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Abstract 
Eighty-eight Thai patients (61 males and 27 females) with spondyloarthropathy (SpA) 

were studied. Their mean age and mean duration of the disease were 25.97 and 3.34 years res­
pectively. In 16 cases the disease first appeared before the age of 16 or had juvenile onset. 
Eleven cases were ankylosing spondylitis (AS), 9 were juvenile AS (JAS), 20 were Reiter's 
syndrome (RS), 4 were juvenile RS, 14 were psoriatic arthritis (PsA), 27 were undifferentiated 
SpA (uSpA), and 3 were juvenile uSpA. Peripheral arthritis, especially oligoarthritis of the 
lower extremity joints, was the most common form of arthritis in all groups, except for PsA, 
where polyarthritis was common. Back pain and bilateral sacroiliitis were commonly seen in JAS 
and AS. Enthesopathy was not uncommon. Extra-articular manifestations were more common 
in RS patients. Acute inflammatory eye diseases were seen in 45 per cent of AS and 66 per cent 
of RS cases. In general, the clinical features of Thai patients with SpA were similar to those 
reported in other countries in Asia and the west. 

Spondyloarthropathy (SpA) is a group of 
related disorders characterized by inflammation of 
the axial and/or peripheral joints, tendons, and 
ligaments which are attached to bone (enthesitis); 
absence of rheumatoid factor (RF); association with 
HLA-B27; and familial aggregation. The musculo­
skeletal symptoms are usually accompanied by 
extra-articular features including inflammatory eye 
diseases, mucocutaneous and genital lesions, and 

cardiac, pulmonary and bowel inflammation. It 
includes definite conditions such as ankylosing 
spondylitis (AS), Reiter's syndrome (RS) (includ­
ing reactive arthritis [ReA]), psoriatic arthritis 
(PsA), arthritis associated with inflammatory bowel 
diseases (IBD), and a less well defined condition, 
"undifferentiated spondyloarthropathy" (uSpA). 

The clinical features of SpA in western 
countries are well recognized and described in the 
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textbookC1,2). However, studies of the clinical fea­
tures of SpA in Asia including Thailand have 
rarely been described. We report here our ex­
perience of the clinical features of SpA seen at a 
university hospital over a 6-year period and review 
the clinical features of SpA reported in other 
countries in Asia. 

MATERIAL AND METHOD 
The patients studied were in- and out­

patients of the Division of Rheumatology, Depart­
ment of Medicine, Faculty of Medicine, Chiang Mai 
University seen from July 1991 to September 1997. 
Medical histories were taken and physical exami­
nations were performed on all patients, with special 
attention to the musculoskeletal and extra-articular 
manifestations of SpA. The diagnosis of SpA was 
made by using the criteria of the European Spon­
dyloarthropathy Study Group (ESSG)(3). The diag­
nosis of AS was made by using the modified New 
York criteria( 4). The diagnoses of RS and PsA 
followed the criteria used in the textbook "Spon­
dyloarthopathies"O). USpA was used to describe 
patients who presented with asymmetric oligoar­
thritis of the lower extremity joints, enthesopathy, 
and/or inflammatory back pain that did not fulfill 
the criteria for the diagnosis of AS, RS, PsA, or 
SpA associated with IBD(5). Cases where the 
disease developed before the age of 16 were 
classified as juvenile onset. Cases associated with 
human immunodeficiency virus (HIV) infection 
were excluded from this study. 

Laboratory investigations including com­
plete blood count, urine analysis, kidney and liver 
functions, and RF were performed, and appropriate 
radiographs of the spines and peripheral joints were 
taken in all patients. HLA-B27 determinations were 
not done, as they are not routinely available at our 
hospital. 

RESULTS 
Eighty-eight patients (61 males and 27 

females) with the clinical diagnosis of SpA were 
identified. Sixteen patients had the disease onset 
before the age of 16 or had juvenile onset. Of these 
16 cases, 9 had juvenile ankylosing spondylitis 
(JAS), 4 had juvenile RS (JRS), and 3 had juvenile 
uSpA (JuSpA). Among those with an adult onset 
there was AS in 11 cases, PsA in 14, RS in 20 and 
uSpA in 27. As the number of JRS and JuSpA was 
small, these were included in the adult group for 
analysis. Table 1 shows the clinical features of the 
patients studied. Their mean age at onset and mean 
duration of the disease were 25.97 and 3.34 years 
respectively. The mean age at onset was similar for 
the AS, PsA, and uSpA patients, but the duration 
of che disease was shorter in patients with RS and 
uSpA. Peripheral arthritis was the most common 
manifestation in all groups and was seen in 72 
cases (81.81% ). Spinal pain was a presentation in 
16 cases (18.18%) and was more commonly seen in 
patients with AS. Regarding the type of peripheral 
arthritis at onset, asymmetric oligoarthritis was 
the most common type in all groups except for 
PsA, in which polyarthritis was common. 

