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What is in a prayer sign?
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Abstract

We juxtapose two patients—one with type 2 diabetes and one with systemic sclerosis (SSc)—who
both exhibited severe hand joint restriction. Despite similar clinical findings, MRI revealed inflammatory
tenosynovitis in SSc versus non-inflammatory fibrotic changes in diabetes. This comparison of clinical
similarities and imaging differences highlights how a shared phenotype—the “prayer sign”—can arise
from divergent mechanisms, and also suggest its potential use as a visible biomarker of systemic
fibrosis with disease-specific implications.

Description

Limited Joint Mobility (LJM), or diabetic cheirarthropathy, is associated with both type 1 and type 2
diabetes mellitus. LIM presents as the “prayer sign"—inability to fully oppose the palms due to
painless flexion contractures.!' Imaging typically reveals thickening of the palmar skin and flexor
tendon sheaths without joint involvement.?3

We juxtapose two patients with near-identical hand restriction: a 51-year-old man with type 2 diabetes
and a 36-year-old woman with diffuse cutaneous systemic sclerosis (SSc). Both had marked limitation
in finger extension (metacarpophalageal joint [MCP] extension limited to 5°) and a 40 mm gap between
5th MCPs. Hand function was better preserved in the patient with diabetes (Duruoz index 14 vs. 36).

Axial proton density fat-saturated (PDFS) magnetic resonance imaging (MRI) at the carpal tunnel
showed skin thickening, subcutaneous fat loss, and flexor tenosynovial thickening in both. In SSc,
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more exuberant flexor proliferation (broad arrows), additional extensor tenosynovitis (narrow arrows),
and more marked skin thickening were noted.

Despite similar clinical findings, the MRIs reveal distinct differences. SSc shows clear inflammation,
suggesting a dysregulated immune response driving fibrosis. In contrast, diabetes shows minimal
inflammation, and the cause of hand stiffness is likely due to glucose-mediated collagen cross-
linking. In SSc, skin fibrosis extent correlates with internal organ involvement and informs disease
classification.* It is tempting to speculate that even in diabetes, similar hand findings may signal a
systemic fibrotic state.®

The humble “prayer sign” may thus serve as a visible clinical biomarker of fibrosis, offering a window
into underlying systemic disease in both diabetes and SSc.

Figure 1 (A-B). Prayer sign in a patient with type 2 diabetes mellitus; and Figure 2 (A-B) a patient with systemic sclerosis. MRI
images show Axial proton density fat-saturated (PDFS) magnetic resonance imaging (MRI) of patient with contrast in tenosynovial
thickening on the flexor aspect (broad arrows) and extensor aspect (narrow arrows).
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