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ABSTrAcT

Juvenile ankylosing spondyloarthritis is a disease with hereditary predisposition, characterized 
by chronic inflammation in peripheral joints as well as those of the axial skeleton. About 47% of 
patients having juvenile ankylosing spondyloarthritis in childhood are subsequently disabled. 
Today, there is no any single specific classification of ankylosing spondyloarthritis. According to 
the clinical manifestations and laboratory indices, it could be regarded as an enthesitic variant of 
juvenile idiopathic arthritis, according to Durban Classification 1997 (International League of As-
sociations for Rheumatology), and in presence of radiologically confirmed sacroiliitis – to juvenile 
ankylosing spondylitis, according to classification of Garmisch-Partenkirchen of 1987. Juvenile 
ankylosing spondyloarthritis also fits into the criteria of peripheral form of spondyloarthritis ac-
cording to Assessment of Spondyloarthritis International Society criteria. First of all, such diffi-
culty in classification is associated with the fact that in children and adolescents, as distinct from 
adults, the peripheral joint syndrome dominates at the onset of the disease, and the spine involve-
ment occurs later, after several years and, sometimes, only in adulthood.

The peculiarities of the clinical picture, the anamnestic and genetic data, magnetic-resonance 
tomographic and radiographic (X-ray) findings in the sacroiliac joints were analyzed in different 
periods of ankylosing spondyloarthritis in the study conducted at the Children’s Rheumatology 
Department of the First MSMU after I.M. Sechenov. A comparison of the sensitivity and specific-
ity of these two methods of visualization was conducted for detection of acute and chronic signs 
of sacroiliitis in juvenile spondyloarthritis.

The study confirmed that radiography of sacroiliac joints retains the value as a screening 
method for diagnosis of sacroiliitis in the later stages of juvenile ankylosing spondyloarthritis, 
while MRI is a method of choice for the detection of sacroiliitis at the early stages of the disease. 
With the help of MRI it is possible to diagnose juvenile spondyloarthritis at the pre-radiographic 
stage of joints’ affection, to start the therapy on time, and possibly to avoid the development of 
structural changes and early disability of young patients. Magnetic resonance imaging allows 
controlling the process activity in different periods of its development.
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2002]. Juvenile ankylosing spondyloarthritis be-
longs to the group of seronegative spondyloarthri-
tis. These diseases are characterized by the follow-
ing general features: asymmetrical oligoarthritis, 
mostly of the lower extremities, enthesitis, sacroili-
itis and lesion of other sections of spine, hereditary 
predisposition, often revealed HLA-B27 and ab-
sence of rheumatoid factor in the blood serum [Ni-
kishina I, 2004; Horneff G, Burgos-Vargas R, 2009].

It is widely known that symptomatic ankylos-

introduction 

Juvenile ankylosing spondyloarthritis is a 
chronic systemic inflammatory disease leading to 
the affection of peripheral joints, tendon-ligamen-
tous apparatus and spine, starting predominantly in 
boys below 15 years of age [Braun J, Pincus T, 
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ing spondylitis occurs with the frequency of 2:1000 
and higher among adult white people, and among 
all cases of ankylosing spondylitis 15-30% have a 
juvenile onset. Thus, the prevalence of juvenile an-
kylosing spondyloarthritis should be 0.03-0.06% 
[Towner S et al., 1983; Bowyer S, Roettcher P, 
1996; Andersson Gäre B, 1999; Loginova E, 2001; 
Manners P, Bower C, 2002]. In fact, juvenile anky-
losing spondyloarthritis is recognized much rarer. 
According to the data of the Department of Medical 
Statistics MH RF, the prevalence of juvenile anky-
losing spondyloarthritis was 3.44 for 100.000 pop-
ulation among teenagers in 2007 [Zholobova E, 
Chebysheva S, 2011].

