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Coexistent with ankylosing spondylitis and
familial mediterranean fever
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Familial Mediterranean fever (FMF) is an auto-inflammatory disease characterized by recurrent attacks of
fever and serositis. Limited data suggest that the prevalence of sacroiliitis is increased in patients with FMF.
Ankylosing spondylitis (AS) is a common inflammatory rheumatic disease characterized by inflammation of
the axial joints, peripheral oligoarthritis, and enthesitis. Symptoms related to back pain should be investigated
thoroughly in order to diagnose AS and distinguish symptoms related to it from FMF. We presented a 46 year
old man who diagnosed FMF and AS.
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BEXTEPEB AYPYBIHBIH )KEPOPTA TEHI3I OTBACBIJIBIK KbI3BACBIMEH KOCAPJIACBIII KE3JIECYI
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JKepopra TeHi3i 0TOACBUIBIK KbI30AChI JKE/IeIT JaMHUTHIH KaObIHYMEH CHITATTANaThIH aypy. byt Kei30ara JieHe KbI3ybIHBIH KaiTanaHOabl ycTamanapsl
MeH cepo3uT ToH. lllektenren ManimMeTTep 1K HoTHKEC] OoFibIHIIA, XKepopTa TeHi3i 0TOaChUIBIK KbI30achl Oap HayKacTap/a CAaKpPOHJICHTTIH Tapairybl KHi
ke3jecei. bexTepeB aypysl IIETKI OJIMTOApTPHUT KOHE SHTE3UTIEH KOPIHIC TabaThIH, OCHTIK OybIHIAP/bIH KaObIHYbBIMEH CHITATTAJIATBIH PEBMAaTHKAIIBIK
aypy. ApKa TyCbIHJ1a OOJIaTBIH aypy ce3iMiHe MarbIMJalaThlH HayKacTap/bl bexrepes aypyblH InMarHosjay ylliH MyKHST TeKcepy Kepek. Anaiina, ocsl
Tycra JKepopTa TeHi3i 0TOaChUIBIK KbI30aChIHA TOH CHMIITOMIAP/IbI 1A €CEIKe ary/blH MaHbI3bl 30p. bi3 XKepopra TeHi3i orbachuibIK Kbi36ackl MeH bex-
TepeB aypybl ANATHO3AAPbI KOHbLIFaH 46-5KacTarbl €p aJlaMHbIH KIMHUKAJIBIK JKaFJaifbIH YCBIHBII OTBIPMBI3.

Mamnp3bl co3aep: JKepopra TeHi3i 0TOaChUIBIK KbI30ackl, bexrepeB aypysl, KaObIHY.

CJIYYAM COUYETAHMS BOJIE3HU BEXTEPEBA C CEMEMHOM CPEJU3EMHOMOPCKOM JINXOPAJIKOM
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Cemeiinas CPpECAN3EMHOMOPCKAs JIUXOpaaKa SBIISICTCA BOCHAIUTECIIbHBIM 33.6OJ'IGBHHI/I€M, KOTOpast BOSHUKACT BHE3AITHO. HJ’IS{ ceMelHOU cpean-
3CMHOMOpCKOf/’I JINXOpAaAKH XapaKTEPHBI NEPHUOAUYICCKU TTOBTOPAIOMIUECS MMPUCTYIBI JUXOPAAKH U CEPO3UT. OFpaHH‘IeHHBIC JJAHHBIC CBHIOCTCIIb-
CTBYIOT, 4YTO paCpOCTPAaHCHHOCTb CAKPOUJIICUTA YBECININBACTCA Y TAlTUCHTOB C CeMeWHOM Cpel[PI3€MHOM0pCKOﬁ nnxopa):ucoﬁ. Bone3nn BeXTepeBa
- OTO pe€BMaTU4YCCKast 60.1'[631—[]), KOTOpast XapaKTEepU3yeTCs BOCHAJICHUEM OCEBBIX CYCTaBOB C nepmbepnqecng OJIMTOAPTPUTOM U DHTE3UTOM. ITa-
OUCHTHI C CUMIITOMaMH, CBA3aHHBIMH C 00JIBI0 B CITUHE JOJIXKHBI OBITH TIOATCIIBHO L[OO6CJ'I€IIOB3HLI JJIA TUarHOCTHKHA 6oJie3HI BeXTepeBa. BHCCB
TaKXXC BaAXXHO OTINYHUTH CUMIITOMBI, BBI3BAHHBIC ceMeiHOU Cpel[PI3€MHOM0pCKOﬁ HHXOpaI[KOfI. Mper peacTaBuIn cnyqaﬁ 46-11eTHETO MYKYUHBI,
KOTOPOMY BBICTABJICH JUAarHo3 ceMeifHas CpEeaAN3EMHOMOpPCKas JIUXOpaaKa u 6oJe3Hb BeXTepeBa.

