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Symptomatic psoriatic dactylitis is associated with ultrasound
determined extra-synovial inflammatory features and shorter
disease duration
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Abstract
Objectives To explore the link between ultrasonographic features of dactylitis in psoriatic arthritis (PsA) and symptoms, digital
tenderness and duration of dactylitis.
Methods Forty-eight cases of PsA dactylitis were investigated using high frequency ultrasound (US) both in grey scale (GS) and
Power Doppler (PD), evaluating the presence and the degree of flexor tenosynovitis, peri-tendinous oedema, subcutaneous PD,
extensor tendon involvement, GS synovitis and intra-articular PD signal (PDS) of the involved digits. Patients were compared
according to the presence of local pain and digital tenderness, the duration of dactylitis and the concomitant treatment.
Results The presence of pain/tenderness was positively associated with US GS flexor tenosynovitis of grade > 2 (p < 0.001), PD-
flexor tenosynovitis (p < 0.001), peri-tendinous oedema (p < 0.001) and subcutaneous PDS (p < 0.001); moreover, it was nega-
tively associated with GS synovitis (p < 0.001) and intra-articular PD (p < 0.001). The same positive and negative association
with US findings were found comparing patients with duration of dactylitis shorter or longer than the median (24 weeks)
(p < 0.001 for all comparisons).
Conclusions Pain and digital tenderness are linked to dactylitis duration and earlier lesions are associated with extra synovial
inflammatory changes. These findings suggest a hitherto unappreciated extra synovial basis for symptoms in PsA dactylitis.
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Introduction

Dactylitis, also known as sausage-digit, defined as diffuse and
uniform swelling of the entire digit, is a hallmark of psoriatic
arthritis (PsA) occurring in around 40% of cases [1, 2]. It may
simultaneously involve multiple digits [3] and represents a clin-
ical marker of disease severity [3, 4]. Dactylitis has been ob-
served in all forms of spondyloarthritis [5, 6], and it has been
included in the ClASsification for Psoriatic ARthritis
(CASPAR) criteria due to its high specificity in PsA patients
[7, 8]. There is a lack of uniformity in the measurement of
dactylitis ranging from a dichotomic score to the validated
Leeds Dactylitis Index (LDI), which is a score that allows a
differentiation between tender and non-tender dactylitis [9–11].

Ultrasound (US) and magnetic resonance imaging (MRI)
studies showed that dactylitis is a very heterogeneous entity,
characterized by the variable association of inflammatory in-
volvement of flexor tendons (tenosynovitis), adjacent soft
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tissue thickening/edema, synovitis of metacarpophalangeal
(MCP), proximal interphalangeal (PIP) and distal interphalan-
geal (DIP) joints and, to a lesser degree, extensor tendon in-
volvement and enthesitis [12–15].

Dactylitis may manifest as an acute/tender form (diffuse
swelling of the digit, pain reported by the patient and tender-
ness at physical examination) or a chronic/non-tender form
(diffuse swelling but no tenderness, recent pain not reported
by the patient), also called Bcold dactylitis^ [16, 17]. In many
clinical and US studies, the dactylitic fingers were not classi-
fied as being tender or non-tender and therefore this variant
remains poorly understood. The absence of tenderness, de-
spite obvious digital swelling, might have several potential
explanations including the specific anatomical locations of
inflammation, the relative degree of inflammation and the
persistence of subclinical inflammation.

We hypothesized that an anatomical compartmentalization
of dactylitic related US abnormalities may explain patient
symptoms and may also in turn be linked to the durations of
disease.

This cross-sectional study was designed to evaluate the US
abnormalities observed in tender versus non tender dactylitis
and to explore the association between sonographic features
and dactylitis duration.

Patients and methods

All PsA patients with dactylitis consecutively seen at the
Rheumatology Research Unit of University BFederico II^ of
Naples between August 2016 and February 2018 entered the
study. Four patients were enrolled in two other Rheumatology
Centers (Bologna and Reggio Emilia) and were examined in
Naples because they were living there.

