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Professeur Agrégé du Val de Grâce

Officier de la Légion d’Honneur
Officier de l’Ordre National du Mérite

Récompenses pour travaux scientifiques et technique - échelon vermeil
Médaille d’honneur du Service de Santé des Armées

***

À Monsieur le Médecin Général Jean-Didier CAVALLO

Directeur adjoint de l’École du Val de Grâce
Professeur Agrégé du Val de Grâce
Chevalier de la Légion d’Honneur

Officier de l’Ordre National du Mérite
Récompenses pour travaux scientifiques et techniques - échelon argent

Médaille d’honneur du Service de Santé des Armées

***

À Monsieur le Médecin Chef des Services Dominique FELTEN

Médecin Chef de l’HIA Legouest à Metz
Professeur Agrégé du Val de Grâce
Chevalier de la Légion d’Honneur

Officier de l’Ordre national du Mérite

***

À Monsieur le Médecin en Chef Philippe REY

Chef du Service des Maladies Digestives de l’HIA Legouest
Référent pédagogique de l’HIA Legouest

Professeur Agrégé du Val de Grâce
Chevalier de la Légion d’Honneur

Chevalier de l’Ordre des Palmes Académiques
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À Monsieur le Médecin en Chef Henri LEHOT

Chef de service du Service d’Accueil des Urgences de l’HIA Legouest

Nous vous remercions pour vos connaissances apportées, votre profonde humanité et gentillesse 
ainsi que la confiance que vous m’avez instillée face aux situations d’urgence.

***

À Monsieur le Médecin en Chef Pierre MAHÉ
et Monsieur le Médecin des Armées Remi VALLET

ainsi que l’ensemble des personnels du Service Médical d’Unité
du 13ème Régiment de Dragons Parachutistes (Dieuze)

Par vos compétences médicales, votre sens de l’humanité et votre grande expérience de 
l’Institution et des théâtres d’opérations extérieures, vous avez su conserver et attiser ma 

vocation.
Nous aspirons à mener une carrière aussi passionnante et trépidante que la vôtre ainsi qu’à 

devenir un médecin d’unité reconnu pour ses qualités médicales et militaires.

***

À Monsieur le Docteur Jean-Marc SCHNEIDER
et Madame le Docteur Delphine CHARDON

Médecins du Service de Pédiatrie Générale du CHR de Thionville

Vous avez su nous éclairer et désacraliser une discipline passionnante. Votre enseignement et 
votre compagnonnage bienveillant nous permettra d’appréhender avec sérénité ces petits 

patients.

***

À Monsieur le Médecin en Chef Pierre Éric SCHWARTZBROD
et les Médecins des Armées adjoints de l’antenne médicale de Besançon

Votre bonne humeur et votre sens de la pédagogie nous a conforté dans notre choix de devenir 
médecin des armées. Vous avez su nous communiquer la passion du métier.

***
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À Monsieur le Docteur Jacques BEAUDOIN

Médecin Généraliste à Uriménil

Vous nous avez vu grandir et vous nous avez soigné. Par votre attention, vous nous avez donné 
l’envie et la passion d’exercer la médecine.

***

À l’ensemble des médecins, internes et équipes paramédicales de l’Hôpital d’Instruction des 
Armées de Legouest, du 13ème Régiment de Dragons Parachutistes, du service de pédiatrie 

générale et des urgences pédiatriques du Centre Hospitalier Régional de Thionville ainsi que de 
l’antenne médicale de base de défense de Besançon.

Vous avez su nous accompagner et nous aider dans les bons moments comme dans les difficultés.
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À mes parents

Vous avez toujours été là pour moi et avez su respecter mes choix. Vous m’avez donné le goût du 
travail et le sens de l’honneur. Vous m’avez permis de voyager et de découvrir le monde. Vous 

avez accompli à la perfection la dure tâche de parents. Ma réussite est aussi la vôtre.

***

À Caroline

Malgré les difficultés et l’éloignement géographique, tu es restée là auprès de moi. Tu m’as 
soutenu dans les moments de difficultés et de détresse. les mots ne suffiront pas à t’exprimer ma 

gratitude. Tu es et resteras un point de repère.

***

À mes frères, Jérémy et Corentin

Merci d’avoir supporté le grand frère et d’avoir su conserver la bonne humeur familiale. J’espère 
que nous aurons encore de nombreuses parties de franches rigolades et de bons moments 

ensemble en famille. Sachez que je suis fier de vous.

***

À mes grands-parents et à toute la famille

Ils sont les doyens et j’espère leur faire honneur. La famille est sacrée et j’espère que nous 
pourrons toujours nous réunir et nous soutenir mutuellement.

***

À ma belle famille

Vous m’avez accueilli au sein de votre famille et vous m’avez toujours soutenu.
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À mes amis d’enfance

Thibault, Dimitri, Bertrand, Mathieu, Stanislas, Frédéric, Manu et tous les autres.

Nos chemins se sont séparés depuis la fin du lycée mais nous avons toujours su garder contact et 
nous apprécier malgré nos différences et nos choix singuliers.

Merci pour tous ces bons moments passés et à venir.

***

À mes amis de la Boâte

Thomas, Jérémy, Angèle, Aurélie et toute ma famille de la Boâte,  la bande des Lyon Nord, ceux 
de la promotion «Médecins des Bataillons de la Route Coloniale 4» et toutes les autres 

générations de bizuths et anciens.

