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Abstract
Objective
Dactylitis has long been recognised as one of the significant features of spondyloarthropathies. In the literature, the
prevalence of dactylitis in enteropathic spondyloarthritis (EASpA) ranges between 2% and 4%. The aim of this study was
to identify the prevalence of dactylitis in EASpA patients and to investigate its association with clinical subset and with
articular and bowel disease activity.

Methods
78 EASpA patients and 78 controls were enrolled for this study. All patients and controls underwent a rheumatological
and a gastroenterological clinical examination. Demographic and clinical features were recorded. Diagnosis of dactylitis
was made by physical examination and was evaluated using the Leeds Dactylitis Instrument (LDI).

Results
In our study the prevalence of dactylitis in EASpA was 15.38%, mainly in patients with Crohn’s disease (CD) and
peripheral arthritis. A significantly higher articular and bowel disease activity was found in patients with dactylitis
compared to those without it. The family history of psoriasis represented a predictor of occurrence of dactylitis.
Finally, a significant correlation between disease activity and LDI score was found in EASpA.

Conclusion
The results of our study showed a high prevalence of dactylitis in EASpA. It was more frequent in patients with CD and
peripheral involvement with a higher articular disease activity, confirming that dactylitis may be a severity marker and a
prognostic factor for EASpA. The significant correlation between disease activity and LDI score could address LDI as a
potential tool of assessment of dactylitis.
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Introduction

Musculoskeletal manifestations are the
most common extra-intestinal findings
of inflammatory bowel disease (IBD)
with frequency ranging from 16% to
39% depending on the diagnostic crite-
ria used and on patient selection (1-8).In
about 10% of IBD patients, the onset of
musculoskeletal manifestations can oc-
cur at the same time with first phases of
the disease and occasionally before (9).

IBD arthritis, recognised also as enter-
opathic spondyloarthritis (EASpA) are
divided into two different clinical sub-
sets: axial (including sacroiliitis with
or without spondylitis) and peripheral
joint involvement.

The spectrum of axial involvement
ranges from inflammatory lower back
pain with or without radiological evi-
dence of sacroiliitis (sometimes asymp-
tomatic) to spondylitis characterised
by the classic clinical and radiologic
features of the idiopathic ankylosing
spondylitis (AS). It is found to be pre-
sent in a range between 2% and 16% of
IBD patients, with a higher prevalence
in Crohn’s disease (CD) patients than in
ulcerative colitis (UC) ones. The preva-
lence of sacroiliitis is between 10% and
25% for spondylitis and from 30% to
36% for sacroiliitis (10-12).

Peripheral involvement is a common
complication in both CD and UC, with
high prevalence (range: 0.4-34.6%) in
patients with IBD. It is reported to be
more frequent in CD than UC (20% and
10%, respectively) (13) and it meanly
affects the joints of the lower limbs (14).
Another clinical feature of peripheral in-
volvement is dactylitis, a characteristic
and highly specific feature of SpA. Until
today, available data on the prevalence
of dactylitis in patients with EASpA are
reported in studies by Salvarani et al.
(4) and Palm et al. (15), who reported a
prevalence of 2% and 4%, respectively.
The aim of this study was to evalu-
ate the prevalence of dactylitis among
patients affected by EASpA and to in-
vestigate its possible association with
clinical subset and with articular and
bowel disease activity.

Materials and methods

Study design
The present study included 78 patients

843

affected by EASpA (52 female and 26
male; mean age + SD: 46.19+11.72yrs;
range: 21-69yrs), consecutively ad-
mitted to the Spondyloarthropathy Re-
search Unit of University “Federico II”
of Naples, between December 2012 and
December 2013.

The diagnosis of UC and/or CD was
made by one of our Authors (FM and/or
FC) and based on clinical, endoscopic
and histological evaluation (16). The
diagnosis of EASpA was made accord-
ing to the ESSG criteria (17).

Control subjects, matched with cases
for age and gender, were recruited from
the hospital staff. Both patients and
controls underwent a rheumatological
clinical examination and demographic
data (age, gender, ethnicity, current and
previous smoking habit, duration of
smoking habit) were recorded. For each
patient we also recorded the disease
characteristics (age of onset, disease
duration, subset of disease and disease
activity) and the laboratory tests (rheu-
matoid factor [RF], erythrocyte sedi-
mentation rate [ESR] and C-reactive
protein [CRP]).