Among the most important reasons for difficul-
ties in recognizing this disease in children one 
should note the absence of generally accepted di-
agnostic criteria of juvenile ankylosing spondylo-
arthritis and similarity of the clinical picture in the 
early stages with other forms of chronic arthritis in 
children. According to the clinical manifestations 
and laboratory indices, it could be regarded as an 
enthesitic variant of juvenile idiopathic arthritis, 
according to Durban Classification 1997 (Interna-
tional League of Associations for Rheumatology) 
[Petty R et al., 1998], and in presence of radiologi-
cally confirmed sacroiliitis – to juvenile ankylos-
ing spondylitis, according to classification of Gar-
misch-Partenkirchen of 1987 [Hafner R, 1987]. 
Juvenile ankylosing spondyloarthritis also fits the 
criteria of peripheral form of spondyloarthritis ac-
cording to “The Assessment of SpondyloArthritis 
International Society” [Sepriano A et al., 2016]. 
New York modified criteria of 1991 used for veri-
fication of ankylosing spondyloarthritis in adults 
are focused mainly on the manifest lesion of the 
spine and radiographic confirmation of sacroiliitis. 
This fact makes difficult the use of these criteria 
for diagnosing of the early stages of the disease, 
especially in children and adolescents, because in 
juvenile ankylosing spondyloarthritis, peripheral 
arthritis may outpace the symptoms of the destruc-
tion of axial skeleton for a few years, and the inter-
pretation of the structural changes of the axial 
skeleton in children by radiography (X-ray) is 
often difficult due to incompleteness of the ossifi-
cation processes. Considering these peculiarities 
and the absence of specific features of juvenile an-
kylosing spondyloarthritis at the beginning of the 

disease, the methods of magnetic-resonance to-
mography and ultrasound investigation are used 
for the detection of sacroiliitis at the pre-radio-
graphic stage of the disease. The detection of the 
histocompatibility antigen HLA-B27 is also an im-
portant diagnostic criterion.

At the moment, MRI is the most efficient, though 
expensive, high-tech method of investigation, which 
can’t be used for diagnosing all cases of chronic ar-
thritis. Thus, it is necessary to study and reveal the 
specific clinical, laboratory, radiographic and MRI 
features of juvenile ankylosing spondyloarthritis, 
which at the early stages of peripheral arthritis will 
make it possible out of the cohort of children with 
chronic arthritis to form a group of those who should 
necessarily undergo high-tech investigations, in-
cluding immunogenetic analysis and MRI.

The aim of the study was to reveal the pecu-
liarities of the clinical course of juvenile ankylos-
ing spondyloarthritis at the onset of the disease, to 
determine the most characteristic clinical, labora-
tory and instrumental features, to optimize recom-
mendations for diagnosis.

For this purpose, the following steps of analysis 
were carried out:

 ¾ Analysis of demographic, anamnestic, clinical-
laboratory and instrumental peculiarities in pa-
tients with juvenile ankylosing spondyloarthritis.
 ¾ Assessment of the genetic profiles of the chil-
dren regarding their predisposition to juvenile 
ankylosing spondyloarthritis.
 ¾ Determination of the efficiency of the X-ray method 
and MRI for the diagnosis of sacroiliitis in patients 
with juvenile ankylosing spondyloarthritis.

Material and MethodS

The study was conducted at the specialized 
children’s rheumatology department on the basis 
of the University Children’s Clinical Hospital of 
the First MSMU after I.M. Sechenov (Director- 
Professor N.A. Geppe). This prospective and par-
tially retrospective open non-randomized study 
included children with clinical signs of the disease 
corresponding to Garmisch-Partenkirchen’s crite-
ria. Totally 61 patients who had sacroiliitis at dif-
ferent stages of its development were selected after 
conducting MRI investigation of the sacroiliac 
joints. All of them had the diagnosis of juvenile 
ankylosing spondyloarthritis.
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A comparative analysis of anamnestic, demo-
graphic, immunogenetic data was carried out for 
this group of patients. The character of articular 
syndrome was studied in detail throughout the 
study. Blood samples were regularly (once in 3 
months) carried out to assess humoral and immu-
nological activity of the process in order to iden-
tify clinical and laboratory features of the disease. 
In order to describe the X-ray and MRI changes in 
peripheral and axial joints in patients with juvenile 
ankylosing spondyloarthritis at different stages of 
the disease, MRI of the sacroiliac joints was per-
formed once in 3 months and X-ray of the affected 
peripheral joints and sacroiliac joints – once in 6 
months. The research materials were obtained ret-
rospectively partly in the processing of case histo-
ries, partially during the management of patients in 
the hospital during the writing period of the thesis 
from 2008 to 2010. The collected data are pro-
cessed using SPSS/10 statistical package.

