 
reports speaking fees from Abbvie, and Amgen (paid to institution); research 

support from Abbvie, Amgen, Eli Lilly, Novartis, and Pfizer (unrelated to the 
present study and paid to institution); he acts as co-chair of the Swedish 
Society for Rheumatology’s working group which is annually updating the 
Swedish treatment recommendations for axial spondyloarthritis and psoriatic 
arthritis. JZ reports speaking fees from Abbvie, Akord, Astra Zeneca, Celltrion, 
Eli Lilly, Pfizer, and Sobi; consulting fees from Abbvie, and Astra Zeneca; 
support for attending meetings from Abbvie, and Pfizer; participation in 
advisory boards for Abbvie, and Astra Zeneca. KP reports consulting fees 
from Abbvie, UCB, Pfizer, Eli Lilly, Celltrion, MSD, and Novartis. LMØ reports a 
research grant from Novartis paid to the employer. MJN reports a research 
grant from Novartis paid to the institution; consulting fees from Abbvie, 
Amgen, Eli Lilly, Janssen, Novartis, and Pfizer paid to the institution; speaking 
fees from Abbvie, Amgen, Eli Lilly, Janssen, Novartis, and Pfizer paid to the 
institution; support for attending meetings from Janssen and UCB; participa-
tion in advisory boards from Eli Lilly, Janssen, Novartis and Pfizer paid to the 
institution; he is a scientific member of the SCQM registry and of the EuroSpA 
collaboration and an ASAS-EULAR taskforce member. MØ reports grants from 
Abbvie, Amgen, BMS, Celgene, Eli Lilly, Merck, Novartis, and UCB, outside the 
submitted work; consulting fees from Abbvie, BMS, Eli Lilly, Galapagos, Gilead, 
Janssen, Merck, Novatis, Pfizer, and UCB; payments or honoraria from Abbvie, 
BMS, Eli Lilly, Galapagos, Gilead, Janssen, Merck, Novartis, Pifzer, and UCB. MLH 
reports consulting fees from Abbvie paid to institution; research grants from 
Abbvie, BMS, Eli Lilly, Lundbeck Fondation, MSD, Pfizer, Sandoz, Novartis, and 
Nordforsk, all paid to institution; speaking fees from Pfizer, Medac, Sandoz paid 
to the institution and a personal honorarium from Novartis; participation in an 
advisory board of Abbvie paid to the institution; being the previous chair of 
the steering committee of the Danish Rheumatology Quality Registers, which 
receive public funding from the hospital owners and from pharmaceutical 
companies; she co-chairs EuroSpA, which generates real-world evidence of 
treatment of psoriatic arthritis and axial spondyloarthritis based on second-
ary data and is partly funded by Novartis. MS reports consulting fees from 
Janssen-Cilag, Boehringer-Ingelheim, and Pfizer; payments or honoraria from 
BMS, Boehringer-Ingelheim, and GSK. RM reports payments or honoraria from 
Abbvie, Amgen, Eli Lilly, and Janssen Biotech. RP reports consulting fees from 
Boehringer Ingelheim and Celltrion, speaking fees from Boehringer Ingelheim, 
Eli Lilly, Janssen, and UCB; participation in advisory boards for Boehringer 
Ingelheim, Eli Lilly, and UCB. SHR reports a research grant from Novartis. SK 
reports a grant from Novartis (paid to employer). VR reports personal grants 
for the expenses of the research group from the competitive State Research 
Financing of the Expert Responsibility Area of Kanta-Häme Central Hospital 
and of Tampere University Hospital, as well as from the Wilhelm and Else 
Stockmann’s Foundation; payments or honoraria from Abbvie, Novartis, and 
Viatris. ZR reports payment or honoraria from Abbvie, Amgen, AstraZeneca, 
Boehringer, Biogen, Eli Lilly, Janssen, Medis, MSD, Novartis, Pfizer, Roche, and 
Sandoz Lek; payments for expert testimony from Abbvie, Amgen, AstraZeneca, 
Boehringer, Biogen, Eli Lilly, Janssen, Medis, MSD, Novartis, Pfizer, Roche, and 
Sandoz Lek; being president of the section of rheumatology of the Slovenian 
Medical Association. AC, AS, BM, BT, BjG, BuM, CM, CO, GJM, OD, OP, PV, and RB 
declare they have no conflicts of interests.