The study was conducted in accordance with the
Declaration of Helsinki. Written informed consent was taken
from all subjects and the study protocol was approved by the
local Ethics Committee.

Inclusion criteria were the following: (1) presence of finger
dactylitis, (2) dactylitis duration of more than 1 week, (3)
fulfillment of CASPAR criteria and (4) age over 18 years.
Exclusion criteria were the following: (1) current engagement
in heavy manual work, (2) recent history of hand trauma
(6 months), (3) concomitant treatment with biological or
targeted synthetic DMARDs and (4) previous peri-tendinous
or intra-articular corticosteroid injection in the involved finger.

Before US examination, a clinical assessment was per-
formed by clinicians (RS, RM, CS) with longstanding exper-
tise in the field of PsAwho recorded the presence of dactylitis,
swelling and tenderness of the involved finger. The diagnosis
of dactylitis was made by physical examination (diffuse swell-
ing of the digit, with or without tenderness) and was con-
firmed using the Leeds Dactylitis Instrument (a 10%

difference in the ratio of circumference of the affected digit
to the contralateral) [10].

A careful history was taken with a special regard to disease
characteristics (including age of onset, disease duration and
subset of disease). Clinical assessment was performed before
US examination by a rheumatologist in each centre, who re-
corded presence or absence of local finger pain, tenderness
and swelling of the finger joint.

The duration of dactylitis was based on the duration of
diffuse digital swelling and/or pain as reported by the patients.

Patients were divided into two groups according to the
dactylitis duration shorter or longer than the median duration
of the sample.

Ultrasound and Power Doppler examination

US examination of the clinically affected finger was per-
formed by a single rheumatologist (NG) trained and experi-
enced in musculoskeletal US (more than 4 years of experi-
ence), blinded to the laboratory and clinical data (in particular
about pain, tenderness and dactylitis duration), using aMyLab
70XVGmachine equippedwith a 6–18MHz linear transducer
(Esaote S.p.A., Genoa, Italy).

The US grey-scale (GS) imaging parameters were
optimised for maximal image resolution; Power Doppler
(PD) settings were standardized at the following values:
500 Hz for pulse repetition frequency, 3 for wall filter, 4 for
persistence and color gain between 45 and 55%. The window
of the color box was restricted to the areas studied.
Measurements were conducted to the depth of 20 mm.

Flexor and extensor tendons, MCP, PIP and DIP joints of
the affected fingers were assessed by GS and PD US evalua-
tion in longitudinal and transverse scanning views, in accor-
dance with current guidelines and publications [18, 19]. Joints
were examined from both dorsal and volar sides. A generous
quantity of gel was used, and compression with the US probe
was avoided with the purpose of correctly evaluating vascu-
larization. Each US examination took about 15 min in a dark-
ened room.

All US images were reassessed by a senior rheumatologist
(PM) with over 25 years of MSUS experience, to give a con-
sensus result.

The following dactylitis-related sonographic lesions were
investigated: flexor tenosynovitis, flexor peri-tendinous PD
signal (PDS), peri-tendinous edema, subcutaneous PDS, ex-
tensor tendon involvement (including paratenonitis and
enthesitis of extensor tendon at proximal-interphalangeal
joint), joint synovitis and intra-articular PDS.

According to the Outcome Measures in Rheumatology
(OMERACT) definitions, tenosynovitis was defined in grey-
scale (GS) as an abnormal anechoic and/or hypoechoic tendon
sheath widening [20].
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Peri-tendinous oedema was defined as a diffuse
hypo/isoechoic thickening of the extratendinous soft tis-
sues around flexor tendon (pseudotenosynovitis) with
positive PDS in the subcutaneous tissue, in long axis
view [21].