reSultS

As table 1shows, boys prevailed in the ankylos-
ing spondyloarthritis group. The average age at the 
moment of study was 14.5±2.0 years. The duration 
of the disease was on the average 5.03 years, the 
mean age of the onset of the disease – 9.5 years. 
The duration of the disease before establishing the 
diagnosis was 4.0±3.4 years.

Most often, the trigger factors of the onset of 
juvenile ankylosing spondyloarthritis were the in-
juries – 21 (34.4%), acute respiratory viral infec-
tion – 17 (27.8%), intestinal infections – 7 
(11.47%), less often infections of the urinary tract 
and others (Table 2).

The relatives of 20 (32%) patients were suffer-
ing from seronegative spondyloarthritis. Accord-
ing to the immunologic study, HLA B-27 was 
found in 35 out of 44 (79.54%) studied patients.

The joint syndrome at juvenile ankylosing 
spondyloarthritis in the majority of patients was 
expressed by monoarthritis (55.7%) and oligoar-
thritis (44.3%) and was characterized by linear or 
stage affection of joints, predominantly, of lower 
extremities with a remittent course. A tendency to 
dissemination of the joint syndrome was noted 
during the period of observation of the children 
with monoarthritis at the beginning of the disease, 
and to the end of the observation (after 3 years) all 

the children of the main group had oligoarthritis of 
peripheral joints mainly with affection of lower 
extremities. The incidence of affection of joints is 
presented in table 3. 

Most often, the knee joints – 43 (70.5%), ankles 
– 17 (27.8%), hip joints – 16 (26.2%) were in-
volved in the pathological process, rather often the 
affection of small joints of feet – 16 (26.2%) was 
observed. It should be noted that the affection of 
joints of the upper limbs was relatively rare – 13 
(6.5%), and arthritis of small joints of hands – 2 
(3.2%) and cervical spine – 1 (1.6%) was virtually 
absent.

Peripheral arthritis in juvenile ankylosing spon-
dyloarthritis in 91.8% of cases was accompanied by 
enthesitis. Enthesitis was recorded in isolated cases 
at the beginning of juvenile ankylosing spondyloar-

TABle 2
Trigger factors of the disease development 
in patients (n=61) with juvenile ankylosing 

spondyloarthritis

Trigger factors Group of patients 
abs. (%)

Injuries 21 (34.4 %) 

Physical overload 6 (9.83%) 

Bowel infection 7 (11.47%) 

Urinary tract infections 4 (6.5%) 

Acute respiratory viral infection 17 (27.8 %) 

Supercooling 4 (6.5%) 

Not found 2 (3.2%) 

TABle 1
Clinical characteristics of patients included in the 

study

Group of patients
Juvenile ankylosing 

spondyloarthritis 
(n=61)

Boys/girls, abs. 54/7

Age, years 14.5±2.0

Disease duration, years 5.03±3.4

Age of the disease onset, years 9.5±3.8
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thritis, but after a year it was already observed in 
88.5% of patients. The most frequent sites of enthe-
sopathy in juvenile ankylosing spondyloarthritis 
were pelvic, including the iliac spines, tubers of the 
ischium and symphysis in 29 patients (45.3%), and 
the calcaneal ones – the site of the attachment of 
Achilles tendon and the plantar fascia to the calca-
neus – in 27 children (42.2%). Twenty three chil-
dren (35.9%) had knee enthesitis for 2, 6, and 10 
hours, and significantly rarer, in 17% of cases, 
sterno-costal enthesopathies were observed. Six 
children had dactylitis, but only of the toes.