L’Ecole du Service de Santé des Armées, ou plus prosaïquement la Boâte, a été pour moi le 
théâtre de mes études supérieures ainsi que de nombreux souvenirs. Merci à tous de les avoir 
partagé avec moi. On se reverra très prochainement que ce soit en métropole ou en OPEX.
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SERMENT

"Au moment d'être admis à exercer la médecine, je promets et je jure d'être 
fidèle aux lois de l'honneur et de la probité. Mon premier souci sera de 
rétablir, de préserver ou de promouvoir la santé dans tous ses éléments, 
physiques et mentaux, individuels et sociaux. Je respecterai toutes les 
personnes, leur autonomie et leur volonté, sans aucune discrimination selon 
leur état ou leurs convictions. J’interviendrai pour les protéger si elles sont 
affaiblies, vulnérables ou menacées dans leur intégrité ou leur dignité. Même 
sous la contrainte, je ne ferai pas usage de mes connaissances contre les lois 
de l'humanité. J'informerai les patients des décisions envisagées, de leurs 
raisons et de leurs conséquences. Je ne tromperai jamais leur confiance et 
n'exploiterai pas le pouvoir hérité des circonstances pour forcer les 
consciences. Je donnerai mes soins à l'indigent et à quiconque me les 
demandera. Je ne me laisserai pas influencer par la soif du gain ou la 
recherche de la gloire.
Admis dans l'intimité des personnes, je tairai les secrets qui me sont confiés. 
Reçu à l'intérieur des maisons, je respecterai les secrets des foyers et ma 
conduite ne servira pas à corrompre les mœurs. Je ferai tout pour soulager les 
souffrances. Je ne prolongerai pas abusivement les agonies. Je ne provoquerai 
jamais la mort délibérément.
Je préserverai l'indépendance nécessaire à l'accomplissement de ma mission. 
Je n'entreprendrai rien qui dépasse mes compétences. Je les entretiendrai et 
les perfectionnerai pour assurer au mieux les services qui me seront 
demandés.
J'apporterai mon aide à mes confrères ainsi qu'à leurs familles dans 
l'adversité.
Que les hommes et mes confrères m'accordent leur estime si je suis fidèle à 
mes promesses ;  que je sois déshonoré et méprisé si j'y manque".
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LA «PHRASE DU BARON PERCY»

Gravée dans le marbre dans le grand hall de l’École du Service de Santé des 
Armées de Lyon-Bron, la «Phrase du baron Percy» est la définition, encore 
actuelle, du médecin militaire. Elle est la devise des médecins militaires et est 
connue de tous les «Santards».
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Prevalence of dactylitis in the spondyloarthropathies: a systematic review of the literature and 

meta-analysis

ABSTRACT

Background: Dactylitis is frequently related to spondyloarthropathies (SpA), especially in case 

of psoriatic arthritis or reactive arthritis. But to date, its prevalence is not well established.

Objectives: To evaluate the prevalence of dactylitis in SpA.

Methods: A systematic literature search was performed in the Pubmed Medline database. In 

addition, baseline data from randomized controlled trials in the Pubmed Medline database were 

included. Case reports or studies with less than 30 patients were excluded. The prevalence of 

clinical dactylitis in SpA was calculated using the method of the inverse of the variance, with 

random effects, on the logit transformed proportions.

Results: Among the 449 articles selected by the search, 35 articles concerned adults SpA (6692 

patients, mean age 45.2±12.8 calculated on 4892 available data, sex ratio M/F 1.53 calculated on 

5913 available data, ankylosing spondylitis 13.9%, reactive arthritis 3.1%, psoriatic arthritis 

66.4%, arthritis associated with inflammatory bowel disease 0.8%, undifferentiated SpA 15.8%) 

and 5 articles concerned juvenile psoriatic arthritis (JSpA) (320 patients, sex ratio 0.67) allowed 

a calculation of the prevalence of dactylitis in SpA and in JPsA. HLA B27 was present in 

1505/2501 adult patients with available data (60.2%) and in 29/320 JPsA (9.1%). The pooled 

prevalence of dactylitis was 24.2% (95% CI 19.8 to 29.2%), and after using Egger’s test and trim 

and fill method, adjusted value was 36.4% (95% CI 30.3 to 43%). The pooled prevalence varied 

with the type of SpA: ankylosing spondylitis 4.6% (95% CI 2.4 to 8.7%), reactive arthritis 26% 

(95% CI 16 to 39.3%), psoriatic arthritis 30.4% (95% CI 25.7 to 35.5%), and after using Egger’s 

test and trim and fill method, adjusted value was 41.8% (95% CI 35.8 to 48.1%), arthritis 
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associated with inflammatory bowel disease 0% and undifferentiated SpA 8.2% (95% CI 2.5 to 

23.5%), JPsA 37.3% (95% CI 32.1 to 42.7%).

Conclusion: The prevalence of clinical dactylitis is more frequent in psoriatic arthritis and 

reactive arthritis in the literature than in the others types of SpA.

INTRODUCTION

Spondyloarthropathies (SpA) is a heterogeneous group of diseases, including ankylosing 

spondylitis (SA), reactive arthritis (as Reiter’s syndrome) (ReA), psoriatic arthritis (PsA), 

inflammatory bowel disease-associated spondyloarthropathy (IBD SpA), and undifferentiated 

spondyloarthropathy (USpA). These diseases share two main common points: firstly, enthesitis, 

believed to be the primary lesion and defined as inflammation at sites where tendons, ligaments, 

or joint capsules attach to bone and secondly, their association with the HLA-B27 gene.¹ 

Although the spondyloarthropathies are grouped together, they display distinct clinical features, 

as dactylitis. Dactylitis, commonly termed “sausage-like toe” or sausage digit, is defined as the 

inflammation of an entire digit or toe. Radiological findings showed that flexor tenosynovitis 

together with the peritendinous soft tissue oedema seems to be the condition sine qua non for 

development of the “sausage-like” appearance.² This feature is a characteristic and highly 

specific manifestation of SpA, and seems to be more common in reactive arthritis and psoriatic 

arthritis.¹ Other processes are also called dactylitis. Regarding the aetiopathogenesis, these may 

be classified as non-inflammatory (sickle cell dactylitis), inflammatory infectious (tuberculosis 

dactylitis, syphilitic dactylitis, and blistering distal dactylitis), and inflammatory non-infectious 