To define the peritenon extensor tendon inflammation,
we used the term paratenonitis which indicates a
hypoechoic area surrounding a tendon without synovial
sheath, with or without peri-tendinous PDS [22, 23].
Enthesitis of extensor tendon at PIP joint was graded as
present in GS when it was found hypoechoic and in-
creased thickness of the insertion into the bone, as com-
pared to the body of tendon and to the controlateral joint
[24, 25].

Synovitis was defined according to the OMERACT defi-
nition as an abnormal hypoechoic intra-articular tissue that is
non-displaceable and poorly compressibile and that may ex-
hibit intra-articular PDS [26].

The pathological US findings were graded in GS and PD
with 0 when absent and 1 if present. Furthermore, tenosyno-
vitis was assessed using the four-grade semi-quantitative scor-
ing scale on B-mode (grade 0, normal; grade 1, minimal; grade
2, moderate; grade 3, severe) and Doppler mode (grade 0, no
peri-tendinous Doppler signal; grade 1, focal peri-tendinous
Doppler activity; grade 2, multifocal peri-tendinous Doppler
activity; grade 3, diffuse peri-tendinous Doppler activity), as
proposed by the OMERACT US group [20].

Joint synovitis was subjectively scored on a four-point
semiquantitative scale in GS (0 = absence, 1 =mild, 2 =mod-
erate and 3 = severe) [27]. Intra-articular PD was scored on a
semiquantitative scale from 0 to 3 (0 = no intra-articular col-
our signal; 1 = mild, single vessel signal; grade 2 = moderate,
greater than grade 1 to < 50% of the intra-articular area filled
with colour signals and grade 3 = ≥ 50% of the intra-articular
area filled with colour signals) [27].

Statistical analysis

The statistical analysis was performed using SPSS, version
23. All quantitative variables were expressed in terms of mean
± SD or median and range in case of strong violation of nor-
mality, while qualitative variables were expressed as
percentages.

Intraobserver and inter-observer reliabilities were obtained
in two measurements (at basal and at 3 months from the first
US evaluation) using 20 static images of 20 patients. We uti-
lized the Cohen’s kappa coefficient (k) for each sonographic
lesion and values > 0.8 were considered as excellent.

Continuous variables were compared using t test or non-
parametric tests when appropriate. Non-continuous variables
were compared using chi-square test. Statistical tests were
performed at a significance level of α = 0.05.

Results

Characteristics of patients

Thirty-seven PsA patients (with a total of 48 dactylitic fingers)
were enrolled in the study (16 female and 21male; mean age ±
SD 46.1 ± 13.1 years, range 23–66 years; see demographic
characteristics in Table 1). Nail involvement was present in
43% of patients but just in 30% of the fingers affected by
dactylitis. Twenty-nine patients had dactylitis in one digit
and eight patients had the contemporary or subsequent in-
volvement of two or three digits. In more than half of the
patients (19/37), the episode of dactylitis heralded the subse-
quent diagnosis of PsA.

Ultrasound findings

Intra-observer reliability of the two sonographers (NG and
PM) was excellent for all parameters (k > 0.8). The inter-
observer reliability depicted by k coefficient was 0.89 (95%
CI0.85–0.93) for GS flexor tenosynovitis, 0.84 (95%CI 0.80–
0.88) for flexor peri-tendinous PDS, 0.87 (95% CI 0.81–0.93)
for peri-tendinous oedema, 0.83 (95% CI 0.75–0.90) for sub-
cutaneous PDS, 0.84 (95% CI 0.76–0.93) for extensor tendon
involvement, 0.83 (95% CI 0.80–0.86) for joint synovitis and
0.88 (95% CI 0.84–0.92) for intra-articular PDS.