In most cases arthritis of the axial skeleton in ju-
venile ankylosing spondyloarthritis was less ex-
pressed than the peripheral one and was detected by 
means of additional questioning and use of special 
methods of investigation. However, in individual 
patients the severity of the affection of the axial 
skeleton prevailed over the symptoms of peripheral 
joints affection. After a year of the disease onset, 
back pains were observed in 87.8% of patients. 
Overall, signs of the spine lesions were expressed 
generally by back pain, predominantly at night, in 
rest – in 29 patients (48%), early morning stiffness 
– in 21(35%), stooping in response to pain – 29 
(48%), inability to take a deep breath – in 9 (15%), 
increasing fatigue during a day – in 14 (23.3%) chil-
dren. Intermittent pains, as a rule, were observed in 
buttocks, hips, heels, shoulders in 7 (12%) patients. 

It should be mentioned, that in some patients, more 
than one sign of axial skeleton lesion was observed.

While measuring spinal and chest mobility it 
was revealed that 22 (36%) children did not reach 
the hands the floor to more than 15 cm, in 17 (28%) 
of them the Thomayer’s test was or exceeded 20 
cm, 5 children did not reach the floor to more than 
30 cm. Rigidity of the thoracic spine (Otto’s posi-
tive test less than 5 cm) was observed in 58 (95%) 
patients and made in average 3 cm.

The clinical course of sacroiliitis was presented 
by painfulness in 31.1% cases, swelling – in 3.3%, 
sometimes even by hyperemia in the area of the 
sacrum. Involvement of the spine into the patho-
logic process was expressed by necessity to take a 
forced position – 48 patients, leading to irrevers-
ible changes in the posture – 9.8% of patients. 

Extra-articular manifestations were characterized 
by fever in 12 (20%) of patients, uveitis in 9 (14.7%) 
patients, lesion of the aortic valve in 1 (1.6%) patient, 
symptoms of inflammatory bowel disease were re-
vealed in the process of observation of patients from 
ankylosing spondyloarthritis group in 4 cases (6.6%). 
Laboratory activity often did not correlate with the 
clinical picture of the disease, erythrocyte sedimenta-
tion rate on average made 22.4±14.8 mm/h (the norm 
by Panchenkov 10 mm/h), C-reactive protein – 
1.5±0.5 mm/h (norm 0.8 mg/l).

Radiography of sacroiliac joints (X-ray) was 
performed to 33 children, 10 of them had a more 
than 1 year’s disease duration, the rest 23 were ill 
for less than a year. While performing the radiog-
raphy of sacroiliac joints sacroiliitis was revealed 
only in 8 (24%) of the patients from the group of 
children with a disease of duration longer than 2 
years, and none in those with a shorter duration of 
juvenile ankylosing spondyloarthritis.

Magnetic resonance imaging of sacroiliac joints 
was conducted to all children with suspected juve-
nile ankylosing spondyloarthritis. Signs of sacroi-
liitis were revealed in all 61 patients, which to-
gether with the clinical signs of the disease allowed 
including them in the study. Among all children of 
the study group 28 patients underwent magnetic-
resonance tomography of sacroiliac joints at the 
early stage of the disease (up to 12 months before 
peripheral joint syndrome onset). Comparative re-
sults of MRI in patients with different duration of 
the disease are presented in table 4.