Author details
1 Department of Rheumatology, University Hospital Zurich, University 
of Zurich, Rämistrasse 100, Zurich CH-8091, Switzerland. 2 Statistics Group, 
Swiss Clinical Quality Management in Rheumatic Diseases (SCQM) Founda-
tion, Zurich, Switzerland. 3 Copenhagen Center for Arthritis Research, Center 
for Rheumatology and Spine Diseases, Centre for Head and Orthopedics, 
Rigshospitalet, Glostrup, Denmark. 4 Swiss Tropical and Public Health Institute, 
Allschwil, Switzerland. 5 University of Basel, Basel, Switzerland. 6 Department 
of Rheumatology and Immunology, Inselspital University Hospital, Bern, Swit-
zerland. 7 Department of Rheumatology, Geneva University Hospital, Geneva, 
Switzerland. 8 Department of Clinical Medicine, University of Copenhagen, 
Copenhagen, Denmark. 9 DANBIO Registry, Rigshospitalet, Glostrup, Denmark. 
10 Department of Rheumatology, Aarhus University Hospital, Aarhus, Denmark. 
11 Department of Clinical Medicine, Aarhus University, Aarhus, Denmark. 
12 Swiss Ankylosing Spondylitis Association, Zurich, Switzerland. 13 Department 
of Rheumatology, First Faculty of Medicine, Charles University, Prague, Czech 
Republic. 14 Department of Rheumatology, Centro Hospitalar Do Médio Tejo, 
Torres Novas, Portugal. 15 Centro de Estudos de Doenças Cronicas, NOVA Medi-
cal School, Lisbon, Portugal. 16 Department of Rheumatology, Hospital de Sao 
Sebastio, Centro Hospitalar de Entre O Douro E Vouga, Santa Maria da Feira, 
Portugal. 17 Centre for Rheumatology Research, Landspitali University Hospital, 

https://doi.org/10.1186/s13075-025-03488-w
https://doi.org/10.1186/s13075-025-03488-w


Page 15 of 16Ciurea et al. Arthritis Research & Therapy           (2025) 27:18  

Reykjavik, Iceland. 18 Faculty of Medicine, University of Iceland, Reykjavik, 
Iceland. 19 Department of Clinical Sciences, Rheumatology, Lund University 
and Skane University Hospital, Lund, Sweden. 20 Tampere University Hospital, 
Centre for Rheumatic Diseases, Tampere, Finland. 21 Faculty of Medicine 
and Health Technology, Tampere University, Tampere, Finland. 22 Depart-
ment of Rheumatology, Inflammation Center, Helsinki University Hospital 
and University of Helsinki, Helsinki, Finland. 23 Center for Rheumatic Diseases, 
University of Medicine and Pharmacy, Bucharest, Romania. 24 Rheumatology 
Unit, University of Modena and Reggio Emilia, Modena, Italy. 25 Aberdeen Cen-
tre for Arthritis and Musculoskeletal Health (Epidemiology Group), University 
of Aberdeen, Aberdeen, UK. 26 Department of Rheumatology, Hospital General, 
Universitario Gregorio Marañón, Madrid, Spain. 27 Faculty of Medicine, Com-
plutense University of Madrid, Madrid, Spain. 28 Department of Rheumatology, 
University Medical Centre Ljubljana, Ljubljana, Slovenia. 29 Faculty of Medicine, 
University of Ljubljana, Ljubljana, Slovenia. 30 Center for Treatment of Rheu-
matic and Musculoskeletal Diseases (REMEDY), Diakonhjemmet Hospital, Oslo, 
Norway. 31 Research Unit, Sørlandet Hospital, Kristiansand, Norway. 32 Depart-
ment of Clinical Sciences Lund, Rheumatology, Skåne University Hospital, 
Lund University, Lund, Sweden. 33 Department of Rheumatology, Radboud 
University Medical Center, Nijmegen, the Netherlands. 