(sarcoid dactylitis).³ To date, the prevalence of dactylitis in SpA is not well established. The 

objective of this work was to determine the prevalence of dactylitis in SpA, according to the type 

of SpA, by a systematic literature review and meta-analysis.
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MATERIAL AND METHOD

To identify relevant studies, allowing calculation of the prevalence of dactylitis in SpA, a 

systematic analysis of literature following the Cochrane Collaboration recommendations was 

performed using the Pubmed Medline database.4

Literature search strategy

Publications were identified in the PubMed Medline database.  Two searches were carried out in 

the Pubmed Medline database: for the first search, the following key words were used: (dactylitis 

OR sausage-like toe OR sausage digit) AND (ankylosing spondylitis OR spondylarthritis OR 

spondyloarthritis OR spondyloarthropathies OR Reiter’s syndrome OR reactive arthritis OR 

psoriatic arthritis OR inflammatory bowel disease) (Limits were: English, French, humans, up to 

June 26 2010). For the second search, the following key word was used: spondylarthritis (MeSH) 

(limits were: randomized controlled trial, English, French, humans, up to September 28 2010). 

Original articles were selected if they reported the number of dactylitis in SpA. Case report or 

studies with less than 30 patients were excluded. All types of SpA were analysed: ankylosing 

spondylitis, psoriatic arthritis, reactive arthritis, arthritis associated with inflammatory bowel 

disease and undifferentiated SpA. Studies concerning juvenile psoriatic arthritis were exploited 

separately. Lastly, a hand-search of references was also performed.

Data collection

The articles were analysed by two independent authors (FS and FB) according to a 

predetermined abstraction sheet. The following items were collected: total number of patients, 

age at the start of the study, age at onset of disease, adult onset, disease duration, family history, 

sex, racial origin (Caucasian, Afro-American, middle east, Asian or other), criteria for the 

diagnosis (European Spondyloarthropathy Study Group (ESSG) and/or Amor’s criteria, New 

York criteria or modified New York criteria, other criteria, expert opinion), number and type of 

SpA, HLA-B27 positivity, clinical characteristic of disease (inflammatory spinal pain, 
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peripherical arthritis, heel pain, enthesitis, uveitis, coxitis), radiological sacro-ilitis, biological 

characteristic (VS, CRP), number of patients reported as having dactylitis and their 

characteristics (sex, age, racial origin, disease duration, type of SpA), diagnostic method for 

dactylitis (clinical, x-ray, sonographic, MRI, bone scintigraphy), dactylitis treated by anti-TNF. 

We calculated prevalence based on clinical diagnosis of dactylitis because in one hand, it was 

always present in all articles and in second hand, clinical examination support a 100% sensitivity  

and specificity compared with MRI, even for toe dactylitis.5 6

Statistical analysis

Firstly, we used descriptive statistics for the population characteristics. Means and standard 

deviations (SD) were calculated based on available data. Then, the proportions of ankylosing 

spondylitis, reactive arthritis, psoriatic arthritis, inflammatory bowel disease-associated 

spondyloarthropathy, and undifferentiated spondyloarthropathy were pooled by using the method 

of the inverse of the variance, with random effects, on the logit transformed proportions.7 

Ninety-five per cent confidence intervals (CIs) are given as (lower to upper limit). The presence 

of heterogeneity was assessed by using the Cochran Q statistic and the indicator I².8 If the 

Cochran’s test was statistically significant (p<0.05) or I²>=50% and for a minimum of 10 

studies, we explored by the following potential heterogeneity factors: the design of the studies 

(randomized clinical trial vs series, prospective vs retrospective) and the criteria used for 

diagnosis (ESSG and/or Amor’s criteria, expert opinion, New-York or modified New-York 

criteria, other criteria). Cochran tests on the between strata heterogeneity were performed to 

compared the sub-groups. For psoriatic arthritis, studies on adults and child were also compared. 

Publication bias was explored by using Egger’s test and the trim and fill method. This method 

detects missing studies for the funnel plot to be symmetric and assesses the pooled result 

including these missing studies.9 All analysis were performed using Comprehensive Meta 

Analysis Version 2 software. The significance level was 0.05.
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RESULTS

Article selection

The Pubmed Medline database search yielded 449 articles. A total of 40 articles were included in 

the analysis (Fig 1).10-49 Main reasons for exclusion were absence of dactylitis reported (56.7%), 

studies with less than 30 case reports (23.5%) and review (17.4%). No new article was found 

with the hand search of references.

Figure 1. Flow chart

Literature search : Medline
Search strategy 1: key words: (dactylitis OR sausage-like toe OR sausage digit) AND 
(ankylosing spondylitis OR spondylarthritis OR spondyloarthritis OR spondyloarthropathies 
OR Reiter’s syndrome OR reactive arthritis OR psoriatic arthritis OR inflammatory bowel 
disease). Limits: human, English, French, up to June 26 2010.
Search strategy 2: key word: spondylarthritis (MeSH). Limits were: randomized controlled 
trial, English, French, humans, up to September 28 2010.