TABle 3
Incidence and localization of peripheral arthritis in 

juvenile ankylosing spondyloarthritis

Localization 
of the affected 

joints

Number of patients
Total 
n (%) 

One-sided
affection 

Two-sided
affection 

Hip joints 16 (26.2%) 10 6 

Knee joints 43 (70.5%) 17 26 

Ankle joints 17 (27.8%) 7 10 

Foot 16 (26.2%) 15 1 

Shoulder joints 15 (24.6%) 15 0 

Elbow joints 13 (21.3%) 11 2 

Joints of hand 2 (3.2%) 2 0 

Cervical spine 1 (1.6%) 1 - 
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dren population [Kasapcopur O et al., 2005; Joos 
R et al., 2009]. Thus, some authors compared the 
adequacies of the following criteria for classifica-
tion of juvenile spondyloarthritis: The European 
Spondyloarthropathy Study Group, criteria of B. 
Amor and co-authors (1990), suggested for anky-
losing spondyloarthritis of adults, Garmisch-
Partenkirchen criteria, seronegative enthesopathic 
arthropathy and the criteria for classification of 
atypical spondyloarthropathies. As a result it was 
shown that none of the mentioned criteria is suffi-
cient for the classification of juvenile ankylosing 
spondyloarthritis. However, according to R. Joos 
and M. Rudwaleit the highest sensitivity belongs 
to Garmisch-Partenkirchen criteria (97.7%) in the 
diagnosis of ankylosing spondyloarthritis. Overall, 
Garmisch-Partenkirchen criteria are for effective 
compared with other classification criteria [Joos R 
et al., 2009; Rudwaleit M et al., 2009]. According 
to I.P. Nikishina, the diagnosis of juvenile ankylos-
ing spondyloarthritis is competent only in case of 
conformity of the disease manifestations to the in-
ternational generally accepted ankylosing spondy-
loarthritis criteria (New York criteria). However, 
these criteria are focused mainly on manifest fail-
ure of the spine and radiographic confirmation of 
sacroiliitis that creates significant difficulties in 
their use for children, especially at the early stages 
of the disease [Nikishina I, 2004 a, b]. So it is nec-
essary to reveal the criteria for risk group, investi-
gating the clinical, laboratory and instrumental pe-
culiarities of this disease.

In accordance with the intended objectives, a 
comparative analysis of anamnestic, clinical-labo-
ratory and instrumental data similar by the clinical 
picture of the onset chronic diseases of joints in 
children were conducted for the first time.

Juvenile ankylosing spondylitis is a rather rare 
disease among all chronic arthritis in children. 
This disease occurs more often among boys before 
15 years of age [Flatø B et al., 2006; Lin Y et al., 
2009]. There were also differences in the frequency 
of the disease rate depending on sex in present 
study: 54 boys and 7 girls (88.3% and 11.7%, re-
spectively). The age of the study group children at 
the disease onset was 9.5±3.8 years, which also 
does not contradict to the world data [Brophy S, 
Calin A, 2001; Hofer M, 2006]. Most of the re-
searchers suggest that injury is a frequent cause of 

TABle 4
MRI signs of sacroiliac joints lesion in children 
with different duration of juvenile ankylosing 

spondyloarthritis

Signs 
Duration of the lesion

≤ 12 months 
n (%)

≥ 12 months 
n (%)

Intramedullary edema 6 (21.4%) 26 (42.6%) 
Synovitis 3 (10.7%) 0 
Enthesitis 3 (10.7%) 0 
Capsulitis 2 (7.1%) 0 
Sclerosis 0 1 (1.6%) 
Erosions 6 (21.4%) 20 (32.7%) 
Osteitis+erosions - 10 (16.4%) 

The intramedullary edema (42.6% and 21.4%, 
respectively, р<0.05) is the most frequent MRI 
sign of sacroiliitis during the first year of the dis-
ease. Enthesitis, synovitis, capsulitis were found in 
patients with disease duration to 12 months, 3 
times more often in sacroiliac joints (Table 4). 
Erosions as a criteria sign of chronic sacroiliitis 
were identified more often in patients with pro-
longed course of juvenile ankylosing spondyloar-
thritis, than in the early stages of the disease 
(32.7% vs. 21.4%). MRI of sacroiliac joints re-
vealed sclerosis only in one patient (1.6% with the 
disease duration longer than a year.