EASpA patients were classified on the
basis of the articular involvement into
peripheral and axial subsets. Patients
with peripheral subset were classified in
three forms (type 1, type 2 and type 3)
according to the classification proposed
by our research group (8).

Articular disease activity was calculat-
ed by DAS28 for peripheral subset and
BASDAI for axial subset. Bowel dis-
ease activity was calculated according
to the Harvey-Bradshaw Index (HBI)
(18), and the Simple Clinical Colitis
Activity Index (SCCAI) (19) for CD
and UC, respectively.

Diagnosis of dactylitis, defined as an
acute diffuse swelling of a digit with
painful inflammatory changes, or
chronic, where the digit remains swol-
len despite the disappearance of acute
inflammatory changes, was made by
physical examination by two clinicians
(RP and RS); and was confirmed and
measured using the Leeds Dactylitis
Instrument (LDI). The LDI measures
the ratio of the circumference of the
affected digit to the circumference of
the digit on the opposite hand or foot:
using a minimum difference of 10%
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to define a dactylitic digit. The ratio of
circumference is multiplied by a tender-
ness score. The clinician squeezes the
affected fingers with moderate pressure
and documents the patient’s response:
0O=no tenderness, l=tender, 2=tender
and winces, and 3=tender and with-
draws (20).

Informed consent was obtained from all
subjects and the study protocol was ap-
proved by the local Ethics Committee.

Statistical analysis

Statistical analysis was performed with
the SPSS 16 system (SPSS Inc., Chi-
cago, IL, USA). Continuous data were
expressed as means + SD, and categori-
cal variables were expressed as %. To
compare continuous variables an inde-
pendent sample #-test was performed.
To analyse categorical data, the chi-
square test was performed. When the
minimum expected value was <5, the
Fisher’s exact test was used. To adjust
for all of the other demographic and
clinical variables and to evaluate the
relative risk (RR) a multivariate logistic
regression analysis was adopted, with
the presence of dactylitis as the depend-
ent variable and major clinical and de-
mographic characteristics as independ-
ent variables. Correlation was assessed
using the Pearson’s linear correlation
coefficients (r). All the results are pre-
sented as 2-tailed values with statistical
significance if p-values <0.05.

Results

The demographic characteristics of the
patients with EASpA are reported in
Table I.

Of the 78 patients with EASpA, 44 and
34 were diagnosed as being affected by
CD and UC, respectively. Twenty-sev-
en out of 78 EASpA patients showed
axial and 51 peripheral involvement.
Twenty of these had polyarticular and
31 oligoarticular subset (Table I). Type
3 subset of peripheral form was not
found in our population study. Disease
duration and disease activity are re-
ported in Table I for all patients and for
each subset of EASpA.

Among 78 patients EASpA, 12 showed
acute dactylitis, with a prevalence of
15.38%. Three of the 12 EASpA pa-
tients with dactylitis (25%) were male

Table I. Characteristics of the study population.

Characteristics EASpA patients Controls p-value*
n. 78
F/M 52/26 52/26 1.000
mean age + SD 46.18 + 11.72 4307 +£9.53 0.834
disease duration of IDB, mean + SD 723 +£591 NA NA
disease duration of arthritis, mean = SD 6.75 £ 426 NA NA
BASDALI, mean = SD 423 £ 1.56 1.06 £ 0.21 p<0.001
DAS28, mean + SD 515+ 1.04 1.72 £ 0.32 p=0.015
LEEDs dactylitis index, mean + SD 334 +£192 121 £0.84 p=0.001
SSCAI, mean + SD 8.21 +3.80 132 +1.24 p=0.002
HBI, mean + SD 995 +3.14 1.54 +0.57 p=0.001
ESR, mean + SD (n.v.: 10 - 20) 21.27 £ 19.07 15.12 + 8.65 p=0.029
CRP, mean + SD (n.v.: <5.00) 4.87 + 1095 375 = 1.56 p=0.047
Dactylitis, n. patients (%) 12 (15.38) 1 (1.28) p<0.001
Subset of arthritis

Axial, n. patients NA

Peripheral, n. patients NA NA
Subset of inflammatory bowel disease

Ulcerative colitis, n. patients NA

Crohn disease, n. patients NA NA

*NA: not applicable; EASpA: enteropathic spondyloarthritis; IBD: inflammatory bowel disease; BAS-
DAI: Bath Ankylosing Spondylitis Disease Activity Index; DAS28: Disease Activity Score 28; HBI:
Harvey-Bradshaw Index; SCCALI: Simple Clinical Colitis Activity Index; CRP:C-reactive protein; ESR:

erythrocyte sedimentation rate.

