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Which part of the spine is first affected in Ankylosing Spondylitis?

a) lumbosacral

b) cervical

c) thoracic

d) thoracic and lumbar

e) sacral

The enthesis, the site of ligamentous attachment to bone, is thought to be the primary site of pathology in AS, particularly in the lesions around the pelvis and spine. Enthesitis is associated with prominent edema of the adjacent bone marrow and is often characterized by erosive lesions that eventually undergo ossification.

Sacroiliitis is usually one of the earliest manifestations of AS, with features of both enthesitis and synovitis.

In the spine, early in the process there is inflammatory granulation tissue at the junction of the annulus fibrosus of the disk cartilage and the margin of vertebral bone. The outer annular fibers are eroded and eventually replaced by bone, forming the beginning of a bony excrescence called a syndesmophyte, which then grows by continued enchondral ossification, ultimately bridging the adjacent vertebral bodies. Ascending progression of this process leads to the "bamboo spine" observed radiographically.

Other lesions in the spine include diffuse osteoporosis, erosion of vertebral bodies at the disk margin, "squaring" of vertebrae, and inflammation and destruction of the disk-bone border. Inflammatory arthritis of the apophyseal joints is common, with erosion of cartilage by pannus, often followed by bony ankylosis.

Bone mineral density is significantly diminished in the spine and proximal femur early in the course of the disease, before the advent of significant immobilization. The mechanism for this is not known.
Radiographically demonstrable sacroiliitis is usually present in AS. The earliest changes in the sacroiliac joints demonstrable by standard radiography are blurring of the cortical margins of the subchondral bone, followed by erosions and sclerosis. Progression of the erosions leads to "pseudowidening" of the joint space; as fibrous and then bony ankylosis supervene, the joints may become obliterated radiographically. The changes and progression of the lesions are usually symmetric.

Roentgenographic abnormalities generally appear in the sacroiliac joints before appearing elsewhere in the spine. In the lumbar spine, progression of the disease leads to straightening, caused by loss of lordosis, and reactive sclerosis, caused by osteitis of the anterior corners of the vertebral bodies with subsequent erosion, leading to "squaring" of the vertebral bodies. Progressive ossification of the superficial layers of the annulus fibrosus leads to eventual formation of marginal syndesmophytes, visible on plain films as bony bridges connecting successive vertebral bodies anteriorly and laterally.

In mild cases, years may elapse before unequivocal sacroiliac abnormalities are evident on plain radiographs. Computed tomography (CT) and magnetic resonance imaging (MRI) can detect abnormalities reliably at an earlier stage than plain radiography. MRI has emerged as a highly sensitive and specific technique for identifying early intraarticular inflammation, cartilage changes, and underlying bone marrow edema in sacroiliitis. In suspected cases in which conventional radiography does not reveal definite sacroiliac abnormalities or is undesirable (e.g., in young women or children), dynamic MRI is the procedure of choice for establishing a diagnosis of sacroiliitis.

Reduced bone mineral density can be detected by dual-energy x-ray absorptiometry of the femoral neck and the lumbar spine. Falsely elevated readings related to spinal ossification can be avoided by using a lateral projection of the L3 vertebral body.
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