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Editorial

Enthesitis and dactylitis in psoriatic arthritis

Psoriatic arthritis (PsA) is a form of 
spondyloarthritis that classically develops in 
psoriasis, typically between the ages of 30 and 
50 years, although it can present at any time. 
While most patients develop PsA after psoriasis 
(approximately 10 years later), some develop 
PsA before or concurrently with psoriasis. PsA 
manifests as peripheral arthritis, enthesitis, 
dactylitis, and spondylitis. Additional 
manifestations include nail lesions such as 
onycholysis and dystrophy (psoriatic 
onychodystrophy), pitting, and hyperkeratosis.1 

Enthesitis and dactylitis are periarticular PsA 
manifestations that can be identified during 
clinical evaluation, and both are included in the 
Classification Criteria for Psoriatic Arthritis 
(CASPAR) as hallmarks of PsA2; however, 
these manifestations are frequently missed by 
dermatologists and rheumatologists. Enthesitis is 
present in 35% of patients with PsA, and 
dactylitis occurs in approximately 50% of 
patients with PsA.3,4 These can be present in 
isolation for months to years in a small number 
of patients.5 

Enthesitis can occur where tendons, ligaments or 
joint capsule insert into bones (Achilles heel, 
knee and spine). Symptoms include tenderness/ 
soreness/ pain at entheses (which may be elicited 

via palpation) and potential visible signs, such as 
redness and swelling at insertion sites. The 
plantar fascia and Achilles tendon insertion sites 
are commonly affected.6 

Dactylitis, or sausage-shaped digit is uniform 
swelling of the soft tissues between the 
metacarpophalangeal and proximal 
interphalangeal, proximal and DIP, and/ or Dip.7 
Digital tuft are diffusely swollen to the extent 
that the actual joint swelling could no longer be 
independently recognized. Clinically, dactylitis 
is recognized by swelling of an entire digit that 
is different from adjacent digits.8 Swelling of the 
synovial sheaths often prevents flexion.9

Enthesitis can sometimes be difficult to 
distinguish from extra-articular pain (i.e. tender 
points) in fibromyalgia10 and from joint pain 
associated with other rheumatic diseases, such as 
rheumatoid arthritis (RA).11 However, dactylitis 
is not seen in fibromyalgia or RA, but can occur 
in gout, sarcoidosis, syphilis, tuberculosis, flexor 
sheath infections, and sickle cell disease.12 The 
presence of enthesitis and dactylitis with 
additional clinical, laboratory, and imaging 
assessments can help distinguish PsA from other 
conditions with similar signs and symptoms.13

Conventional radiography, ultrasound (US), and 
magnetic resonance imaging (MRI) are used to 
assess PsA and its manifestations, including 
enthesitis and dactylitis. However, each 
modality has advantages and disadvantages and 
is capable of imaging different tissues and 
abnormalities.14,15 Enthesitis severity is 
associated with radiographic peripheral and axial 
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joint damage, and acute dactylitis is associated 
with greater radiographic damage.16

Enthesitis and dactylitis although can be 
challenging to detect, their identification is 
important for proper diagnosis and management 
of PsA. These result in greater disease activity 
and overall disease burden, poorer functional 
status, more pain and fatigue, and greater 
disability than PsA without these features.17 

Radiographic progression in early PsA (less than 
or equal to  2 years from diagnosis) is 
substantial,18 and a delay in treatment initiation 
may result in irreversible joint damage, with 
subsequent limitations in daily activities, 
increased disability, and reduced QoL.19 
Therefore, patients with psoriasis should be 
closely monitored for these two early 
manifestations of PsA (enthesitis and dactylitis), 
and receive proper treatment with therapies that 
inhibit radiographic progression and then refer 
patients to rheumatologists for collaborative 
care.

References

1. Ritchlin CT, Colbert RA, Gladman DD. 
Psoriatic arthritis. N Engl J Med 2017; 376: 
957–970. 

2. Taylor W, Gladman D, Helliwell P, 
Marchesoni A, Mease P, Mielants H, et al. 
Classification criteria for psoriatic arthritis: 
development of new criteria from a large 
international study. Arthritis Rheum 2006; 
54: 2665-73.