Table 1. Characteristics of Thai patients with spondyloarthropathy. 

Total JAS AS RS PsA uSpA 
(n=88) (n=9) (n=ll) (n=24) (n=l4) (n=30) 

Sex (M:F) 61:27 8:1 10:1 20:4 9:5 14:16 
Age, in yr. 29.27±10.55 19.33±5.63 36.00±8.34 24.91±746 3442±510 30.86±12.91 
Age at onset, in yr. 25.97±10.59 12.44±2.24 28.72±8.45 23.33±6 94 29 78±7 09 29.36±12.86 
Duration of disease, in yr. 3.34±4.56 6.88±4.37 7.28±6.78 1.64±2 91 4.67±5.43 1.59±2.40 
Type of arthritis at onset 

Peripheral joints 72 7 6 22 12 25 
Spinal pain 16 2 5 2 2 5 

Type of peripheral arthritis 
Oligoarthritis 54 6 6 19 4 19 
Polyarthritis 34 3 5 5 10 II 

Age and duration of disease are expressed in mean± SO 
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Table 2. Articular manifestations of Thai patients with spondyloarthropathy. 

Total JAS AS RS PsA uSpA 
(n=88) (n=9) (n=ll) (n=24) (n=l4) (n=30) 

Sternoclavicular 3 0 0 3 
Shoulder 17 4 2 3 4 4 
Elbow 19 3 0 2 6 8 
Wrist 25 3 2 I 9 10 
MCP 22 2 5 8 6 
PIP 17 3 7 5 
DIP 3 I 2 
Hip 24 5 6 3 5 5 
Knee 70 9 8 20 11 22 
Ankle 61 6 6 17 9 23 
MTP 27 I 2 7 8 9 
Dactylitis 9 0 0 3 5 
Spinal pain 

Lumbosacral 36 9 10 5 4 8 
Cervical 7 2 3 

Sacroiliitis (X-ray) 
Bilateral 27 9 II 2 3 2 
Unilateral 8 0 0 4 4 

Spondylitis (X-ray) 
Lumbosacral 15 2 9 2 2 
Thoracic 6 5 
Cervical 5 4 

Tendonitis 
Achilles tendon 30 4 3 10 13 
Plantar fascia 19 2 4 4 3 6 
Other sites 7 0 4 2 

MCP = metacarpophalangeal joint, PIP= proximal interphalangeal joint, 
DIP = distal interphalangeal joint, MTP =metatarsophalangeal joint. 

Details of the articular involvement of the 
patients studied are shown in Table 2. The knee 
was the most commonly affected joint, followed 
by the ankle, wrist, hip and metatarsophalangeal 
joints. Spinal pain involving the lumbosacral area 
was seen in 36 cases ( 40.9% ); it was seen in all 
JAS cases and all but one of the AS cases. Radio­
graphic bilateral sacroiliitis was seen in all JAS and 
AS patients and was occasionally seen in RS, PsA, 
and uSpA. Enthesopathy involving the Achilles 
tendon and plantar fascia was prominent in JAS, 
AS, RS, and uSpA patients. 

Extra-articular manifestations of these 
patients are shown in Table 3. Acute inflammatory 
eye diseases were seen in 5 (45.45%) AS patients 
and 16 (66.66%) RS patients. Mucocutaneous 
lesions, genital and oral ulcers, and dysentery were 
common in patients with RS. None of our RS 
patients had keratoderma or onychodystrophy. 

Twelve of 14 patients (85.71%) with PsA had 
onychodystrophy. Two AS patients who had long 
standing disease had pulmonary fibrosis. One AS 
patient who had had the disease for 20 years had an 
aortic valve replacement because of severe aortic 
regurgitation. 

Four patients were anemic (hematocrit 
< 30 vol%) at the time of presentation. This was 
due to gastrointestinal blood loss from non-ste­
roidal anti-inflammatory drug (NSAID) therapy. 
No patients had significant proteinuria. Two 
patients had renal impairment (serum creatinine 
> 1.5 mg/dl), which might have been related to the 
chronic usage of NSAIDs. Five patients had hypo­
albuminemia. RF was negative in all, except one 
with a low titer ( 1 :40), of those who were tested. 
Radiographic evidence of involvement of the spine 
was usually seen in patients with JAS and AS 
(Table 2). 
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Table 3. Extra-articular manifestations of Thai patients with spondyloarthropathy. 