Table II. Clinical and disease characteristics of EASpA patients.

Characteristics EASpA patients p-value*
With dactylitis Without dactylitis

n. 12 66
FM 9/3 43/23 0.163
mean age + SD 4792 +1.37 45.86+12.99 0.580
disease duration of IDB, mean age + SD 6.94 +4.98 7.68 +£5.66 0.364
disease duration of arthritis, mean age + SD ~ 7.25 +4.39 6.65+4.28 0.720
BASDAI, mean + SD 298 +1.50 408+1.51 p=0.047
DAS28, mean + SD 478 £1.27 345+1.10 p<0.001
LEEDs index, mean + SD 334+192 NA NA
SSCAI, mean + SD 11.25+0.21 8.02+3.84 p=0.249
HBI, mean + SD 12.52+3.03 923+2.84 p=0.003
ESR, mean + SD (n.v.: 10 - 20) 2527+17.24 2048 +19.46 p=0.450
CRP, mean + SD (n.v.: <5.00) 5.02+1.28 525+2.85 p=0914
Subset of arthritis

Axial, n. patients 26

Peripheral, n. patients 11 40 p=0.038
Subset of inflammatory bowel disease

Ulcerative colitis, n. patients 32

Crohn disease, n. patients 10 34 p=0.041

*NA: not applicable; EASpA: enteropathic spondyloarthritis; IBD: inflammatory bowel disease; BAS-
DAI: Bath Ankylosing Spondylitis Disease Activity Index; DAS28: Disease Activity Score 28; HBI:
Harvey-Bradshaw Index; SCCAIL: Simple Clinical Colitis Activity Index; CRP: C-reactive protein;

ESR: erythrocyte sedimentation rate.

and 75% were female. The mean age
(£SD) was 47.92 (£10.37) yrs and the
mean disease duration of the articular
involvement was 7.75 (£3.69) yrs (Ta-
ble II). Eight of the 12 patients with
dactylitis had a single digit involved,
and 4 (33.33%) had multiple digits af-
fected. In detail, fingers were more fre-

844

quent involved than toes (82.35% vs.
17.65%, respectively), and the second
digit was the most frequent localisation
(47.06%). The mean number of dig-
its affected per patient was 1.42. The
Leeds dactylitis index for each patient
is shown in Table III.

Dactylitis was evidenced more fre-
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Table III. Clinical and disease characteristics of EASpA patients with dactylitis.

Case subset Number of Digit Leeds DAS 28 BASDAI Pearson’s linear
Digit right Left dactylitis correlation

coefficients (r)

1 Peripheral 1 II(F) 2.38 39 2.1

I Peripheral 2 III(F) IKT) 5.87 53 24

I Peripheral 1 IV(F) 2.25 38 22

v Peripheral 1 1I(F) 1.10 29 23

\% Peripheral 2 I(T) V(F) 431 4.6 22

VI Peripheral 1 III(F) 2.28 39 2.1 r=0.617, p=0.033¢

VII Peripheral 1 1I(F) 3.30 5.1 2.7

VIII Peripheral 1 II (F) 235 4.6 2.7

X Peripheral 3 I (T)/1V (F) 1II (F) 7.80 5.6 2.1

X Peripheral 1 1II(F) 3.39 4.1 2.6

XI Peripheral 1 III(F) 1.21 3.1 64 r=-0.194, p=0.681%

XII Axial 2 II (F)/ V(F) 335 2.8 59

#Pearson’s linear correlation coefficients between Leeds Dactylitis Index and DAS 28 (or BASDAI); EASpA: enteropathic spondyloarthritis; BASDAI: Bath
Ankylosing Spondylitis Disease Activity Index; F: fingers; T: toes.

quently in EASpA patients with periph-
eral subset compared to patients with
axial involvement (21.57% vs. 3.70%;
p=0.038) (Table III), and the peripheral
subset represented a predictor of occur-
rence of dactylitis with a RR of 1.34
(95% C10.98-1.84). In EASpA periph-
eral subset, the dactylitis was signifi-
cantly more frequent in patients with
polyarticular involvement compared to
those with oligoarticular involvement
(40.00% vs. 6.45%; p=0.014) and the
RR of developing dactylitis in EASpA
patients with polyarticular involvement
was 2.15 (95% CI 1.31-3.53). More-
over, in EASpA patients with periph-
eral involvement a significantly higher
disease activity was found in patients
with dactylitis (DAS28=5.15+1.05)
compared to those without dactylitis
(DAS28=3.45+1.10) (p=0.0001). In
patients with dactylitis, a direct cor-
relation was found between Leeds
dactylitis index and DAS28 (r=0.617,
p=0.033) (Table III).