Publications excluded after obtaining the 
full text: n = 409

No dactylitis reported (n = 232)
Less than 30 patients (n = 96)
Review (n = 71 )
Only dactylitis score reported (n = 5)
Duplicate data (n = 3)
Not SPA (n = 2)

  40 publications assessed

Adult spondyloarthropathies (n = 35)
 
 Total number of patients = 6692
 Total number of dactylitis = 1930

Juvenile psoriatic arthritis (n = 5)
 
 Total number of patients = 320
 Total number of dactylitis = 119
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Descriptive statistics

Among the 449 articles selected by the search, 35 articles concerned adults SpA. Thirty were 

prospective studies, five retrospective studies, and ten were randomized clinical trials. The total 

number of SpA was 6692. The total number of ankylosing spondylitis was 933 (13.9%), reactive 

arthritis 207 (3.1%), psoriatic arthritis 4445 (66.4%), inflammatory bowel disease-associated 

spondyloarthropathy 52 (0.8%), undifferentiated SpA 1055 (15.8%).  The diagnosis of SpA was 

based on expert opinion for 3731 patients (55.8%), European Spondyloarthropathy Study Group 

and/or Amor’s criteria for 1732 patients (25.9%), other criteria (Amor’s criteria for reactive 

arthritis, Moll and Wright’s classification, Veale’s criteria) for 602 patients (9%), New York 

criteria or modified New York criteria for 627 patients (9.3%). Specific diagnosis criteria for 

diagnosis of psoriatic arthritis and reactive arthritis were not collected. Mean±SD age was 

45.2±12.8 years calculated on 4892 available data. Mean±SD disease duration was 8.7±7.9 years 

calculated on 4513 available data. The sex ratio M/F was 1.53 calculated on 5913 available data. 

HLA B27 was present in 1505/2501 patients with available data (60.2%). Five articles concerned 

JPsA. The total number of JPsA was 320. The sex ratio was 0.67. HLA B27 was present in 

29/320 patients (9.1%). Unfortunately, they were too few characteristics about dactylitis to give 

any additional results.

Meta-analysis

The pooled prevalence of dactylitis was 24.2% (95% CI 19.8 to 29.2%), and after using Egger’s 

test and trim and fill method, adjusted value was 36.4% (95% CI 30.3 to 43%). The pooled 

prevalence varied with the type of SpA: ankylosing spondylitis 4.6% (95% CI 2.4 to 8.7%), 

reactive arthritis 26% (95% CI 16 to 39.3%), psoriatic arthritis 30.4% (95% CI 25.7 to 35.5%), 

and after using Egger’s test and trim and fill method, adjusted value was 41.8% (95% CI 35.8 to 
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48.1%), arthritis associated with inflammatory bowel disease 0% and undifferentiated SpA 8.2% 

(95% CI 2.5 to 23.5%), JPsA 37.3% (95% CI 32.1 to 42.7%).

Search for the following potential heterogeneity factors did not found a significance difference 

between randomized clinical trials and series (p=0.25), but a significance difference between 

prospective versus retrospective studies (p=0.03). Comparison between the criteria used for 

diagnosis found a significance difference (p<0.001), but this significance difference disappeared 

by excluding New-York or modified New-York criteria studies. Comparison between JPsA 

versus adults PsA did not found a significance difference (P=0.06), but a significance difference 

was found by excluding randomized clinical trials (p=0.02).

DISCUSSION

This systematic literature review reports the prevalence of dactylitis in SpA. Prevalence of 

dactylitis varied with type of SpA: it was higher in psoriatic arthritis and reactive arthritis and 

lower in other types of SpA, with prevalences of 30.4% (95% CI 25.7 to 35.5%), and 26% (95% 

CI 16 to 39.3%) respectively. These results confirm a previous report¹, while adding quantified 

results. In case of SpA with dactylitis, two diagnoses should be evoked: PsA and ReA. As 

commonly reported, the main limit of a systematic literature review is a possible selection bias. 

Some patients may have been included in more than one of retrieved articles, with as a 

consequence, a partial “overlap” of data. In our case, for example, we considered as duplicate 

data two distinct articles as they all reported results from the IMPACT 2 study. Our meta-

analysis clearly showed heterogeneity with an I²=94.7. To explain this heterogeneity, we found 

two main factors. The first one is retrospective studies, inducing a huge lack of prevalence, 

respectively 12.5% (95% CI 0.06 to 23.8%) versus 26.6% (95% CI 21.8 to 32.1%). The second 

one is criteria for diagnosis, especially for New-York and modified New-York criteria. These 

criteria need a radiological sacroiliitis to confirm the diagnosis. But in case of SpA, this 

radiological sign is rarely present in the first ten years of the disease and may be absent in 
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confirmed SpA for life.50 Excluding these criteria, there were no significant differences between 

the other criteria (p=0.39), which confirms their available use in prevalence studies. 

Furthermore, we highlighted a grey literature. This publication bias significantly modifies the 

noted prevalence. For SpA, prevalence passes from 24.2% (95% CI 19.8 to 29.2%) to 36.4% 

(95% CI 30.3 to 43%), and for PsA, prevalence passes from 30.4% (95% CI 25.7 to 35.5%) to 

41.8% (95% CI 35.8 to 48.1%). Finally, we found a significance difference between JPsA and 

adult PsA, excluding randomized clinical trials. This highlights a selection bias dependant on the 

selection of the patients in this case.

In conclusion, this systematic review allowed us to determine the prevalence of dactylitis in 

SpA, according to the type of SpA. As yet reported, the prevalence of clinical dactylitis seems to 

be more frequent in psoriatic arthritis and reactive arthritis in the literature than in the other types 

of SpA. This data will have to be confirmed in the SpA cohorts still in progress, like the DESIR 

cohort.
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ANNEXE 1

Abstract relatif à la communication affichée le lundi 29 novembre 2010 lors du 23ème congrès 
français de Rhumatologie au CNIT, Paris - La Défense, 28 novembre - 1er décembre 2010.
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ANNEXE 2

Poster présenté le lundi 29 novembre 2010 lors du 23ème congrès français de Rhumatologie au 
CNIT, Paris - La Défense, 28 novembre - 1er décembre 2010.
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ANNEXE 3

Abstract accepté à l’EULAR 2011.