The frequencies of local pain, tenderness and US abnor-
malities are reported in Table 2. Joint synovitis was present
more frequently at PIP level (94% of cases with joint synovi-
tis) while it was present at MCP and DIP level in 12% and

Table 1 Demographic and clinic characteristics of the 37 patients with
dactylitis

Age (years, mean ± SD) 48.3 ± 15.05

Sex (F/M) 16/21

Smoking (n, %) 11 (30.6%)

BMI (mean ± SD) 25.26 ± 3.3

Dactylitis duration (weeks, mean ± SD) 33 ± 26

PsA duration (months, mean ± SD) 68.9 ± 56.2

Skin psoriasis (n, %) 28 (75.7%)

Family history of psoriasis (n, %) 16 (43.2%)

Nail involvement (n, %) 16 (43.2%)

Clinical subset

Axial (n, %) 2 (5.4%)

Peripheral (n, %) 29 (78.4%)

Mixed (n, %) 6 (16.2%)

Laboratory tests

ESR (mm/h, mean ± SD) 15.3 ± 56.2

CRP (mg/dL, mean ± SD) 1.8 ± 6.5

SD, standard deviation; BMI, body mass index; PsA, psoriatic arthritis;
ESR, erythrocyte sedimentation rate; CRP, C-reactive protein
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17% of cases, respectively. Simultaneous synovitis of MCP,
PIP and DIP joints was not found in any patient.

Association between local pain, tenderness and US
abnormalities

Patients who reported local pain/tenderness had higher prev-
alence of flexor peri-tendinous PDS (p < 0.001), peri-
tendinous soft tissue oedema (p < 0.001) and subcutaneous
PDS (p < 0.001). There was a significant association between
clinical symptoms and the presence of tenosynovitis degree
greater or equal 2 (p < 0.001). Moreover, we found reduced
prevalence of US joint synovitis in patients without local pain/
tenderness (p < 0.001) (Table 3).

Local pain and tenderness were associated with peri-
tendinous oedema: 97% of patients with peri-tendinous oede-
ma plus flexor tenosynovitis reported pain, while 94% of them
had tenderness. Pain and tenderness were also associated with
subcutaneous PDS: 97% of patients with subcutaneous PDS
plus flexor peri-tendinous PDS had pain, while 92% of them
presented tenderness. Of the five patients with flexor

tenosynovitis plus joint involvement, only one had spontane-
ous pain and no one had tenderness. No patient with pain or
tenderness had an isolated flexor tenosynovitis. Flexor teno-
synovitis was associated with tenderness and pain only when
it was concomitant with peritendinous oedema or with
peritendinous PDS.

Association between the dactylitis duration and US
abnormalities

We divided the patients into two groups according to dactylitis
duration (shorter or longer than the median, 24 weeks). As
shown in Table 4, the patients with shorter dactylitis duration
had a significantly higher prevalence of all US parameters
except for GS flexor tenosynovitis of grade < 2.

GS flexor tenosynovitis of grade > 2 was seen in 96% of
cases with shorter dactylitis duration, while it was seen in 18%
of cases with longer dactylitis duration (p < 0.001); regarding
flexor peri-tendinous PDS of grade > 2, we observed similar
results (p < 0.001). Local pain, tenderness, peri-tendinous oe-
dema and subcutaneous PDS were more frequently detected
in cases with a shorter dactylitis duration (p < 0.001). All cases
of extensor tendon involvement were present in the group
with a dactylitis duration longer than 24 weeks.

On the other hand, the presence of GS synovitis and intra-
articular PDS was more frequent in patients with a dactylitis
duration longer than 24 weeks (p < 0.001).

Examples of the US characteristics of a finger dactylitis
duration shorter or longer than 24 weeks are shown in
Figs. 1 and 2.

Effects of csDMARDs on US findings

With regard to treatment, only 13 cases (27%) were taking
csDMARDs (9 cases on methot rexate and 4 on
sulphasalazine).

