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INTRODUCTION 
The hallmark of ankylosing spondylitis (AS), a chronic
systemic rheumatic disorder of indeterminant etiology
(but with a strong genetic predisposition), is sacroiliac
(SI) joint inflammation (sacroiliitis). AS is the prototype
and most common member of a group of diseases called
the spondyloarthropathies (SpA), which also includes
reactive arthritis, psoriatic spondyloarthritis, spondy-
loarthritis of inflammatory bowel disease, and undiffer-
entiated spondyloarthritis1. Their prevalence varies
among ethnic and racial groups; in Europe this ranges
from 0.1% to 1.4%; however, a more consistent number
approaches 0.5%2-11. These data suggest that AS and
related SpA may be as common as rheumatoid arthritis
(RA). Unlike RA, AS typically starts during the late
teens and early twenties; however, the overall socioeco-
nomic impact of both disease groups on the patient and
society are about equal1,12-14.

The early correct diagnosis of AS is important in order
to decrease disease burden through early intervention to
reduce disability experienced by many patients. Early
diagnosis is more important now with availability of new

and effective treatments15. Historically, diagnosis has
depended on the finding of radiographic sacroiliitis;
however, symptoms of AS have been shown to precede
radiographic changes by many years16,17. A recent review
of available evidence concludes that AS can and has to be
diagnosed earlier, and that AS can be diagnosed prior to
emergence of definite radiological changes18.

UNDERDIAGNOSIS
The diagnosis of AS or other related SpA is often missed
or markedly delayed18, especially in a primary care set-
ting19. A physician who is not fully aware of the clinical
presentation of AS might overlook this diagnosis when a
teenager or a young adult presents with chronic back
pain, even though this is a very typical presentation. One
reason is that back pain is very prevalent in the general
population, while AS or other related SpA are not the
most common cause of back pain. Moreover, in many
patients with AS, it may take years from onset of inflam-
matory back pain to development of radiographic
sacroiliitis, despite inflammation as detected by magnetic
resonance imaging (MRI) and despite clinical manifesta-
tions such as back pain and stiffness. For example, in a
study of patients with symptoms and signs consistent
with early AS [inflammatory back pain, plus additional
features of peripheral arthritis, heel pain, or acute uveitis;
or elevated levels of C-reactive protein (CRP) and ery-
throcyte sedimentation rate (ESR) but radiographically
normal sacroiliac joints], 36% developed radiographic
evidence of sacroiliitis in 5 years and 59% did so in 10
years16. This was also shown in a study of HLA-B27-pos-
itive relatives of patients with AS9, where radiographic

From the Division of Rheumatology, Case Western Reserve University,
MetroHealth Medical Center, Cleveland, Ohio, USA.

Funding for this supplement series was provided by Amgen, Inc. and
Wyeth Research.

M. Elyan, MD; M.A. Khan, MD, MACP.

Address reprint requests to Dr. M.A. Khan, Division of Rheumatology,
Case Western Reserve University, MetroHealth Medical Center, 2500
MetroHealth Drive, Cleveland, OH 44109-1998. E-mail:
mkhan@metrohealth.org

ABSTRACT. This article focuses on the early diagnosis and effective management of ankylosing spondylitis (AS), a dis-
ease that is not uncommon and that can cause early retirement and severe functional disability. AS, like most
other rheumatologic diseases, has no diagnostic gold standard. Correct diagnosis depends largely on a con-
stellation of clinical symptoms and signs in addition to radiological findings. Early diagnosis has become all
the more important because effective therapies are available: tumor necrosis factor antagonists that suppress
disease activity and improve functional ability in patients with AS refractory to conventional drug therapy.
The biologic agents are probably even more effective if given early. Inflammation of the sacroiliac joints and
the spine is a common, early feature and possibly the most frequent first manifestation of disease. Therefore,
its early detection is important, and magnetic resonance imaging has proven useful in this regard. To opti-
mize diagnostic accuracy of early disease, it is crucial to use a comprehensive approach and have a deep
understanding of the disease and its clinical picture. The clinician should gather a complete history, paying
close attention to all the elements of this multisystem disease, as well as judiciously ordering laboratory test-
ing and imaging. New strategies are being developed to assist primary care physicians in their screening for
these patients, which in turn should result in early referral to rheumatologists and early diagnosis.
(J Rheumatol 2006;33 Suppl 78:12-23)
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