Received: 13 July 2024   Accepted: 23 January 2025

References
 1. Ritchlin CT, Colbert RA, Gladman DD. Psoriatic arthritis. N Engl J Med. 

2017;376:957–70.
 2. Veale DJ, Fearon U. The pathogenesis of psoriatic arthritis. Lancet. 

2018;391:2273–84.
 3. Van den Bosch F, Coates L. Clinical management of psoriatic arthritis. 

Lancet. 2018;391:2285–94.
 4. Gossec L, Baraliakos X, Kerschbaumer A, et al. EULAR recommendations 

for the management of psoriatic arthritis with pharmacological therapies: 
2019 update. Ann Rheum Dis. 2020;79:700–12.

 5. Coates LC, Soriano ER, Corp N, et al. Group for Research and Assessment of 
Psoriasis and Psoriatic Arthritis (GRPPA): updated treatment recommenda-
tions for psoriatic arthritis 2021. Nat Rev Rheumatol. 2022;18:465–79.

 6. Singh JA, Guyat G, Ogdie A, et al. 2018 American College of Rheuma-
tology/National Psoriasis Foundation Guideline for the treatment of 
psoriatic arthritis. Arthritis Rheumatol. 2019;71:5–32.

 7. Najm A, Goodyear CS, McInnes IB, et al. Phenotypic heterogeneity in 
psoriatic arthritis: towards tissue pathology-based therapy. Nat Rev Rheu-
matol. 2023;19:153–65.

 8. Mease PJ. Measures of psoriatic arthritis. Arthritis Care Res. 
2011;63:S64–85.

 9. van der Heijde D, van’t Hof MA, van Riel PL, et al. Validity of single vari-
ables and composite indices for measuring disease activity in rheumatoid 
arthritis. Ann Rheum Dis. 1992;51:177–81.

 10. Ospelt C, Frank-Bertoncelj M. Why location matters – site-specific factors 
in rheumatic diseases. Nat Rev Rheumatol. 2017;13:433–42.

 11. Chang HY, Chi J-T, Dudoit S, et al. Diversity, topographic differentiation, 
and memory in human fibroblasts. Proc Nat Acad Sci. 2002;99:12877–82.

 12. Frank-Bertoncelj M, Trenkmann M, Klein K, et al. Epigenetically-driven 
anatomical diversity of synovial fibroblasts guides joint-specific fibroblast 
functions. Nat Commun. 2017;8:14852.

 13. Ai R, Hammaker D, Boyle DL, et al. Joint-specific DNA methylation and 
transcriptome signatures in rheumatoid arthritis identify distinct patho-
genic processes. Nat Commun. 2016;7:11849.

 14. Elhai M, Micheroli M, Houtman M, et al. The long non-coding RNA HOTAIR 
contributes to joint-specific gene expression in rheumatoid arthritis. Nat 
Commun. 2023;14:8172.

 15. Bolton C, Croft AP. All fibroblasts are equal, but some are more equal 
than others. Nat Rev Rheumatol. 2024. https:// doi. org/ 10. 1038/ 
s41584- 024- 01097-6.

 16. Linde L, Ørnbjerg LM, Rasmussen SH, et al. Commonalities and differ-
ences in set-up and data collection across European spondyloarthritis 
registries – results from the EuroSpA collaboration. Arthritis Res Ther. 
2023;25:205.