Table 2 Frequencies of local pain, tenderness and ultrasound
abnormalities observed in 48 dactylitis

Variable n (%)

Pain 31 (65%)

Tenderness 34 (71%)

Flexor tenosynovitis 45 (94%)

Flexor peritendinous PDS 37 (78%)

Peritendinous oedema 36 (75%)

Subcutaneous PDS 33 (69%)

Extensor tendon involvement 5 (10%)

GS synovitis 19 (40%)

Intra-articular PDS 9 (19%)

PDS, Power Doppler signal; GS, grey-scale

Table 3 Prevalence of ultrasound
abnormalities in patients with and
without local pain/tenderness

Variable Pain No pain p value Tenderness No tenderness p value

Flexor tenosynovitis 67% 33% 0.242 71% 29% 0.870

Flexor tenosynovitis grade > 2 97% 3% < 0.001 100% 0 < 0.001

Flexor peritendinous PDS 81% 19% < 0.001 84% 16% < 0.001

Flexor peritendinous PDS grade > 2 90% 10% < 0.001 90% 10% < 0.001

Peritendinous oedema 86% 14% < 0.001 94% 6% < 0.001

Subcutaneous PDS 94% 6% < 0.001 97% 3% < 0.001

Extensor tendon involvement 40% 60% 0.109 40% 60% 0.109

GS synovitis 31% 69% < 0.001 32% 68% < 0.001

GS synovitis grade > 2 28% 72% < 0.001 28% 72% < 0.001

Intra-articular PDS 44% 56% 0.053 44% 56% 0.053

Intra-articular PDS > 2 40% 60% 0.573 40% 60% 0.573

PDS, Power Doppler signal; GS, grey-scale
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In order to look at the effect of csDMARDs on pain, ten-
derness and US findings, we split the cohort into those that
had been on csDMARDs for more than 3 months and those
who were csDMARDs naïve. We found no statistically signif-
icant differences between the two groups (data not shown).

Furthermore, in the group with shorter dactylitis duration
(less than 24 weeks), 7 cases were on csDMARDs and 19
cases were DMARDs naïve. In the group with longer
dactylitis duration (more than 24 weeks), 6 cases were on
csDMARDs and 16 cases were DMARDs naïve. There were
no statistically significant differences between the two groups.
In Table 5, there is summarized prevalence of clinical and US
abnormalities according to dactylitis duration therapy in con-
ventional synthetic DMARDs naïve patients and patients on
conventional synthetic DMARDs for more than 3 months. In
Table 6, there is summarized prevalence of cases on therapy
according to dactylitis duration.

Discussion

The present study showed for the first time that local pain and
tenderness in PsA dactylitis is strongly associated with flexor
tenosynovitis (grade > 2) and various extra-synovial features
including flexor peritendinous PDS, peri-tendinous soft tissue
oedema and subcutaneous PDS.

Historically, isolated flexor tenosynovitis was the most
commonly reported US abnormality with joint synovitis as a
variable coexisting feature [28–30]. In these previous studies,
symptoms were not recorded, PD was not utilized and the
dactylitic fingers were not classified as being tender or non-
tender. In our study, in keeping with all previous US reports,
flexor tenosynovitis was observed in almost all cases (94%)
supporting the key role of this lesion in dactylitis.

Moreover, the current study has shown that peritendinous
soft tissue oedema was present in 75% of cases, which was
originally shown onMRI in PsA patients [31] and subsequent-
ly by other studies [32–34]. Fourniè et al. first used US to
show diffuse inflammation of the digital soft tissues
(reported as subcutaneous and extra-tendinous) in PsA pa-
tients with dactylitis, which they described as Bpseudo-
tenosynovitis^ [21]. A recent US study observed that peri-
tendinous lesions can differentiate PSA and rheumatoid arthri-
tis (RA) [35]. In our study, pain and tenderness were associ-
ated with concomitant flexor tenosynovitis and peritendinous
oedema. Therefore, the Bpseudo-tenosynovitis^ lesion (soft
tissue thickening/oedema outside a flexor tendon) appears to
be a cardinal one for joint symptoms in dactylitis.