Moreover, EASpA patients with dacty-
litis showed a significantly higher prev-
alence of extra-articular manifestations
(EAMs) (58.33%) compared to those
without dactylitis (27.28%) (p=0.034)
and the RR of developing dactylitis in
EASpA patients with EAMs was 2.14
(95% CI 1.15-3.97). Finally, a high
prevalence of dactylitis was found in
EASpA patients with family history
of psoriasis in relatives of first and/or
second degree (53.33%) compared to
those without it (6.35%) (p<0.0005);

family history of psoriasis was a pre-
dictor of occurrence of dactylitis with a
RR of 6.29 (95% CI 2.18-14.08).

Stratifying population according to in-
flammatory bowel disease, the dactyli-
tis was more frequent in patients with
CD (22.73%) than in those with UC
(5.88%) (p=0.041); the RR of develop
dactylitis in CD patients was 1.62 (95%
CI 1.15-2.28). Moreover, in patients
with CD, a significantly higher bowel
disease activity was found in patients
with dactylitis compared to patients
without dactylitis (p=0.003) (Table II).

Discussion

Dactylitis represents a characteristic
and highly specific manifestation of
SpA (21-24) and its prevalence ranges
from 4% to 23.6% (25- 27).

However, two studies have shown in
EASpA, a low frequency, ranging from
2% to 4% (4, 15). On the other hand,
data from our study show that dactylitis
can occur with high frequency (15.38%)
also in EASpA patients, mainly in pa-
tients with CD and peripheral arthritis.

However, a significantly higher ar-
ticular and bowel disease activity was
found in our patients with dactylitis
compared to those without it. These
could have lead to dactilytis as a con-
sequence both of high-grade local and
systemic inflammation.

In a recent cross-sectional retrospec-
tive study by Payet ef al., the authors
showed that dactylitis was found in
21.5% of SpA patients and it was more
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frequent in undifferentiated forms
and less frequent in axial subset (28).
Moreover, toes were more frequently
involved than fingers and the most fre-
quent localisation was represented by
the second digit. In addition, dactylitis
was evidenced more frequently in SpA
patients with peripheral involvement;
instead it was associated with degree
of severity of SpA (28).

On the other hand, in our EASpA group
showing dactylitis, fingers were more
frequently involved than toes and the
second digit was the most frequent lo-
calisation. Furthermore, dactylitis was
more frequent in EASpA patients with
peripheral subset than in with patients
with axial involvement. Moreover, in
EASpA peripheral subset, the dacty-
litis was significantly more frequent
in patients with polyarticular involve-
ment than in those with oligoarticular
involvement. The peripheral subset
represented also a predictor of occur-
rence of dactylitis.

Additionally, in our study, a high prev-
alence of dactylitis was found also in
EASpA patients with psoriasis’ family
history compared to those without it.
Moreover, EASpA patients with dacty-
litis showed a significantly higher prev-
alence of EAMs (58.33%) than those
without dactylitis (27.28%) (p=0.034)
and the RR of develop dactylitis in
EASpA patients with EAMs was 2.14
(95% CI 1.15-3.97). The EAMs and
family history of psoriasis represented
predictors of occurrence of dactylitis.
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Notably, dactylitis represents also one
of the hallmark features of PsA (29,
30), due to its high frequency, and is
one of the features of ClASsification
for Psoriatic Arthritis (CASPAR) crite-
ria (31-33). As reported in other stud-
ies on PsA (34, 35), also in our study,
dactylitis, is slightly more frequent in
polyarticular than in non-polyarticular
subset.

In previous studies focused on IBD
cohorts clinical diagnosis of dactylitis
has not been evaluated by using instru-
ments (36-40). We chose LDI with the
aim of assessing dactylitis and studying
its prevalence in patients with EASpA;
in fact, LDI can provide a quantifica-
tion of both the size of the swollen digit
and the tenderness, and can differenti-
ate between tender and non-tender dac-
tylitis (20, 41).

