





Figure 1. Routine use of MRI by UK radiologists when investigating for axial spondy-
loarthritis. (A) Regions of the axial skeleton scanned. (B) MRI sequences performed for
scanning the spine. (C) MRI sequence protocols performed for scanning the axial skeleton.
MRI: magnetic resonance imaging; SIJ: sacroiliac joint; STIR: short-tau inversion

recovery.

DISCUSSION

Data from our study show that among UK radiologists, the
awareness of axSpA is variable, there is relatively poor
knowledge of positive MRI definitions of axSpA, and there
is diverse use of MRI in the diagnosis of axSpA. The concept
of SpA is not new, dating back to Wright and Moll in 1976'2;
however, the use of MRI to diagnose and classify axSpA is
relatively recent. The ASAS classification criteria published
in 2009! were the first to formalize the involvement of MRI
in the diagnosis of axSpA. Subsequently, definitions of a
positive MRI for the SIJ!3 and the spine® that indicate the
presence of axSpA have been published, aiming to

standardize implementation of the criteria. The European
Society of Skeletal Radiology (ESSR) consensus publication
on the imaging and interpretation of MRI in axSpA stated
that in the cases of suspected axSpA with normal radiographs,
MRI is mandatory'4. Further, combined scanning of the
whole spine and the SIJ, rather than the SIJ alone, was recom-
mended to enhance confidence in diagnosing nr-axSpA, and
specific MRI protocols are provided for scanning the spine
and SIJ in the diagnosis of axSpA. These modified
whole-spine and SIJ protocols are cost- and time-effective,
and can be performed in a standard 30-min MRI slot!415. Yet,
despite these internationally published recommendations, our
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Figure 2. Lesions most frequently used by UK radiologists to diagnose axial spondy-
loarthritis. (A) Sacroiliac joint lesions. (B) Spine lesions.

current study indicates that only 30% of radiologists scanned
the whole spine and SIJ. Indeed, methods for using MRI in
the diagnosis of axSpA across the United Kingdom were
diverse and generally did not follow the ESSR protocol.

Our study indicates that, although MRI is readily available
to the majority of radiologists, with waiting times of
generally < 2 months, there is a lack of consistency in the
MRI protocols and sequences used to investigate axSpA. This
diversity and inconsistency of practice across the United
Kingdom, with different areas of the spine being scanned and
different sequences being used despite clear recommenda-
tions from the international ESSR consensus publication, is
of concern because it highlights potential inequalities in the
diagnosis and assessment of affected individuals!4. Further,
our data indicate that > 10% of UK radiologists are using
intravenous contrast (with the subsequent potential risk to
patients'®!7 and increased cost and time of the investigation),
going against published guidance!#18-19,

AxSpA is a condition that often has little objective
evidence of disease, both clinically and on investigation.
Unlike rheumatoid arthritis, which will frequently present
with obvious diagnostic signs and symptoms [clinical
synovitis of hand joints, inflammatory findings on ultrasound
scan, erosion or other characteristic signs on radiographs,

raised C-reactive protein (CRP) levels, and the presence of
characteristic antibodies], axSpA can be more difficult to
recognize, especially in the early phase of the disease. In fact,
the clinical history of the disease may not always be classic,
CRP may be well within the normal range despite active
disease, and radiographs are often normal for the first 10
years of disease?; therefore, the involvement of MRI, in
particular to identify potentially diagnostic inflammatory
lesions, is critical. Clinical rheumatologists are not specifi-
cally trained to analyze and interpret MRI scans and are
therefore dependent on radiologists to advise on the most
appropriate protocols and sequences to perform and to
identify and report diagnostic lesions. However, the results
of our present survey indicate generally low levels of
knowledge and understanding of axSpA among radiologists.

Moreover, recognition of the specific term axSpA was as
low as 75% among radiologists. Of even more concern was
that only 31% and 25% were aware of “positive,” and in the
correct clinical context, “diagnostic” definitions of MRI
findings of the SIJ and spine, respectively, for axSpA. These
definitions were formulated by a working party composed of
radiology and rheumatology experts; however, 18% of radiol-
ogists in this survey did not use subchondral bone marrow
edema of the SIJ and 18% did not use inflammatory vertebral
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