diScuSSion

Timely diagnosis of juvenile ankylosing spon-
dyloarthritis is the key to successful therapy with 
the use of basic and genetically engineered biolog-
ical drugs. Present research revealed a rather late 
reliable diagnosis of juvenile ankylosing spondy-
loarthritis – 5.2 years. This is due to the fact that 
today there are no uniform classification criteria 
for the diagnosis of the disease, and its clinical pic-
ture does not have specific features in the early 
stages of its development. Considering this, the 
early detection of juvenile ankylosing spondyloar-
thritis “from peculiarities of anamnesis to findings 
by means of MRI” is very important.

In children’s rheumatology there are studies on 
comparative assessment of sensitivity and speci-
ficity of various classification criteria of ankylos-
ing spondyloarthritis of adults applied among chil-
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the onset of juvenile ankylosing spondylitis [Bur-
gos-Vargas R, 2002; Hofer M, 2006]. In this study, 
the significant part – 21 (34.4%) patients had 
physical injuries as a provoking factor of the dis-
ease. Besides, the disease manifested after physi-
cal overload in 6 (10%) patients.

The analysis of the family histories revealed 
high frequency of seronegative spondyloarthritis 
(32%) among relatives of patients with juvenile 
ankylosing spondylitis. The immunogenetic study 
confirmed the association with HLA-В27 [Brew-
erton D et al., 1973; Brophy S, Calin A, 2001].

According to the data of the majority of re-
searchers, the pain in the back and restriction of 
mobility of the spine are the most sensitive and 
specific symptoms of ankylosing spondylitis. 
Most of pediatricians state that the clinical man-
ifestations of spondyloarthropathies in children 
differ from those in adults [Ansell B, 1983; Kov-
alchuk G, 1989; Burgos-Vargas R, Granados-
Arriola J, 1990]. The peculiarities of juvenile 
ankylosing spondylitis, according to the ob-
tained data, are pains in the back, more often at 
night – in 48%, early morning stiffness – in 35%, 
slouching in response to back pain in 48% of pa-
tients. The monoarticular character of lesion was 
reported in 55.7% of the studied patients in the 
onset of the disease, the oligoarticular one – in 
44.3% of patients. These data somehow differ 
from the results of the research conducted ear-
lier, according to which the criterion sign is the 
oligo-polyarthritis in the disease manifestation 
[Burgos Vargas R, Petty R, 1992].

In juvenile ankylosing spondylitis, arthritis was 
combined with enthesitis in 56 patients (91.8%) 
out of 61, included in the study. The most frequent 
sites of localization of enthesopathies were iliac 
wings (45.3%), calcaneal tuber (42.2%), knee 
joints regions (35.9%). Dactylitis was found in 6 
(10%) children.

During the observation period spread of the ar-
ticular syndrome, enthesopathies and growth of 
the spine injury symptoms were stated. A year 
later, 87.8% of patients had pains in the back, and 
in 88.5% there were enthesopathies. These data 
also has been obtained in present study at retro-
spective analysis of clinical-laboratory manifes-
tations of juvenile ankylosing spondylitis 
throughout the first year of the disease. Seronega-

tivity by rheumatoid factor and antinuclear factor 
are characteristic features of juvenile ankylosing 
spondylitis that is consistent with the literature 
data [Burgos-Vargas R, 2002]. 

Lately the MRI method has begun to be used 
for early diagnosis of juvenile ankylosing spondy-
litis. MRI and X-ray methods have been compared 
in a group of 11 children with established juvenile 
ankylosing spondylitis according to “The Assess-
ment of Spondyloarthritis International Society” 
criteria in a study. In the absence of X-ray signs of 
sacroiliac joints’ lesion, sacroiliitis was confirmed 
by MRI (T1 mode) in all patients [Yilmaz M et al., 
2010]. Earlier, it was showed that the inflamma-
tory MRI changes in sacroiliac joints’ region had 
been stated in all examined patients with inflam-
matory pains in the back and clinical signs of spon-
dyloarthritis in the absence of X-ray signs of sac-
roiliitis [Bollow M et al., 1995].