Regarding tenderness, only one previous MRI study
analysed the differences between the tender and non-tender
forms of dactylitis although the dactylitis duration was not
reported [32]. The authors showed that tender dactylitis had
more abnormalities (in particular soft-tissue oedema and joint
synovitis) than non-tender forms although the association was
not strong.

Our data also confirm that synovitis is not required for the
sausage-like appearance, as reported previously [3, 28–30].
We found a clear sign of joint synovitis (synovial hypertrophy
with or without PDS) in 40% of cases, more frequently in
cases with a longer dactylitis duration and without pain. It is
not surprising that patients with US-detected synovitis had no
pain as other studies have already reported a disparity between
clinical and US findings for synovitis in other rheumatic dis-
eases [36–38]. In particular, pain was not correlated with GS
synovitis and intra-articular PD in patients with rheumatoid
arthritis.

Moreover, the prevalence of local pain, tenderness,
peritendinous oedema and peritendinous PDS decreased in

Table 4 Prevalence of clinical
and ultrasound abnormalities
according to dactylitis duration

Variable < 24 weeks > 24 weeks Chi-square test

Total cases 26 22

Pain 26 (100%) 7 (32%) p < 0.001

Tenderness 25 (96%) 9 (41%) p < 0.001

GS flexor tenosynovitis 26 (100%) 19 (86%) p = 0.089

GS flexor tenosynovitis grade > 2 25 (96%) 4 (18%) p < 0.001

Flexor peri-tendinous PDS 26 (100%) 11 (50%) p < 0.001

Flexor peri-tendinous PDS grade > 2 23 (77%) 7 (32%) p < 0.001

Peritendinous oedema 26 (100%) 10 (45%) p < 0.001

Subcutaneous PDS 26 (100%) 7 (32%) p < 0.001

Extensor tendon involvement 0 5 (23%) p = 0.015

GS synovitis 1 (4%) 18 (82%) p < 0.001

GS synovitis grade > 2 0 5 (23%) p = 0.015

PD synovitis 0 9 (41%) p < 0.001

PD synovitis grade > 2 0 5 (23%) p = 0.015

PDS, Power Doppler signal; GS, grey-scale
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patients with longer dactylitis duration. On the other hand, the
prevalence of GS synovitis and intra-articular PDS increased

over time. In a MRI study by Olivieri et al. that included 12
dactylitic toes (all tender and with a dactylitis duration shorter

Fig. 1 Longitudinal views of the
second right finger in a patient
with psoriatic dactylitis with
duration less than 24 weeks. (a)
Ultrasound shows flexor
tenosynovitis of grade 2 (white
star) with peritendinous oedema
(white arrowhead) whereas joint
synovitis is absent. (b) Power
Doppler signal (PDS) is present
around the tendon fibers and in
subdermal tissue; intra-articular
PDS is absent

Fig. 2 Longitudinal views of the
third right finger in a patient with
psoriatic dactylitis with duration
longer than 24 weeks. (a)
Ultrasound shows no
peritendinous oedema, distension
of the flexor tendon sheath (grade
1) and of the capsule (grade 3) at
proximal interphalangeal joint
level. (b) PDS is absent in the
articular, peritendinous and
subcutaneous areas
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than 7 weeks), flexor tenosynovitis and peritendinous soft
tissue edema were present in all patients (in most cases of
grades 2 or 3). Additionally, joint synovitis (when present)
was of grade 1 [33]. Our study for the first time evaluated
the variation of US lesions according to dactylitis duration.
Our results strongly suggest that US characteristics of
dactylitis change over time but this obviously needs testing
in longitudinal studies. From these data, we hypothesize that
in the initial phase (acute form), dactylitis is symptomatic and
tender; this form is characterized at US exam by GS flexor
tenosynovitis of grade > 2, PD-flexor tenosynovitis,
peritendinous oedema and subcutaneous PDS. In the follow-
ing phase (chronic form), dactylitis is often asymptomatic and
non-tender, while joint synovitis could be present.
Longitudinal scans in early disease are needed to formally
show that the painful lesion subsides in association with a
reduction of peritendinous soft tissue oedema and/or PDS
change improvement.