We found also a significant direct cor-
relation between LDI score and articu-
lar disease activity (DAS28) in patients
with peripheral involvement, confirm-
ing that dactylitis could be considered
a potential marker of EASpA activity.
The significant correlation between
disease activity and LDI score, found
in our patients, could suggest to use
LDI as a potential tool of assessment
of dactylitis in EASpA and future stud-
ies are necessary to confirm this.

This study has some limitations. Firstly,
a cross-sectional study enrolling con-
secutive EASpA patients only should
be more appropriate for the evalua-
tion of prevalence of dactylitis in these
patients. Moreover, the use of DAS28
for the evaluation of disease activity is
formally validated for rheumatoid ar-
thritis (RA) (42, 43), but it is not for
peripheral involvement in SpA. In fact,
the 28-joint count excludes the feet, as
well as the ankles and the DIP joints
of the fingers in the evaluation of ar-
ticular involvement; the use of 28-joint
count, instead of e.g. the 66/68 joint
count, may have underestimated clini-
cal inflammatory joint involvement in
our patients with toe dactylitis. Never-
theless, DAS28 has been used in ran-
domised clinical trials for assessment
of disease activity in PSA (44,45, 46).
In conclusion, the results of our study
showed a high prevalence of dactylitis
(15.38%) in EASpA patients. It was

more frequent in patients with periph-
eral involvement (in detail, polyar-
ticular subset), as found also in other
studies (27, 28) and in patients with a
higher disease activity, confirming that
dactylitis may be a severity marker and
a prognostic factor for EASpA.

Data from our study can suggest that
in EASpA patients dactylitis clinically
and LDI-evaluated can suggest a high
peripheral and bowel activity. In the
next future, LDI could be investigated
as a tool of assessment of dactylitis and
disease activity also in EASpA.

References

1. LEIRISALO-REPO M: Enteropathic arthritis,
Whipple’s disease, juvenile spondyloar-
thropathy, and uveitis. Curr Opin Rheumatol
1994; 6: 385-90.

2. VELOSO FT, CARVALHO J, MAGRO F:
Immune-related systemic manifestations of
inflammatory bowel disease. A prospective
study of 792 patients. J Clin Gastroenterol
1996; 23: 29-34.

3. ORCHARD TR, WORDSWORTH BP, JEWELL
DP: Peripheral arthropathies in inflammatory
bowel disease: their articular distribution and
natural history. Gur 1998; 42: 387-91.

4. SALVARANI C, VLACHONIKOLIS IG, VAN DER
HENDE DM et al.: Musculoskeletal manifes-
tations in a population-based cohort of in-
flammatory bowel disease patients. Scand J
Gastroenterol 2001; 36: 1307-13.

5. TURKCAPAR N, TORUNER M, SOYKAN I et
al.: The prevalence of extraintestinal mani-
festations and HLA association in patients
with inflammatory bowel disease. Rheumatol
Int 2006; 26: 663-8.

6. LANNA CC, FERRARI ML, ROCHA SL, NASCI-
MENTO E, DE CARVALHO MA, pA CUNHA
AS: A cross-sectional study of 130 Brazilian
patients with Crohn’s disease and ulcerative
colitis: analysis of articular and ophthalmo-
logic manifestations. Clin Rheumatol 2008;
27:503-9.

7. SALVARANI C, FRIES W: Clinical features
and epidemiology of spondyloarthritides as-
sociated with inflammatory bowel disease.
World J Gastroenterol 2009; 15: 2449-55.

8. PELUSO R, DI MINNO MN, IERVOLINO S et
al.: Enteropathic spondyloarthritis: from diag-
nosis to treatment. Clin Dev Immunol 2013:
631408.

9. EHRENFELD M: Spondyloarthropathies. Best
Pract Res Clin Rheumatol 2012; 26: 135-45.

10. PELUSO R, DI MINNO MND, BRUNER V et
al.: Discovertebral Erosions in Patients with
Enteropathic Spondyloarthritis. J Rheumatol
2012; 39: 2332-40.

11. DE VLAM K, MIELANTS H, CUVELIER C, DE
KEYSER F, VEYS EM, DE VOS M: Spondyloar-
thropathy is underestimated in inflammatory
bowel disease: prevalence and HLA associa-
tion. J Rheumatol 2000; 27: 2860-5.