Dactylitis is frequent in spondyloarthritis but prevalence depends on the subtype: a systematic 
review of the literature

Sibille Florian, Roux Xavier, Cabon Mathieu, Stephan Armelle, Cinquetti Gaël, Grau Martin, 
Cauchard Ludivine, Graffin Bruno, Frédéric Banal.

Background: Dactylitis is frequently related to spondyloarthritis (SpA), but to date, its 
prevalence is not well established.

Objectives: To evaluate the prevalence of dactylitis in SpA.

Methods: A systematic literature search was performed in the Medline (up to May 2010), 
Embase and Cochrane (up to December 2010) databases with the following keywords: (dactylitis 
OR sausage-like toe) AND (ankylosing spondylitis OR spondylarthritis OR spondyloarthritis OR 
spondyloarthropathies OR Reiter’s syndrome OR reactive arthritis OR psoriatic arthritis OR 
inflammatory bowel disease). In addition, baseline data from randomized controlled trials were 
included (up to September 2010). Case report or studies with less than 30 patients were 
excluded. The prevalence of clinical dactylitis in SpA was calculated by pooled number of 
patients with SpA presenting one or more episodes of clinical dactylitis over the total number of 
patients with SpA.

Results: Among the 442 articles selected by the search, 34 articles (6058 patients, mean age 
44.7±12.6 calculated on 4056 available data, sex ratio M/F 1.49 calculated on 5314 available 
data, ankylosing spondylitis 14.9%, reactive arthritis 1.7%, psoriatic arthritis 71.1%, arthritis 
associated with inflammatory bowel disease 0.9%, undifferentiated SpA 11.5%) allowed a 
calculation of the prevalence of dactylitis in SpA. HLA B27 was present in 1298/2422 patients 
with available data (53.6%). The pooled prevalence of dactylitis was 29.8%.The pooled 
prevalence varied with the type of SpA: ankylosing spondylitis 4.3%, reactive arthritis 18.2%, 
psoriatic arthritis 38%, arthritis associated with inflammatory bowel disease 0% and 
undifferentiated SpA 8.8%.

Conclusion: The prevalence of clinical dactylitis is more frequent in psoriatic arthritis and 
reactive arthritis in the literature than in the others types of SpA.

Disclosure of interest: none
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ANNEXE 4

Tableau de recueil des données brutes : «Adult SPA dactylitis».

N° First author Year Journal Study type
1 Bogliolo L 2005 J Rheumatol Series
2 Antoni C 2005 Ann Rheum Dis Randomized controlled trial
3 Antoni CE 2005 Arthritis & Rheumatism Randomized controlled trial
4 Brockbank JE 2005 Ann Rheum Dis Series
5 Eulry F 2002 Joint Bone Spine Series
6 Helliwell P 2007 Ann Rheum Dis Series
7 Lindqvist U 2008 J Rheumatol Series
8 Lopez-Montilla MD 2002 Exp Gerontol Series
9 Michet CJ 2005 Ann Rheum Dis Series
10 Moghaddassi M 2009 Arch Iranian Med Series
11 Niamane R 2005 J Radiol Series
12 Porcher R 2005 Arthritis & Rheumatism Series
13 Punzi L 1999 Ann Rheum Dis Series
14 Reich K 2009 Br J Dermatol Series
15 Scarpa R 2003 J Rheumatol Series
16 Salvarani C 1995 J Rheumatol Series
17 Rothschild BM 1998 Semin Arthritis Rheum Series
18 Elkayam O 2000 Clin Rheumatol Series
19 Baek HJ 2000 Rheumatol Int Series
20 Singh G 2008 J Clin Rheumatol Series
21 Candia L 2006 J Clin Rheumatol Series
22 Sadek HA 2007 Clin Rheumatol Series
23 Dougados M 1991 Arthritis & Rheumatism Series
24 Carter JD 2010 Arthritis & Rheumatism Randomized controlled trial
25 Kavanaugh A 2009 Arthritis & Rheumatism Randomized controlled trial
26 Gottlieb A 2009 Lancet Randomized controlled trial
27 Inman RD 2008 Arthritis & Rheumatism Randomized controlled trial
28 Salvarani C 2001 J Rheumatol Randomized controlled trial
29 Fraser AD 2005 Ann Rheum Dis Randomized controlled trial
30 Braun J 2006 Ann Rheum Dis Randomized controlled trial
31 Mease PJ 2005 Arthritis & Rheumatism Randomized controlled trial
32 Calmels C 1993 Rev Rhum Ed Fr Series
33 Amor B 1994 J Rheumatol Series
34 Coari G 1994 Acta Derm Venereol (Stockh) Series
35 Tesija-Kuna A 2010 Clin Rheumatol Series

10
25
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Type of study Total number of patients Age at the study mean Age at the study SD
Prospective cohorts 102
Prospective cohorts 200 46,8 12
Prospective cohorts 104 45,5 10,4
Prospective cohorts 537 41 12,3
Retrospective studies 161 38,8 13,1
Prospective cohorts 588 50,3
Prospective cohorts 64 48,4 14,7
Prospective cohorts 96
Prospective cohorts 504
Retrospective studies 150
Retrospective studies 47 38 16
Prospective cohorts 540
Prospective cohorts 66 49,3 10
Prospective cohorts 312 49,4 14
Prospective cohorts 57 46,32 14,12
Prospective cohorts 75 51 17
Prospective cohorts 160 48,16
Prospective cohorts 70
Prospective cohorts 32
Retrospective studies 271
Prospective cohorts 72 47,7
Prospective cohorts 59 44,8 16,4
Prospective cohorts 403 40,2 13
Prospective cohorts 42 45,9 13,8
Prospective cohorts 405 47 10,7
Prospective cohorts 146 48,8
Prospective cohorts 356 38,7
Prospective cohorts 99 47,7 11
Prospective cohorts 72 46,9 11,2
Prospective cohorts 242 38,6 11,7
Prospective cohorts 313 48,9 11,8
Retrospective studies 105 27
Prospective cohorts 151 43 11
Prospective cohorts 35
Prospective cohorts 56 57,2 11,9