KuroueBblie cjioBa: cemeitHas CpE€AN3EMHOMOPCKas JINXOpaaKa, 6oJe3Hb BeXTepeBa, BOCIIAJICHUEC.
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INTRODUCTION

Complaints of joint disease is seen in 70%—75% of
Familial Mediterranean fever (FMF) patients. These joints
are usually lower limbs such as hips or knees. Insomuch that
arthritis may be the first sign in one-third of FMF patients.
The arthritis of FMF usually presents as recurrent and self
limited acute attacks. Protracted arthritis is seen only 5%
of patients. Increased risk of sacroiliitis in FMF patients is
controversial.

FMF is an autosomal-recessive disease generally seen
in Jewish, Armenian, Turkish, and Middle Eastern Arab

CASE

46 year old man who is under colchicine threatment
for 20 years due to FMF, was also having complaints related
to backache, showing characteristic of inflamatory diseases
in last 3 years. Patient was also suffering from peripheral

populations. The disease is caused by MEFV gene mutation
which is located on the short arm of chromosome 16 and
encodes an immunoregulatory protein known as pyrin
or marenostrin. This gene may change the inflammatory
response leading to inflammatory diseases. Thus it
may contribute to the development of AS. The M694V
polymorphism of the MEFV gene is more likely to be
associated with arthritis and may be with sacroiliitis [1].
We presented a 46 year old man who diagnosed FMF and
ankylosing spondylitis (AS) simultaneously.

joint swelling. Regarding the inflamatory characterised
backache sacroiliac magnetic rezonans imaging (MRI)
planned. Findings related bilateral sacroiliitis were seen in
MRI results (figure 1).

Patient is found HLA B27 positive in adition to
heterozygous M694V positive results. In the light of
findings patient was considered as having both FMF and

DISCUSSION

FMF is an autosomal-recessive disease characterised
by typical acute attacks of serositis, arthritis or skin rash.
Joint disease occurs in approximately 75% of patients
and generally resolves within a few days without damage.
Spondyloarthropathy (SpA), usually associated with a lack
of HLA-B27, is seen rarely in FMF patients. In FMF patients,
SpA usually involves unilateral and bilateral sacroiliitis
with inflammatory low back pain and recurrent enthesitis

CONCLUSION

The exact relationship between FMF and AS remains
obscure. However, SpA was proposed as one of the causes of
the possible joint involvement in FMF and the pathogenetic
relationship between these two conditions remains
unknown. Recent data suggest that pro-inflammatory
cytokines including IL-10, IL-12, IL-17, IL-18 contribute
to the cytokine network in the inflammatory cascade of
FMEF and indicates a relationship between chemokines and

AS. Indomethacin and sulfasalazine were added to ongoing
colchicine regime.

[2]. Some cases with coincidence of AS and FMF who had
a positive HLA-B27 were presented as case reports in the
literature. They were diagnosed as coincidence of FMF and
AS [3]. As the frequency of M694V is higher among FMF
patients with radiographic sacroiliitis than those without
this disorder, MEFV gene variations may be the potential
pathogenic link between FMF and AS.

subclinical inflammation. A sustained inflammatory reaction
is observed in the disease course, and cytokine levels such
as IL-1, IL-6 and TNF-alpha have been shown to increase
during and between the attacks. As these cytokines are also
known to contribute to the pathogenesis of AS, a possible
connection between these two diseases can be considered
to exist. There is no clear data on the relationship between
the attacks of peripheral arthritis and SpA, and the cytokine

HAYYHO-TMPAKTUYECKUA MELAVLMHCKUN XKYPHAT



network, as well as the gene expression profile in patients among FMF patients, ankylosing spondylitis should not be
with FMF. overlooked among FMF patients and inflamatory back pain
We believe that due to highened risk of sacroiliitis should be investigated thoroughly.
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