Total JAS 
(n=88) (n=9) 

Inflammatory eye diseases 
Conjunctivitis 15 
Uveitis 8 

Keratoderma 
Balanitis/genital ulcers 6 
Urethritis/cervicitis 6 
Diarrhea/dysentery 6 
Oral ulcers 2 
Onychodystrophy 12 
Psoriatic skin lesions 14 
Pulmonary fibrosis 2 
Aortic regurgitation 

DISCUSSION 
The prevalence of SpA has been studied 

in several countries in Asia. The prevalence of AS 
has been reported as 0.26 per cent in China(6) 
(with a prevalence of HLA-B27 of 4% ), 0.19-0.54 
per cent in TaiwanO) (HLA-B27 4-8%), 0.15 per 
cent in Vietnam(8) (HLA-B27 4% ), and 0.1 per 
cent in Iran(9). A recent study in Thailand( 1 0) 
(HLA-B27 4%)01) found a prevalence of all types 
of SpA of 0.12 per cent. Studies of the HLA sub­
types in patients with SpA in Asia have been 
shown to be associated with HLA-B*270402-16), 
which differs genetically from Caucasians, who 
carry HLA-B*270507,18). In India and Japan, 
SpA has been reported to be associated with both 
HLA-B*2704 and B*2705 subtypes(15, 16). In 
addition to HLA-B27, HLA-All has also been 
found to be associated with SpA in Thailand(l9). 
Studies of the HLA-B27 subtypes in Asia have 
found that the presence of HLA-B*2706 might 
prevent the development of SpA(l4,20). In Indo­
nesia, Chinese-Indonesians have been shown to 
have a greater risk of the development of AS and 
SpA than native Indonesians, despite the lower 
prevalence of HLA-B27 in Chinese-Indonesians 
(4% VS 9%)(21). 

Clinical studies of SpA in Asia are also 
limited. AS, RS and PsA were the 3 most common 
types of SpA seen at a university hospital in Thai­
land(22,23). The age at onset of these SpA patients 
was in the third decade. The male to female ratio 
was higher in patients with AS and RS than in PsA 

AS RS PSA uSpA 
(n=ll) (n=24) (n=l4) (n=30) 

2 12 
3 4 

5 
6 
5 
2 

12 
14 

2 

patients. Low back pain was the most common 
presenting symptom in AS patients, while peri­
pheral arthritis of the lower extremity joints was 
the most common presenting symptom in RS and 
PsA patients. Extra-articular features including 
inflammatory eye diseases, oral and genital ulcers, 
dysentery, urethritis and balanitis were commonly 
seen in RS patients. Although a COPCORD study 
in the Philippines(24) found no cases of AS, a 
recent survey in the Philippines found 143 patients 
with SpA. They had ReA and RS in 96 cases, PsA 
in 26, AS in 17, SpA associated with IBD in 13, 
uSpA in 10, and juvenile chronic arthritis in 1(25). 
Spinal involvement was more common in AS, 
PsA, and uSpA patients than in ReA and SpA 
associated with IBD patients. Extra-articular fea­
tures were also common in RS patientsC26). In 
Singapore(27) AS was more common in males. 
The average duration from the onset of symptoms 
to diagnosis was 7.2 years. Peripheral arthritis 
occurred in 71 per cent, and 26 per cent of these 
patients suffered from significant disability. Extra­
articular complications were uncommon. A study 
of PsA in Singapore found that asymmetric peri­
pheral arthritis was the most common presenta-
1ion(28). Spondylitis was also common. Kim(29) 
:;tudied 117 AS patients in Korea and found an 
average age at diagnosis of 38 years, with a male 
to female ratio of 9:1. Pulmonary, gastrointestinal 
and ocular involvement were seen in 29, 15 and 10 
per cent of cases respectively. This high incidence 
of pulmonary involvement differed from previous 
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reports of SpA from other countries in Asia. In 
Vietnam(8) AS was seen predominantly in males 
during the end of the third decade of life. Peri­
pheral arthritis was common, especially in the hip 
and the knee, which affected 96 per cent and 76 
per cent of cases respectively. In northern(30) and 
southern India(31) AS was seen predominantly in 
males (male to female ratio of 16: l) with an 
average age of 25 years. Back pain and oligoar­
thritis of the lower extremity joints were the most 
common mode of presentation. 

