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Complete heart block in ankylosing spondylitis
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ABSTRACT

Ankylosing spondylitis (AS) is a chronic rheumatic disease of young men that affects mainly the axial skeleton and is 
associated with HLA-B27 in 90% of the cases. Incidence of cardiovascular involvement in AS ranges between 10%–30%; 
conduction disturbances have been described in 1%–9% of the patients with AS. The majority of the series show a 
relationship with longstanding disease. To our knowledge, this is the fi rst report of complete heart block in early AS. 
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INTRODUCTION

Ankylosing spondylitis (AS) is a chronic rheumatic disease 
of young men that affects mainly axial skeleton and is as-
sociated with HLA-B27 in 90% of the cases. Cardiovascular 
manifestations can occur in patients with chronic disease. We 
describe a 22-year-old man who presented complete heart 
block associated to AS.

CASE REPORT

A 22-year-old Colombian male otherwise healthy presented 
with insidious onset of low back pain improved by exercise 
and not relieved by rest over 1.5 years. He had been treated 
with nonsteroidal anti-inflammatory drugs (NSAIDs) for 
several months with no response. His initial Bath Ankylosing 
Spondylitis Disease Activity Index (BASDAI) and Bath 
Ankylosing Spondylitis Metrology Index (BASMI) were 4.8 
and 2, respectively. The sacroiliac X-rays showed a bilateral 
sacroiliitis grade 3 (Figure 1) and HLA-B27 was positive. The 
patient denied skin, ocular, bowel, and genitourinary associated 
disease. A diagnosis of AS was done based on modifi ed New 
York classifi cation criteria for AS.1 Adalimumab was initiated 
at the conventional dose and six months later the patient had 
total resolution of his main complaint. Two months ago he 
had a syncopal episode; during his hospitalization a resting 
electrocardiography was performed detecting a complete atrio-
ventricular block (Figure 2); echocardiogram and laboratory 

tests were normal, with implantation of a DDD-R pacemaker. 
The patient now has a BASDAI of 0.4, BASMI of 2 and is 
completely asymptomatic.

Figure 1
Bilateral sacroiliitis grade 3.

Figure 2
Surface electrocardiogram showing complete atrioventricular 
block with ventricular ectopic beats.
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DISCUSSION

AS is a chronic rheumatic disease of young men that affects 
mainly the axial skeleton and is associated with HLA-B27 in 
90% of the cases.2 Incidence of cardiovascular involvement 
in AS ranges between 10%–30%.3 The most common lesions 
include aortitis, aortic valvular incompetence, and conduction 
disturbances. In the latter group can be observed atrioventricu-
lar blocks, bundle branch blocks, and intraventricular blocks. 
Atrioventricular conduction blocks have been found in 1%–9% 
of patients with AS.4 Initially they appear in an intermittent 
manner and could progress to complete and defi nitive atrio-
ventricular block. Ninety-nine percent of patients with cardiac 
complications are male.5 

There seems to be a relationship between a defi nitive pace-
maker implantation and positive results for HLA-B27. It was 

found that 15%–20% of patients with defi nitive pacemaker 
implantation were HLA-B27-positive.6 Two complementary 
theories may explain the conduction disturbances: anomalies in 
the atrioventricular nodal artery and infl ammation in the intra-
ventricular septum.7 The risk of cardiac complications increases 
with age of patient, duration of AS, presence of HLA-B27, 
and peripheral joint involvement.8 Cardiovascular features 
typically occur in longstading AS. Kinsella et al.9 reported a 
mean duration of AS of 21 years; the Brunner group reported 
a mean duration of 33 years.10 Confi rming previous fi ndings, 
Dik et al. found no second/third degree atrioventricular block 
after up to 11 years of follow-up.11 This group defi ned as 
“early” an AS with diagnosis duration of less than two years. 
Our case report suggests cardiac monitoring in early stages of 
AS subgroup HLA-B27-positive in order to possibly diagnose 
conduction disturbances.
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