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A nkylosing spondylitis was described by Strumpell1 
in 1897 as a “chronic arthritis limited to the spine 

and hip joints.” While ankylosing spondylitis most com­
monly affects the axial skeleton, this chronic inflammatory 
disease can also manifest itself in the appendicular skeleton 
as well as in several organ systems. Peripheral musculo­
skeletal manifestations of this enthesopathic disorder can 
include calcaneal periostitis and associated Achilles ten­
dinitis and plantar spurs and fasciitis.2,3 Clinically, the hand 
is infrequently involved but can manifest asymmetric 
dactylitis. This study was undertaken to clarify and quan­
tify further the radiographic abnormalities and associated 
symptoms in the hands of patients with ankylosing spon­
dylitis.

METHODS

The clinical charts and radiographs of the 151 patients 
with a presumptive diagnosis of ankylosing spondylitis 
treated at the University of Michigan between 1976 and 
1986 were reviewed. Twenty-two of the patients were sub­
sequently found to have other primary diagnoses, such as 
ulcerative colitis or psoriatic arthritis, and were excluded 
from this review.4 The remaining 129 patients had radio- 
graphic evidence of bilateral, symmetric sacroiliitis of 
variable severity and laboratory studies consistent with a 
primary diagnosis of ankylosing spondylitis. Of these 129 
patients with ankylosing spondylitis, 23 patients (19 male, 
four female) had hand and wrist radiographs taken as part 
of their routine rheumatology evaluation. Twenty-two pa­
tients had bilateral radiographs, and the remaining patient 
had a unilateral study. Thus, 45 radiographs of hands and 
wrists in patients with documented ankylosing spondylitis 
were available for analysis. These films were independently
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read by a skeletal radiologist and an orthopedic hand sur­
geon. Radiographic abnormalities were recorded, re­
viewed, and correlated with information obtained from 
the patient’s hospital record.

RESULTS

Radiographic changes were noted in only two of the 23 
patients in this study. One was a man with a 15-year du­
ration of ankylosing spondylitis, and one was a woman 
with disease duration of 20 years. As the radiographic 
findings were unilateral, only two of 45, or 4 percent, of 
the radiographs demonstrated abnormalities that could 
be attributed to ankylosing spondylitis. Both patients were 
human leukocyte antigen B-27 positive. The dominant 
hand was involved in both cases, and neither patient had 
a history of trauma to the upper extremity.

The radiographic abnormalities present in these two 
patients included bony erosions, periosteal reaction (Fig­
ure 1), and cyst formation (Figure 2). Joint space narrow­
ing was also evident, primarily involving the wrist. All 
radiographic abnormalities were unilateral. Ankylosis of 
joints of the hands and ossification of soft tissue structures 
were not evident.

Clinically, only one patient was symptomatic in the re­
gion of the radiographic changes. The generalized aching 
of his wrist was probably related to the joint space nar­
rowing noted in Figure 1. The hospital charts of the other 
106 patients in the original study group failed to reveal 
documentation of significant clinical complaints involving 
the hands and wrists.

DISCUSSION

Peripheral arthritis has been reported in as many as 60 
percent of patients with documented ankylosing spon- 
dylitis.3,5,6 While the hips and shoulders are most com-
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monly involved, the more distal joints may also be symp­
tomatic.

In this series, positive radiographic findings in the hand 
and wrist were found in 9 percent of patients (4 percent 
of radiographs) with documented ankylosing spondylitis. 
This frequency is consistent with the previously published 
findings of Braunstein et al,7 11 percent, but considerably 
lower than the 28 percent incidence reported by Resnick.8 
Many interesting clinical and radiographic studies com­
paring male and female patients with ankylosing spon-

Figure 2. A radiograph of a 54-year-old woman with a 20- 
year history of ankylosing spondylitis, showing cystic 
changes in the carpus, and hypertrophic changes in the 
distal radioulnar joint. Cartilage loss is also evident in in- 
tercarpal and radiocarpal articulations. Reprinted with per­
mission from Braunstein E, Martel W, Moyded R: Ankylosing 
spondylitis in men and women: A clinical and radiographic 
comparison. Radiology 1982; 144:91-94

dylitis have been published7,9; however, this sample size 
was too small to comment on any sex differences.

In Resnick’s prospective radiographic study of 25 con­
secutive patients with ankylosing spondylitis, multiple 
erosions were noted in seven cases.8 Bilateral involvement 
was also noted in seven patients. Four of the seven patients 
with radiographic abnormalities in the hands and wrists 
in Resnick’s series did have asymmetric radiographic in­
volvement of their hands and wrists. In this current report, 
all lesions were unilateral, and a single erosion was noted 
in only one of the two patients.

The clinician’s natural tendency is to attribute all ob­
served abnormalities to one disease process, which may, 
in part, account for the paucity of reported cases of co­
existing rheumatoid arthritis and ankylosing spondylitis.1 
As the individual radiographic features of both diseases 
can include marginal articular erosions, joint space nar­
rowing, and periarticular demineralizations, the pattern 
of radiographic features combined with corroborating 
clinical and laboratory data will help establish the appro­
priate diagnosis.3,11-15 The diagnosis of coexistent rheu-
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matoid arthritis should be entertained in any patient with 
ankylosing spondylitis who has an erosive arthropathy of 
the hands that is extensive, bilateral, and symmetric. 
Asymmetric or unilateral involvement, in fact, is one of 
the radiographic features in distinguishing ankylosing 
spondylitis from rheumatoid arthritis.10

Radiographic abnormalities of the hands and wrists oc­
cur infrequently in ankylosing spondylitis. Clinical in­
volvement of these peripheral joints also appears uncom­
mon. If extensive bilateral disease is noted on plain 
radiographs or if the patient is severely symptomatic in 
the hands and wrists, a coexistent diagnosis should be 
considered.
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