12. WORDSWORTH P: Arthritis and inflammato-
ry bowel disease. Curr Rheumatol Rep 2000;
2: 87-8.

846

20.

21.

22.

23.

24.

25.

26.

27.

28.

. RODRIGUEZ-REYNA TS, MARTINEZ-REYES

C, YAMAMOTO-FURUSHO JK: Rheumatic
manifestations of inflammatory bowel dis-
ease. World J Gastroenterol 2009; 28: 5517-
24.

. PALM O, MOUM B, JAHSEN J, GRAN JT:

The prevalence and incidence of peripheral
arthritis in patients with inflammatory bowel
disease, a prospective population-based study
(the IBSEN study). Rheumatology (Oxford)
2001; 40: 1256-61.

.PALM O, MOUM B, ONGRE A, GRAN JT:

Prevalence of ankylosing spondylitis and
other spondyloarthropathies among patients
with inflammatory bowel disease: a popula-
tion study (the IBSEN study). J Rheumatol
2002; 29: 511-5.

. LENNARD-JONES JE: Classification of in-

flammatory bowel disease. Scand J Gastro-
enterol 1989;170 (Suppl.): 2-6.

. DOUGADOS M, VAN DER LINDEN S, JUHLIN

R et al.: The European Spondylarthropathy
Study Group preliminary criteria for the
classification of spondylarthropathy. Arthri-
tis Rheum 1991; 34: 1218-27.

. HARVEY RF, BRADSHAW JM: A simple index

of Crohn’s-disease activity. Lancet 1980; 1:
514.

. WALMSLEY RS, AYRES RC, POUNDER RE,

ALLAN RE: A simple clinical colitis activity
index. Gut 1998; 43: 29-32.

HELLIWELL PS, FIRTH J, IBRAHIM GH, MEL-
SOM RD, SHAH I, TURNER DE: Development
of an assessment tool for dactylitis in psoriat-
ic arthritis. J Rheumatol 2005; 32: 1745-50.
OLIVIERI I, PADULA A, SCARANO E, SCARPA
R: Dactylitis or ‘“‘sausage-shaped” digit. J
Rheumatol 2007; 34: 1217-22.

AMOR B, DOUGADOS M, MIJIYAWA M: [Cri-
teria of the classification of spondylarthropa-
thies.] Rev Rhum Mal Osteoartic 1990; 57:
85-9.

RUDWALEIT M, VAN DER HEIDE D, LAN-
DEWE R et al.: The development of As-
sessment of SpondyloArthritis international
Society classification criteria for axial spon-
dyloarthritis (part IT): validation and final se-
lection. Ann Rheum Dis 2009; 68: 777-83.
RUDWALEIT M, VAN DER HEIIDE D, LAN-
DEWE R ef al.: The Assessment of Spondy-
loArthritis International Society classifica-
tion criteria for peripheral spondyloarthritis
and for spondyloarthritis in general. Ann
Rheum Dis 2011; 70: 25-31.

ROTHSCHILD BM, PINGITORE C, EATON M:
Dactylitis: implications for clinical practice.
Semin Arthritis Rheum 1998; 28: 41-7.
EULRY F, DIAMANO J, LAUNAY D, TABACHE
F, LECHEVALIER D, MAGNIN J: Sausage-like
toe and heel pain: value for diagnosing and
evaluating the severity of spondyloarthropa-
thies defined by Amor’s criteria. A retrospec-
tive study in 161 patients. Joint Bone Spine
2002; 69: 574-9.

SINGH G, LAWRENCE A, AGARWAL V, MIS-
RA R, AGGARWAL A: Higher prevalence of
extra-articular manifestations in ankylosing
spondylitis with peripheral arthritis. J Clin
Rheumatol 2008; 14: 264-6.

PAYET J, GOSSEC L, PATERNOTTE S et al.:
Prevalence and clinical characteristics of
dactylitis in spondylarthritis: a descriptive



29.

30.

31.

32.

33.

34.

35.

analysis of 275 patients. Clin Exp Rheumatol
2012; 30: 191-6.

MARCHESONI A, ATZENI F, SPADARO A et
al.: Identification of the clinical features dis-
tinguishing psoriatic arthritis and fibromyal-
gia. J Rheumatol 2012; 39: 849-55.

