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Dactylitis: more than just arthritis

Elsa Vieira-Sousa1, Pedro Alves2

PsA dactylitis, allowed the assessment of severity in a
more objective manner, based in the digital circumfe -
rence in the proximal phalanx (swelling) and a 0-3 ten-
derness score16-17. Dactylitis also integrates implement-
ed composite indexes such as the composite psoriatic
arthritis disease activity index (CPDAI) and the psori-
atic arthritis disease activity score (PASDAS), and the
minimal disease activity (MDA) criteria for PsA18-20.

The complementary use of imaging tools such as
magnetic resonance (MRI) and ultrasound (US) is of
fundamental importance to improve the characteriza-
tion of dactylitis and to discriminate between respon-
ders and non-responders to therapy. Imaging descri -
ptions suggest that dactylitis is a highly heterogeneous
and complex entity including tenosynovitis, soft tissue
oedema, osteitis, enthesitis and synovitis. The first
imaging studies described a predominant flexor
tenosynovitis suggesting, that the presence of synovi-
tis was not required for the typical sausage-like finger
shape21. Synovitis was reported as a more variable co-
existing elementary feature, appearing in 16% to 61%
of cases22-23. Soft tissue thickening (extra-tendinous),
extensor tendon inflammation, bone oedema, intra and
extra-articular osteoproliferation were later des -
cribed4,24. More recently, high resolution MRI has high-
lighted the possible role for enthesitis of the finger pul-
leys and fibrous sheats, supporting other previous
obser vations implicating enthesitis on dactylitis
pathophy siology24-26. Nevertheless, there is still large
he terogeneity in the imaging descriptions of dactylitis
and the ability to characterize its different elementary
features is dependent on high quality imaging protocols
and dedicated surface MRI coils. Due to the small di-
mensions of the structures under study, attention to
technical details is more crucial than in studies of large
joints such as the knee and shoulder. In this context it
has been challenging to establish MRI or US scores de -
dicated to dactylitis. An attempt was performed by
scoring eight MRI dactylitis features, as present and ab-
sent, at the metacarpophalangeal, proximal interpha-
langeal and distal interphalangeal joints of each
dactylitic di git; but this score requires further validation

Dactylitis is a hallmark manifestation of psoriatic
arthritis (PsA) and a key feature for PsA diagnosis, that
occurs in 30 to 50% of PsA patients, often in early di -
sease1. Classification criteria for psoriatic arthritis (CAS-
PAR) have highlighted the specificity of dactylitis as one
of the most discriminative musculoskeletal manifesta-
tion in PsA patients2-3. Dactylitis seems to be slightly
more frequent in males and to affect more often toes
than fingers, in an asymmetric distribution3. The natu-
ral clinical course of dactytilitis is however largely un-
known. Acute/tender or active dactylitis are usually dis-
tinguished from the chronic/non tender and inactive
forms, although their correlation with pathologic fea-
tures has been sparsely studied4. Despite these limita-
tions consistent evidence supports tender dactylitis as
an unfavorable prognostic factor due to an increased
risk of local erosive structural da mage3,5. For yet un-
clear mechanisms, the risk for de ve lo ping erosions in
PsA is higher in patients with dactylitis in comparison
with those that show only arthritis. 

Of interest, similar diffuse swelling of a whole finger
can be observed in other forms of spondyloarthritis
(SpA) namely reactive arthritis and undifferentiated
SpA; but also in other diseases such as gout, sarcoido-
sis, tuberculosis, syphilis, sickle cell disease and flexor
tendons sheath infections6. 

The clinical assessment of dactylitis is based on phy -
si cal examination. The recognition that dactylitis is a
distinct entity from arthritis, that is not accurately mo -
ni tored as a tender/swollen joint, led to the intro duction
of dactylitis digit counts as an outcome measure in
some randomized controlled trials7-8. Aiming at im-
proving the discriminative capacity between treatments
arms, the dactylitis severity score (DSS) was developed
and become the most widely used score9-15. Later, the
Leeds dactylitis index (LDI), specifically designed for
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start patients on csDMARDs, often in the presence of
concomitant peripheral joint disease, as postulated by
other guidelines, including our national guidelines33-35.
GRAPPA review on dactylitis treatment elegantly high-
lights the paucity of evidence in this field and the need
for studies having dactylitis as primary endpoint29. In
fact, there are several registered trials  including dacty -
litis as an outcome measure but only one (GO-DACT)
assessing dactylitis as primary endpoint36.

Considering the importance of dactylitis in the
structural impact of PsA, the improvement of dactyli-
tis algorithm towards an efficacious and prolonged re-
mission and prevention of irreversible bone damage,
should be envisaged in a near future.
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