3. Brockbank JE, Stein M, Schentag CT, 
Gladman DD. Dactylitis in psoriatic 
arthritis: a marker for disease severity? Ann 
Rheum Dis 2005; 64: 188-190.

4. Polachek A, Li S, Chandran V, Gladman 
DD. Clinical enthesitis in a prospective 
longitudinal psoriatic arthritis cohort: 
incidence, prevalence, characteristics, and 
outcome. Arthritis Care Res (Hoboken) 
2017; 69: 1685-91.

5. Salvarani C, Cantini F, Olivieri I, Macchioni 
P, Niccoli L, Padula A, et al. Isolated 
peripheral enthesitis and/or dactylitis: a 

subset of psoriatic arthritis. J Rheumatol 
1997; 24: 1106-10.

6. Sakkas LI, Alexiou I, Simopoulou T, 
Vlychou M. Enthesitis in psoriatic arthritis. 
Semin Arthritis Rheum 2013; 43: 325-34. 

7. Rothschild BM, Pingitore C, Eaton M. 
Dactylitis: implications for clinical practice. 
Semin Arthritis Rheum 1998; 28: 41–47. 

8. Siegel EL, Orbai AM, Ritchlin CT. 
Targeting extra-articular manifestations in 
PsA: a closer look at enthesitis and 
dactylitis. Curr Opin Rheumatol 2015; 27: 
111-17.

9. Olivieri I, Padula A, Scarano E, Scarpa R. 
Dactylitis or “sausage-shaped” digit. J 
Rheumatol 2007; 34: 1217-22.

10. Marchesoni A, Atzeni F, Spadaro A, 
Lubrano E, Provenzano G, Cauli A, et al. 
Identification of the clinical features 
distinguishing psoriatic arthritis and 
fibromyalgia. J Rheumatol 2012; 39: 849-
55.

11. Marzo-Ortega H, Tanner SF, Rhodes LA, 
Tan AL, Conaghan PG, Hensor EM, et al. 
Magnetic resonance imaging in the 
assessment of metacarpophalangeal joint 
disease in early psoriatic and rheumatoid 
arthritis. Scand J Rheumatol 2009; 38: 79-
83.

12. Olivieri I, Scarano E, Padula A, Giasi V, 
Priolo F. Dactylitis, a term for different digit 
diseases. Scand J Rheumatol 2006; 35: 333-
40.

13. Frediani B, Falsetti P, Storri L, Allegri A, 
Bisogno S, Baldi F, et al. Ultrasound and 
clinical evaluation of quadricipital tendon 
enthesitis in patients with psoriatic arthritis 
and rheumatoid arthritis. Clin Rheumatol 
2002; 21: 203-06.

14. Bakewell CJ, Olivieri I, Aydin SZ, Dejaco 
C, Ikeda K, Gutierrez M, et al. Ultrasound 
and magnetic resonance imaging in the 
evaluation of psoriatic dactylitis: status and 
perspectives. J Rheumatol 2013; 40: 1951-
57. 

15. D’Agostino MA, Terslev L. Imaging 
evaluation of the entheses: ultrasonography, 
MRI, and scoring of evaluation. Rheum Dis 
Clin N Am 2016; 42: 679-93. 

16. Polachek A, Cook R, Chandran V, Gladman 
DD, Eder L. The association between 
sonographic enthesitis and radiographic 
damage in psoriatic arthritis. Arthritis Res 
Ther 2017; 19: 189.

17. Lee S, Mendelsohn A, Sarnes E. The burden 
of psoriatic arthritis: a literature review from 



Journal of Pakistan Association of Dermatologists. 2019; 29(3): 271-273.

273

a global health systems perspective. P T 
2010; 35: 680-89.

18. Geijer M, Lindqvist U, Husmark T, Alenius 
GM, Larsson PT, Teleman A, et al. The 
Swedish Early Psoriatic Arthritis Registry 5-
year followup: substantial radiographic 
progression mainly in men with high disease 

activity and development of dactylitis. J 
Rheumatol 2015; 42: 2110-17.

19. Haroon M, Gallagher P, FitzGerald O. 
Diagnostic delay of more than 6 months 
contributes to poor radiographic and 
functional outcome in psoriatic arthritis. 
Ann Rheum Dis 2015; 74: 1045-50.