5 6692 45,2 12,8
30 4892 3465
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Age at the study mediane Age at the study MIN Age at the study MAX Age at onset disease mean
56 49 66

34
18 65

39
33,3

21 65
40 9 82

21 73

40,4
37

40 20 68
22,4

39 72
34,1

40 60,5
29 50
16 65

18 64

18 75 24
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Age at onset disease SD Age at onset disease Mediane Age at onset disease MIN

11,6

9
14,02

22 5

12,2
35 9

9,3

17,7

9 7
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Age at onset disease MAX Adult onset Disease duration mean year Disease duration SD year

8 7,5
11,4 8,2
7 7,9
7,12 7,29
12,5
12,3 7,3

81

6,9 4,81
59

7,76
10,6 10,3

58 7,5 6,2
193 8,6 6,1

9
10,7 10,4
11,2 11
11,8 12,9
7,5 7,5
5,55
5,6
2,2 3,8
3,5 3,1

9,5 8,5
0,458

52 151 20 10

13,1 9,2

8,7 7,9
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Disease duration Mediane Disease duration MIN year Disease duration MAX year Familial history
3 1,75 7

0 40

6
50

8
0 15

16 0 63 540

35

26
11
60

6 14 5

2,43 13,7
1,5 18,6

0,25 5

10 50
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Nbr Male Nbr Female Nbr Caucasian Nbr African or afroamerican Nbr Middle east Nbr Asian
56 46 102 0 0 0
122 78
60 44

158 3
306 282
20 44
49 47
292 212
71 79 0 0 150 0

0 47 0 0
301 239
31 35
180 132
31 26
40 35 75 0 0 0

39 31
19 13 0 0 0 32
253 18
31 41
31 28
276 127
24 18 27 14 0 0
244 161 393 0 0 0
82 64
255 101 262 3 0 85
62 37
26 46 66 0 0 5
117 125
174 139 299 0 0 0
97 8
103 48

29 27

3579 2334
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Nbr Other Criteria for the diagnosis Ankylosing spondylitis Nbr
0 Other criteria 0

Expert opinion 0
Expert opinion 0
Expert opinion 0
ESSG and/or Amor’s criteria 101
Expert opinion 0
Expert opinion 0
Other criteria 0
ESSG and/or Amor’s criteria 0

0 Expert opinion 0
0 Expert opinion 0

ESSG and/or Amor’s criteria 0
Other criteria 0
Expert opinion 0
ESSG and/or Amor’s criteria 0

0 Expert opinion 0
Expert opinion 5
Other criteria 0

0 Other criteria 0
New York criteria or modified New York criteria 271
Expert opinion 0
Other criteria 0
Expert opinion 168

1 ESSG and/or Amor’s criteria 0
12 Expert opinion 0

Expert opinion 0
6 New York criteria or modified New York criteria 356

Expert opinion 0
1 Other criteria 0

ESSG and/or Amor’s criteria 32
14 Expert opinion 0

Other criteria 0
ESSG and/or Amor’s criteria 0
ESSG and/or Amor’s criteria 0
Expert opinion 0

933
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Reactive arthritis Nbr Psoriatic arthritis Nbr Arthritis associated with inflammatory bowel disease Nbr
0 102 0
0 200 0
0 104 0
0 537 0
3 31 4
0 588 0
0 64 0
0 96 0
0 504 0
0 150 0
0 47 0
0 115 25
0 66 0
0 312 0
0 0 0
0 75 0
16 27 6
0 70 0
0 32 0
0 0 0
0 72 0
0 59 0
41 68 17
42 0 0
0 405 0
0 146 0
0 0 0
0 99 0
0 72 0
0 0 0
0 313 0
105 0 0
0 0 0
0 35 0
0 56 0

207 4445 52
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Max BASDAI Mean BASFI SD BASFI Mediane BASFI Min BASFI Max BASFI Mean BASMI

7,9 5,1 3,2 7,3 3,2
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SD BASMI Min BASMI Max BASMI Mean DAS 28 SD DAS 28 Min DAS 28 Max DAS 28

5,5

2 5

3,9 1,39
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HLA B27 Nbr Inflammatory spinal pain Peripheral arthritis Heel pain Enthesitis
39 46 49

77
26

112 126 41 68
229 312

6 38 35
54 503 126

23 24 121 31
4 24 38
506 484 198 282
16

240
9 53 47
4 10 43 30

28 18
2 20 5

240 84 38
56 4

30 34 36
274 301 166 147 227

39 26
44 176 312
8 138 66

296 121 131
5 17
15 15
153 220 114 123

1 287 118
80 102 51

43 11

5 51 42

1505
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Mean nbr of tender enthesis Mander Enthesis index Uveitis Nbr Coxitis Nbr Radiological sacro-iliitis

30 119

37
32 94

4 40

144 321

9
54

2 10 6

12
69 130

23
87 219
3

83

1
7 32

24 21
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VS Positive VS first hour Mean SD VS VS Min VS Max VS Mediane CRP Positive CRP mg/liter Mean
21 10 46