 17. Michelsen B, Østergaard M, Nissen MJ, et al. Differences and similarities 
between the EULAR/ASAS-EULAR and national recommendations for 
treatment of patients with psoriatic arthritis and axial spondyloarthritis 
across Europe. Lancet Reg Health Eur. 2023;33:100706.

 18. Brahe CH, Ørnbjerg LM, Jacobsson L, et al. Retention and response rates 
in 14261 PsA patients starting TNF inhibitor treatment – results from 12 
countries in EuroSpA. Rheumatology (Oxford). 2020;59:1640–50.

 19. Lindström U, Di Giuseppe D, Delcoigne B, et al. Effectiveness and treat-
ment retention of TNF inhibitors when used as monotherapy versus 
comedication with csDMARDs in 15332 patients with psoriatic arthritis. 
Data from the EuroSpA collaboration. Ann Rheum Dis. 2021;80:1440–8.

 20. Ciurea A, Distler O, Kwok K, et al. Joint-level responses to tofacitinib and 
methotrexate: a post-hoc analysis of data from ORAL start. Arthritis Res 
Ther. 2023;25:185.

 21. Østergaard M, Eder L, Christiansen SN, et al. Imaging in the diagnosis 
and management of peripheral psoriatic arthritis – The clinical utility of 
magnetic resonance imaging and ultrasonography. Best Pract Res Clin 
Rheumatol. 2016;30:624–37.

 22. Michelsen B, Diamantopoulos AP, Hammer HB, et al. Ultrasonographic 
evaluation in psoriatic arthritis is of major importance in evaluating 
disease activity. Ann Rheum Dis. 2016;75:2108–13.

 23. Felbo SK, Wiell C, Østergaard M, et al. Do tender joints in active psoriatic 
arthritis reflect inflammation assessed by ultrasound and magnetic 
resonance imaging? Rheumatology (Oxford). 2022;61:723–33.

 24. Gessl I, Hana CA, Deimel T, et al. Tenderness and radiographic progres-
sion in rheumatoid arthritis and psoriatic arthritis. Ann Rheum Dis. 
2023;82:344–50.

 25. Hothorn T, Möst L, Bühlmann P. Most likely transformations Scand J Stat-
ist. 2018;45:110–34.

 26. Tamasi B, Hothorn T. tramME: Mixed-effects transformation models using 
template model builder. R Journal. 2021;13:398–418.

 27. Helliwell PS, Taylor WJ. Classification and diagnostic criteria for psoriatic 
arthritis. Ann Rheum Dis. 2005;64(Suppl II):ii3–8.

 28. Helliwell PS, Porter G, Taylor WJ, et al. Polyarticular psoriatic arthritis is 
more like oligoarticular psoriatic arthritis, than rheumatoid arthritis. Ann 
Rheum Dis. 2007;66:113–7.

 29. Moll JMH, Wright V. Psoriatic arthritis. Semin Arthritis Rheum. 
1973;3:55–78.

 30. R Core Team, R. A language and environment for statistical computing. R 
foundation for statistical computing. Vienna, Austria; 2022 https:// www.R- 
proje ct. org.

 31. Xie Y, Dervieux C, Riederer E. R Markdown Cookbook. 1st ed. New York: 
Chapman and Hall/CRC; 2020.

 32. Stekhoven D, Scherer A, Nissen MJ, et al. Hypothesis-free analyses from a 
large psoriatic arthritis cohort support merger to consolidated peripheral 
arthritis definition without subtyping. Clin Rheumatol. 2017;36:2035–43.

 33. Coates LC, FitzGerald O, Gladman DD, et al. Reduced joint counts misclas-
sify patients with oligoarticular psoriatic arthritis and miss significant 
numbers of patients with active disease. Arthritis Rheum. 2013;65:1504–9.

 34. Helliwell PS, Hetthen J, Sokoll K, et al. Joint symmetry in early and late 
rheumatoid and psoriatic arthritis: comparison with a mathematical 
model. Arthritis Rheum. 2000;43:865–71.