In this work both sensitivity and specificity of 
MRI diagnosis of sacroiliitis was 100%. Such a 
high sensitivity of MRI is partially due to the fact 
that a “clean” group was used, where only children 
with sacroiliitis or peripheric oligoarthritis were 
included. While conducting a comparative assess-
ment of X-ray and MRI sensitivity and specificity 
for sacroiliitis diagnosis in juvenile ankylosing 
spondylitis, the recommendations of “The Assess-
ment of Spondyloarthritis International Society” 
of ankylosing spondyloarthritis (2009) were taken 
into account, were it was considered necessary to 
reveal edema (inflammation) of the bone marrow 
of sacroiliac joints, detected in one of 2 modes: 
T2-FS (T2-STIR) or T1-FS.

Eventually, according to obtained data, X-ray 
method is less sensitive (13%) for sacroiliitis de-
tection. The highest sensitivity (100%) in diagno-
sis of acute and chronic inflammatory changes in 
sacroiliac joints in patients with juvenile ankylos-
ing spondylitis belongs to MRI in STIR mode, 
which is consistent with the abovementioned lit-
erature data [Bobyleva V et al., 2015].

Thus, the conducted study allowed to reveal 
the peculiarities of juvenile ankylosing spondyli-
tis course at the onset of the disease, determine 
the most characteristic clinical, laboratory and in-
strumental features, optimizing the recommenda-
tions for diagnosis and tactics of the management 
of the patients under the risk of spondylitis 
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development,as well as work out a point scale for 
the selection of children into the risk group (Table 5). 
According to this point scale, the patient is in-
cluded in the risk group when 5 and higher points 
are gained, and in case of less than 5 points – the 
patient is not included in the risk group, but needs 
dynamic observation.

Thus, it can be concluded, that juvenile anky-
losing spondyloarthritis has a familial predisposi-
tion. Seronegative spondyloarthropathies were re-
vealed in 36% of cases in the family history. Spon-
dyloarthritis is associated with HLA B-27 antigen 

in 79.5% of cases. The trigger factor of the disease 
onset in one third of the patients (34%) was injury. 

Articular syndrome at juvenile ankylosing 
spondyloarthritis in most of the patients was ex-
pressed by monoarthritis (55.7%) and oligoar-
thritis (44.3%), and was characterized by joint 
diseases mainly of lower extremities with a re-
mittent course.

The characteristic features of clinical picture of 
juvenile spondyloarthritis are back pain, especially 
at night, in rest – 29 (48%), early morning stiffness 
in the back – 21 (35%), stooping in response to 
pain – 29 (48%), enthesitis – 56 (92%), joint pain 
predominantly of the lower extremities – 61(100%), 
intermittent pains in buttocks, hips, heels, shoul-
ders – in 7 (11.4%) patients. 

In the early stages of spondyloarthritis, X-ray 
of sacroiliac joints has a low informative value. 
The method of choice for diagnosis of sacroiliitis 
is MRI. Sacroiliitis, according to X-ray data, has 
been revealed in 8 patients (24.2%) out of 33, and 
it is 4 times less than by MRI method – 61 patients 
(100%). All patients with radiographically valid 
sacroiliitis had more than 2 years’ disease dura-
tion. According to MRI findings, the early signs of 
sacroiliitis are enthesitis (10.7%), synovitis 
(10.7%), capsulitis (7.1%) and osteitis (21%). Ero-
sions, as a criterion sign of chronic sacroiliitis, 
were detected in 32.7% of patients with the disease 
duration of more than a year.

TABle 5
System of scores for selection of children into the 
risk group of juvenile ankylosing spondyloarthritis 

development

Selection criteria Scores 
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