21
26,4

21,95 23 13,7

104 96
47 65

38,7 31,3 19,5

8

13,4
5,44
10,3

36,1 22,4 26,6
16,5

194
14

52
45

23,9 16,84 4,8
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CRP SD CRP Mediane CRP Min CRP Max Number of patient reported as having dactylitis
12 5 27 38

28 81
32,6 14 51

260
17,95 38

309
23
45
197
18
3
110

14,7 21
63
17
15
18
23
5
11
5
2
72
13

16,7 137
3 11 55
3 25 23

28 36
13,9 14

34
19 117

28
11
6

3,8 15,8 31

1930
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Dactylitis Male Nbr Dactylitis Female Nbr Dactylitis mean Age Dactylitis age SD

148 112 42 12,8

52 58

4 2 33,2
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Dactylitis age mediane Dactylitis age min Dactylitis age Max Dactylitis adult onset

23 54 6
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Dactylitis Nbr Caucasian Dactylitis Nbr African or afroamerican Dactylitis Nbr Middle east
38 0 0

0 0 0
0 3 0

15 0 0

0 0 0
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Dactylitis Nbr Asian Dactylitis Nbr Other Disease duration at the first dactylitis mean
0 0

8

0 18
0 0

0 0
0,8

5 0

4,8
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Disease duration at the first dactylitis SD Disease duration at the first dactylitis mediane

8,6
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Disease duration at the first dactylitis min Disease duration at the first dactylitis max

2 11
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Dactylitis index mean Dactylitis index SD Dactylitis index min Dactyltis index max Dactylitis HLA 27 +

2,2 3,2

102
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Dactylitis Familial history Ankylosing spondylitis Reactive arthritis Psoriatic arthritis Arthritis with IBD
0 0 38 0

0 0 0 81 0
0 0 51 0
0 0 260 0

0 0 309 0
0 0 23 0
0 0 45 0
0 0 197 0
0 0 18 0
0 0 3 0

0 0 21 0
0 0 63 0
0 0 0 0
0 0 15 0
0 5 6 0
0 0 23 0
0 0 5 0
11 0 0 0
0 0 5 0
0 0 2 0
0 0 72 0
0 13 0 0
0 0 137 0
0 0 55 0
23 0 0 0
0 0 36 0
0 0 14 0

0 0 117 0
0 28 0 0
0 0 0 0
0 0 6 0
0 0 31 0

34 46 1633 0
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Undifferentiated Spa Clinical diagnosis X ray diagnosis Sonographic diagnosis MRI diagnosis
0 38 0 0 0
0 81 0 0 0
0 51 0 0 0
0 260 185 0 0

38 0 0 0
0 309 0 0 0
0 23 0 0 0
0 45 0 0 0
0 197 0 0 0
0 18 0 0 0
0 3 3 0 0

110 0 0 0
0 21 0 0 0
0 63 0 0 0
17 17 0 0 0
0 15 0 0 0
7 18 0 0 0
0 23 0 0 0
0 5 0 0 0
0 11 0 0 0
0 5 5 0 0
0 2 0 0 0
0 72 0 0 0
0 13 0 0 0
0 137 0 0 0
0 55 0 0 0
0 23 0 0 0
0 36 0 0 0
0 14 0 0 0

34 0 0 0
0 117 0 0 0
0 28 0 0 0
11 11 0 0 0
0 6 0 6 6
0 31 0 0 0

35 1930
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Bone scintigraphy diagnosis Dactylitis Treatment  anti-TNF
0
0 0
0 0
0 0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0 33
0 22
0 0
0 0
0 0
0
0 0
0 0
0
0

page 60



ANNEXE 5

Tableau de recueil des données brutes : «Juvenile psoriatic arthritis dactylitis».

N° First author Year Journal Type of study Total number of patients
1 Southwood T 1989 Arthritis & Rheumatism Prospective cohorts 35
2 Roberton DM 1996 J Rheumatol Retrospective studie 63
3 Stoll M 2006 Arthritis & Rheumatism Prospective cohorts 139
4 Flato B 2009 J Rheumatol Prospective cohorts 31
5 Butbul YA 2009 J Rheumatol Prospective cohorts 52

320

Age at the study mean Age at the study SD Age at the study mediane Age at the study MIN

7,3 2,5
23,3 3,9

Age at the study MAX Age at onset disease mean Age at onset disease SD Age at onset disease Mediane
6,7

5,9
11

8,2 3,6
7,35 3,8 7,1

Age at onset disease MIN Age at onset disease MAX Adult onset Disease duration mean year

1 15 0

6,3
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Disease duration SD year Disease duration Mediane Disease duration MIN year

1,9 1

3,7 5,7

Disease duration MAX year Familial history Nbr Male Nbr Female Nbr Caucasian
22 11 24 31
27 19 44 57

4 80 59
23 7 24

11 41

128 192

Nbr African or afroamerican Nbr Middle east Nbr Asian Nbr Other Criteria for the diagnosis
0 0 0 4 Other criteria
0 0 2 4 Other criteria

Other criteria
Other criteria
Other criteria

Ankylosing spondylitis Nbr Reactive arthritis Nbr Psoriatic arthritis Nbr
0 0 35
0 0 63
0 0 139
0 0 31
0 0 52

320

Arthritis associated with IBD Nbr Undifferentiated SpA Nbr Mean BASDAI SD BASDAI
0 0
0 0
0 0
0 0
0 0
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Mediane BASDAI Min BASDAI Max BASDAI Mean BASFI SD BASFI Mediane BASFI Min BASFI

Max BASFI Mean BASMI SD BASMI Min BASMI Max BASMI Mean DAS 28 SD DAS 28

Min DAS 28 Max DAS 28 HLA B27 Nbr Inflammatory spinal pain Peripheral arthritis Heel pain
5 1 1
9 3 6
6 3 89
6 0 20
3 52