 35. Jacques P, Lambrecht S, Verheugen E, et al. Proof of concept : enthesitis 
and new bone formation in spondyloarthritis are driven by mechanical 
strain and stromal cells. Ann Rheum Dis. 2014;73:437–45.

 36. McGonagle D, Lories RJU, Tan AL, et al. The concept of a “synovio-enthe-
seal complex” and its implications for understanding joint inflamma-
tion and damage in psoriatic arthritis and beyond. Arthritis Rheum. 
2007;8:2482–91.

 37. Pattison E, Harrison BJ, Griffiths CEM, et al. Environmental risk factors for 
the development of psoriatic arthritis : results from a case-control study. 
Ann Rheum Dis. 2008;67:672–6.

 38. Tinazzi I, McGonagle D, Aydin SZ, et al. “Deep Koebner” phenomenon 
of the flexor tendon-associated accessory pulleys as a novel factor 
in tenosynovitis and dactylitis in psoriatic arthritis. Ann Rheum Dis. 
2018;77:922–5.

 39. Zhou WL, Chandran V, Cook R, et al. The association between occupa-
tional-related mechanical stress and radiographic damage in psoriatic 
arthritis. Semin Arthritis Rheum. 2019;48:638–43.

https://doi.org/10.1038/s41584-024-01097-6
https://doi.org/10.1038/s41584-024-01097-6
https://www.R-project.org
https://www.R-project.org


Page 16 of 16Ciurea et al. Arthritis Research & Therapy           (2025) 27:18 

 40. Caspi D, Flusser G, Farber I, et al. Clinical, radiological, demographic, and 
occupational aspects of hand osteoarthritis in the elderly. Semin Arthritis 
Rheum. 2001;30:321–31.

 41. Fex E, Jonsson K, Johnson U, et al. Development of radiographic damage 
during the first 5–6 year of rheumatoid arthritis. A prospective follow-up 
study of a Swedish cohort. Br J Rheumatol. 1996;35:1106–15.

 42. Heckert SL, Bergstra SA, Matthijssen XME, et al. Joint inflammation tends 
to recur in the same joints during the rheumatoid arthritis disease course. 
Ann Rheum Dis. 2022;81:169–74.

 43. Heckert SL, Bergstra SA, Goekoop-Ruiterman YPM, et al. Frequency of 
joint inflammation is associated with local joint damage progression in 
rheumatoid arthritis despite long-term targeted treatment. RMD Open. 
2023;9:e002552.

 44. Grunke M, Witt MN, Ronneberger M, et al. Use of the 28-joint count yields 
significantly higher concordance between different examiners than the 
66/68-joint count. J Rheumatol. 2012;39:1334–40.

 45. Fransen J, Antoni C, Mease PJ, et al. Performance of response criteria for 
assessing peripheral arthritis in patients with psoriatic arthritis: analysis 
of data from randomized controlled trials of two tumour necrosis factor 
inhibitors. Ann Rheum Dis. 2006;65:1373–8.

 46. Nissen MJ, Möller B, Ciurea A, et al. Site-specific resolution of enthesitis in 
patients with axial spondyloarthritis treated with tumor necrosis factor 
inhibitors. Arthritis Res Ther. 2021;23:165.

 47. Langan EA, Griffiths CEM, Solbach W, et al. The role of the microbiome in 
psoriasis: moving from disease description to treatment selection? Br J 
Dermatol. 2018;178:1020–7.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Differences in the response to TNF inhibitors at distinct joint locations in patients with psoriatic arthritis: results from nine European registries
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Study design and patient population
	Analysis of resolution of joint swelling
	Analysis of resolution of joint tenderness
	Statistical methods

	Results
	Patient characteristics at the initiation of a first TNF inhibitor
	Site-specific resolution of joint swelling in PsA
	Site-specific resolution of joint tenderness in PsA

	Discussion
	Acknowledgements
	References