Although the precise pathogenesis of dactylitis is not well
understood, it has been suggested by MRI studies that
enthesitis is the primary lesion (with extra and intra-articular
inflammation caused by proinflammatory mediators from the
digital entheseal insertions and adjacent accessory pulleys)
[39–41]. A prominent role for mechanical stress triggering
micro-damage leading to inflammatory responses has been
suggested [42, 43].

Further, our study, which is focused on hand dactylitis,
cause a high proportion of subclinical inflammation that has
been reported at the small joints of feet in psoriasis patients
both with and without clinical arthritis [44].

This study has several limitations, the major one being its
cross-sectional nature. The duration of symptoms is therefore
obtained by medical history. However, we note that the vari-
ations observed were associated with significant differences in
disease characteristics. A second limitation is related to the
fact that treatments may have modified the US characteristics
of dactylitis. However, we have observed that US character-
istics appear to be significantly modified either by previous
treatment with biological DMARDs or by peritendinous cor-
ticosteroid injection which were therefore used as exclusion
criteria (study in preparation). Also, the patients on treatment
still had an active disease such as to have a diagnosis of
dactylitis.

Furthermore, in our study, we have not evaluated lesions of
volar plate, pulley and extensor tendons at distal phalanx in-
sertion because of limitation of our US machine. In our expe-
rience, the study of these structures is better made with probe
with higher frequency (22–24 MHz).

In conclusion, we showed an association with inflamma-
tion outside synovial cavity and tenosynovial sheath compart-
ments in dactylitis, especially in cases with a shorter dactylitis
duration. US findings in symptomatic dactylitis are associated

Table 5 Prevalence of clinical
and US abnormalities according
to dactylitis duration therapy in
conventional synthetic DMARDs
naïve patients and patients on
conventional synthetic DMARDs
for more than 3 months

Variable csDMARDs naïve
patients

Patients on cs DMARDs for more than
3 months

Chi-square
test

Total cases 35 13

Pain 22 (69%) 9 (69%) p = 0.682

Tenderness 25 (71%) 9 (69%) p = 0.882

GS flexor tenosynovitis 32 (91%) 13 (100%) p = 0.276

GS flexor tenosynovitis
grade > 2

21 (60%) 8 (62%) p = 0.470

Flexor peri-tendinous PDS 27 (77%) 10 (77%) p = 0.987

Flexor peri-tendinous PDS
grade > 2

23 (66%) 7 (54%) p = 0.688

Peritendinous oedema 26 (74%) 10 (76%) p = 0.851

Subcutaneous PDS 24 (69%) 9 (69%) p = 0.965

Extensor tendon
involvement

4 (11%) 1 (7%) p = 0.706

GS synovitis 15 (43%) 4 (31%) p = 0.447

GS synovitis grade > 2 14 (40%) 4 (31%) p = 0.812

PD synovitis 7 (20%) 2 (15%) p = 0.716

PD synovitis grade > 2 4 (12%) 1 (8%) p = 0.841

CsDMARDs, conventional synthetic Disease Modifying Antirheumatic Drugs; PDS, Power Doppler signal; GS,
gray-scale

Table 6 Prevalence of cases on therapy according to dactylitis duration

Variable < 24 weeks > 24 weeks Chi-square test

Cases on csDMARDs 8 (31%) 5 (23%) p = 0.532

CsDMARDs, conventional synthetic Disease Modifying Antirheumatic
Drugs

Clin Rheumatol (2019) 38:903–911 909



with the presence of peritendinous PDS and peritendinous soft
tissue oedema. The chronic (non-tender) form is mainly char-
acterized by joint synovitis at PIP level. These data suggest a
link between dactylitis duration, symptoms and US features
that could be important to understand the pathogenesis of
dactylitis. Longitudinal studies to evaluate this are needed.
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