CASO F, COSTA L, ATTENO M et al.: Simple
clinical indicators for early psoriatic arthritis
detection. Springerplus 2014; 22: 759.
BROCKBANK JE, STEIN M, SCHENTAG CT,
GLADMANN DD: Dactylitis in psoriatic ar-
thritis: a marker for disease severity? Ann
Rheum Dis 2005; 64: 188-90.

TAYLOR W, GLADMAN D, HELLIWELL P,
MARCHESONI A, MEASE P, MIELANTS H:
Classification criteria for psoriatic arthritis:
development of new criteria from a large in-
ternational study. Arthritis Rheum 2006; 54:
2665-73.

TILLETT W, COSTA L, JADON D et al.:
The ClASsification for Psoriatic ARthritis
(CASPAR) criteria--a retrospective feasibil-
ity, sensitivity, and specificity study. J Rheu-
matol 2012; 39: 154-6.

HELLIWELL PS, PORTER G, TAYLOR WI:
Polyarticular psoriatic arthritis is more like
oligoarticular psoriatic arthritis, than rheu-
matoid arthritis. Ann Rheum Dis 2007; 66:
113-7.

SALVARANI C, CANTINI F, OLIVIERI I et al.:
Isolated peripheral enthesitis and/or dactyli-

37.

38.

39.

40.

41.

Dactylitis in enteropathic spondyloarthritis / R. Peluso et al.

tis: a subset of psoriatic arthritis. J Rheuma-
tol 1997; 24: 1106-10.

. CLEGG DO, REDA DJ, MEJIAS E et al.

Comparison of sulfasalazine and placebo in
the treatment of psoriatic arthritis. A depart-
ment of Veterans Affair Cooperative Study.
Arthritis Rheum 1996; 39: 2013-20.
SALVARANI C, CANTINI F, OLIVIERI I et al.:
Efficacy of infliximab in resistant psoriatic
arthritis. Arthritis Rheum 2003; 49: 541-5.
KALTWASSER JP, NASH P, GLADMAN D et
al.: Efficacy and safety of leflunomide in the
treatment of psoriatic arthritis and psoriasis:
a multinational, double-blind, randomized
placebo-controlled clinical trial. Arthritis
Rheum 2004; 50: 1939-50.

ANTONI CE, KAVANAUGH A, KIRKHAM B et
al.: Sustained benefits of infliximab therapy
for dermatologic and articular manifestations
of psoriatic arthritis; results from the inflixi-
mab multinational psoriatic arthritis: results
from the infliximab multinational psoriatic
arthritis controlled trial IMPACT). Arthritis
Rheum 2005; 52: 1227-36.

ANTONI C, KRUEGER GG, DE VLAM K et al.:
Infliximab improves signs and symptoms of
psoriatic arthritis: results from IMPACT 2
trial. Ann Rheum Dis 2005; 64: 1150-7.
HEALY PJ, HELLIWELL PS: Measuring dacty-
litis in clinical trials: which is the best instru-
ment to use? J Rheumatol 2007; 34, 1302-6.

847

42.

43.

44.

45.

46.

PREVOO ML, VAN ‘T HOF MA, KUPER HH, VAN
LEEUWEN MA, VAN DE PUTTE LB, VAN RIEL
PL: Modified disease activity scores that
include twenty-eight-joint counts. Develop-
ment and validation in a prospective longi-
tudinal study of patients with rheumatoid
arthritis. Arthritis Rheum 1995, 38: 44-8.
ALETAHA D, NELL VP, STAMM T et al.:
Acute phase reactants add little to composite
disease activity indices for rheumatoid ar-
thritis: validation of a clinical activity score.
Arthritis Res Ther 2005; 7: 796-806.
FRANSEN J, ANTONI C, MEASE PJ et al.:
Performance of response criteria for as-
sessing peripheral arthritis in patients with
psoriatic arthritis: analysis of data from
randomised controlled trials of two tumour
necrosis factor inhibitors. Ann Rheum Dis
2006; 65: 1373-8.

SOSCIA E, SCARPA R, CIMMINO MA et al.:
Magnetic resonance imaging of nail unit
in psoriatic arthritis. J Rheumatol 2009; 83
(Suppl.): 42-5.

KAVANAUGH A, MCINNES 1B, MEASE PJ et
al.: Clinical efficacy, radiographic and safety
findings through 2 years of golimumab treat-
ment in patients with active psoriatic arthritis:
results from a long-term extension of the ran-
domised, placebo-controlled GO-REVEAL
study. Ann Rheum Dis 2013; 72: 1777-85.