In this study, we found a male to female 
ratio of 2.2: 1 for all types of SpA patients. The 
ratio was higher in JAS, AS and RS patients. The 
onset of the disease was in the middle of the third 
decade of life. Peripheral arthritis was common 
in all groups while inflammatory back pain and 
bilateral sacroiliitis were most commonly seen in 
JAS and AS patients. Extra-articular features were 
common in RS patients. The clinical features of our 
SpA patients were similar to those that have been 
described in other countries in Asia above and 
western countries0.2). 

It is of interest that up to one third of our 
patients had uSpA. This group of patients had in­
flammatory spinal back pain and/or asymmetric 
oligoarthritis of the lower extremity joints. They 
did not have extra-articular features of RS or skin 
lesions that are suggestive of psoriasis. Many of 
these patients had some evidence of sacroiliitis in 
the radiographs, but they did not meet the criteria 

for the diagnosis of AS. This could be because 
they had not had the disease long enough to have 
radiographic changes of the sacroiliac joint and the 
spine that are typical of AS. Mau(5) followed uSpA 
patients for lO years and found that 59 per cent of 
these patients developed definite AS, 19 per cent 
remained uSpA, and 22 per cent developed other 
diseases. It might be of interest to follow our 
patients in this group. 

It is now recognized that SpA is probably 
the most common articular manifestation in patients 
with HIV infection. SpA associated with HIV in­
fection has been reported to be a more severe. 
aggressive, and destructive disease, and to respond 
poorly to NSAIDs(32). Our experience in patients 
with SpA associated with HIV infection is that 
they had a milder clinical course compared with 
western series, and showed good response to 
NSAIDs alone(33 ). However, up to 75 per cent of 
our patients did not realize that they had HIV infec­
tion at the time of presentation. This is an impor­
tant point that should be kept in mind: the possi­
bility of HIV infection in SpA patients who have 
risk factors for this. 

In summary, the clinical features of Thai 
patients with SpA were similar to those reported in 
western countries and other countries in Asia. 
USpA was not uncommon, especially in patients 
who had had the disease for a short time. Whether 
patients in this group will develop SpA which is 
more clearly defined remains to be determined. 

(Received for publication on July 24. 1998) 
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M.Ynm'iAm~l~m~ru~YnWI~Ufl'liD~~tht~f1"t1Eru&ir~1mn-fln"lvnM (SpA) 1ul'luhwhul'U 88 'iltJ (lWI'T'lflrJ 

61 "llrJLLG'l!::LWI'TYI~~ 27 "llrl) Wlr.hm~LLG'l!::'i:::rJ:::llG'llyjLijul"JI'!Vil~rJLYhnu 25.97 LLG'l::: 3.34 U \ill:I-Ji.h>lU ~thri 

16 "llt~ilmm'i'liD~L'il'lriD'Um~ 16 u 1u~l'Ul'U~Ult~vf~YI:I-JI'ILLU~LU'U ankylos1ng spondyl1t1s 11 'ilrl, ankylos1ng 

spondylitis 1uL~n 9 'iltl, Reiter's syndrome 20 "llrl, Reiter's syndrome 1uL~fl 4 "llrl, psoriatic arthritis 1 4 "lltl, 

undifferentiated SpA 27 'ilrl LLG'l::: undifferentiated SpA 1uL~n 3 "lltl '1Tm1mf1"u1~R'lTDTI'ImQwl:::'lTmhuoh~'liD~ 

1l~mmuumm'iUl~Wu MtJDt~~'1~'~1't..!Y!flfl~:I-J t 'il'l r~m1u~ult~ psoriatic arthritis 'ii~wu'lTm1mf1"uYif'lltJ'lTD1~tJDt~n-.il 
mm'iUli'IYI~~LLf'l:::'lTDm~I!Jflm:::L U'UL Yli!u5mf1"uwu MtJDt~1 'U~Ultl ankylos1ng spondyl1t1s vf~ 1 ur:11 m}jLbf'l:::L~n .ml::: 

enthesopathy wuMtJDm'lfunu mm"JLL;;il'!~'t..!Dm:::uu'l!Dwu MtJDr~1ucJultJ Re1ter' syndrome 1Dt~f'l~ 45 'liD~~ultJ 

ankylosing spondylitis LLf'l:::1Dt~f'l::: 66 'lJD~~thtJ Reiter's syndrome ill'llDflL;;iU ~mHIJ!::'Yll~I'I~Ufl'lJD~~ultJ 

spondyloarthropathy 1 '\..! 1'1'\.J 1 'Yl til'! i.tl t1 nuviL 1'1 t~il'il ti~l'U'llflU'i!::L 'Yll'11 'U'Yl"hJmL 'iimLf'l!::l.Jd:::L 'Yli'T'Yll~ (;l!::l'U (;lfl 