29

Enthesitis Mean nbr of tender enthesis Mander Enthesis index Uveitis Nbr Coxitis Nbr
5 6 4

9
63 6
1 6 7

11 3

38

Radiological sacro-iliitis VS Positive VS first hour Mean VS SD VS Min VS Max VS Mediane
0
3
1 25 20
0
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CRP Positive CRP mg/liter Mean CRP SD CRP Mediane CRP Min CRP Max

6 10

Number of patient reported as having dactylitis Dactylitis Male Nbr Dactylitis Female Nbr
17
22
51
13
16

119

Dactylitis mean Age Dactylitis age SD Dactylitis age mediane Dactylitis age min Dactylitis age Max

Dactylitis adult onset Dactylitis Nbr Caucasian Dactylitis Nbr African or afroamerican

Dactylitis Nbr Middle east Dactylitis Nbr Asian Dactylitis Nbr Other
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Disease duration at the first dactylitis mean Disease duration at the first dactylitis SD

Disease duration at the first dactylitis mediane Disease duration at the first dactylitis min

Disease duration at the first dactylitis maxDactylitis index mean Dactylitis index SD Dactylitis index min

Dactyltis index max Dactylitis HLA 27 + Dactylitis Familial history Ankylosing spondylitis
0
0
0
0
0

Reactive arthritis Psoriatic arthritis Arthritis with IBD Undifferentiated Spa Clinical diagnosis
0 17 0 0 17
0 22 0 0 22
0 51 0 0 51
0 13 0 0 13
0 16 0 0 16

119 119

page 65



X ray diagnosis Sonographic diagnosis MRI diagnosis Bone scintigraphy diagnosis
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0

Dactylitis Treatment  anti-TNF
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ANNEXE 6

Résultats de la méta-analyse.

ADULTS : Overall Prevalence
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Publication bias

Funnel plot :

Egger’s test : p=0.0008

Trimm and Fill :
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Heterogeneity potential factors

Randomized/Series : p=0.25

Prospective/Retrospective : p=0.03
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Criteria : p<0.001

WARNING : If we remove the two studies with New-York Criteria, then p=0.39 (no difference between 
ESSG, expert opinion, other criteria)
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ADULTS : Ankylosing spondylitis

ADULTS : Reactive arthritis

ADULTS : Psoriatic arthritis
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Publication bias

Forest plot:

Egger’s test : p=0.0005

Trimm and Fill :
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Heterogeneity potential factors

Randomized/Series: p=0.02

Prospective/Retrospective:  N=2 prospectives studies only.

Criteria : p=0.74.
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ADULTS : Inflammatory bowel disease-associated arthritis

Two eligible studies

Rothschild BM:  0/6, “prevalence”=0.0%
Dougados M: 0/17, “prevalence”=0.0%

No meta-analysis (insufficient informations)

ADULTS : Undifferentiated spondyloarthropathies
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CHILDREN : Psoriatic arthritis

Psoriatic arthritis: comparison Adults/Children

Randomized trials + Series
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Excluding randomized studies (only series)
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RÉSUMÉ DE LA THÈSE

Les dactylites sont fréquentes dans le groupe des spondylarthropathies (SpA), particulièrement 
dans le rhumatisme psoriasique et l’arthrite réactionnelle, mais sa prévalence n’est pas bien 
établie.
Méthode : Une revue systématique de la littérature a été réalisée dans la base de donnée Pubmed 
Medline. Les données initiales des essais cliniques contrôlés randomisés ont également été 
inclus. Les cas cliniques ou les études de moins de 30 patients ont été exclus. La prévalence des 
dactylites cliniques dans les SpA a été calculée en utilisant la méthode de l’inverse de la 
variance, avec effets aléatoires, sur les proportions logit transformées.
Résultats : Parmi les 449 articles sélectionnés après recherche, 35 concernant les SpA adultes 
(6692 patients, âge moyen 45.2±12.8 calculé sur 4892 données disponibles, sexe ratio M/F 1.53 
calculé sur 5913 données disponibles, spondylarthrite ankylosante 13.9%, arthrite réactionnelle 
3.1%, rhumatisme psoriasique 66.4%, spondylarthrite associée aux maladies inflammatoires 
chroniques intestinales (MICI) 0.8%, spondylarthrite indifférenciée 15.8%) et 5 concernant le 
rhumatisme psoriasique juvénile (JPsA) (320 patients, sexe ratio M/F 0.67) ont permis de 
calculer la prévalence des dactylites dans les SpA et le JPsA. HLA B27 était positif chez 
1505/2501 patients adultes avec des données disponibles et chez 29/320 JPsA. La prévalence 
globale des dactylites était de 24.2% (IC95% 19.8-29.2%), et après utilisation du test de Egger et 
de la méthode trim and fill, la valeur ajustée était de 36.4% (IC95% 30.3-43%). La prévalence 
globale variait avec le type de SpA : spondylarthrite ankylosante 4.6% (IC95% 2.4-8.7%), 
arthrite réactionnelle 26% (IC95% 16-39.3%), rhumatisme psoriasique 30.4% (IC95% 
25.7-35.5%), et après utilisation du test de Egger et de la méthode trim and fill, la valeur ajustée 
était de 41.8% (IC95% 35.8-48.1%), spondylarthrite associée aux MICI 0% et spondylarthrite 
indifférenciée 8.2% (IC95% 2.5-23.5%), JPsA 37.3% (IC95% 32.1-42.7%).
Conclusion : La prévalence des dactylites cliniques est plus fréquente dans le rhumatisme 
psoriasique et les arthrites réactionnelles dans la littérature que dans les autres types de SpA.
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