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and a major histocompatibility complex
antigen. The prevalence of HLA-B27
varies vastly between different ethnicities
and is estimated to be 8% in the general
population in the UK.5 Although only 1%
of patients with HLA-B27 develop AS,
90-95% of patients with AS are positive
for HLA-B27. Various hypotheses have
been proposed to explain the
pathogenetic role of HLA-B27 although
its exact role remains unclear. Immune
dysfunction is the hallmark of this
condition and it may be triggered by
infection.5

The primary site of inflammation in AS
is the entheses, the sites of insertion of
tendons and ligaments into bone.

Tumour necrosis factor (TNF) and other
cytokines play a role in perpetuating the
inflammatory process. If the inflammation
remains untreated, there is resultant
fibrosis and ultimately ossification at the
entheseal sites, so-called bamboo spine
which is now infrequently seen. 

DIAGNOSIS
AS should be suspected in patients who
report back pain and stiffness with rest,
especially in the morning, which
improves with exercise. Although the
condition affects both the sacroiliac
joints, a proportion of patients report
pain radiating into the buttocks which
may be unilateral or alternate, particularly
in the early stages. 

In addition to the spine, large joint
synovitis may develop as well as features
of entheseal involvement (such as
tennis/golfer’s elbow, Achilles tendinitis
and plantar fasciitis). 

Symptoms are usually associated with
a modest elevation of inflammatory
markers (ESR/CRP). Pelvic radiographs
may reveal sacroiliitis, although MRI is a
more sensitive tool, particularly in early
disease.

The 1984 modified New York criteria
formed the mainstay for the diagnosis of
AS for several decades and required
evidence of sacroiliitis on plain

Table 2
Assessment of Ankylosing
Spondylitis International Society
(ASAS) criteria for classification 
of axial spondyloarthropathy6

In patients with chronic back pain
and age at onset of pain <45 years
axial spondyloarthropathy can be
diagnosed by:

Sacroiliitis on imaging (active
inflammation on MRI highly suggestive
of SpA; definite radiographic evidence
of sacroiliitis according to modified
New York criteria) plus ≥ 1 SpA feature
or
HLA-B27 plus ≥2 other SpA features

SpA features
• inflammatory back pain
• arthritis
• enthesitis (heel)
•uveitis
•dactylitis
•psoriasis
•Crohn’s/colitis
•good response to NSAIDs
• family history of SpA
•HLA-B27
• elevated CRP

Table 1
The spondyloarthropathies (SpA) seen in association
with HLA-B275

Condition

Ankylosing spondylitis
Psoriatic SpA
Enteropathic SpA
(SpA associated with 
inflammatory bowel disease)
Reactive arthritis
Undifferentiated SpA
Juvenile SpA
Isolated peripheral enthesitis

Proportion of patients 
with HLA-B27
90-95%
50-60%
50-60%

60-90%
unclear
80-90%
unclear

Figure 2

Simplified treatment algorithm for ankylosing spondylitis

•Education
•Exercise
•Physical therapy

•Rehabilitation
•Patient associations
•Self-help groups

Peripheral arthritisAxial disease

Confirmed ankylosing spondylitis

Persistent activity Persistent activity

Anti-TNF therapy
•Regular monitoring of disease activity (BASDAI)*
•Surveillance for adverse effects

NSAIDs
(traditional 
or COX-2) 
for 4 weeks

Conventional
DMARDs
(sulfasalazine,
methotrexate)

*BASDAI (Bath AS disease activity score) is a well validated disease activity score that is widely used in clinical practice and in research to monitor disease activity




