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Sacroiliitis, spondylitis, Erosions, new bone
enthesitis, arthritis, formation
dactylitis, EMMs
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Navarro-Compdn V et al. Lancet. 2025;405(10473):159-172



Estimated Propaortion of Patients

Tafwvounon axSpA

Structural changes in the

spine

Structural changes in
the sacroiliac joints
Radiographic axial
spondyloarthritis
Clinicals symptoms, active inflammatory
changes on MRI, no structural changes Non-radiographic
on conventional radiography axial spondyloarthritis
>
0 5 10 15 20 Time
(Years)

Poddubnyy D. Joint Bone Spine. 2023;90(1):105468



a Synovial and entheseal structures in the joints
Normal joint

b Entheses distant from joints

Planrar faschia

Schett G et al. Nat Rev Rheumatol. 2017;13(12):731-741



McGonagle D et al. Lancet. 1998,352(9134):1137-1140



Mikpoavatopkec aAAayEg otnv evOeoitida

Mechanical injury Vasodilatation Entheseal inflammation New bone formation

DuoloAoykn €vOeaon: TEvovtag - MopwoEeg
60KLOWTO 00TO pe ToANA SladpAolwdn
Hikpoayyeia (TCVs)

Hypertrophic
chondrocyte

Osteoblast
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AmeKovion: ooTko oidnua otn payvntikn (MRI)

Schett G et al. Nat Rev Rheumatol. 2017;13(12):731-741



Sacroiliac joints-Entheses

Hyaline Sacroiliac joint Interosseous sacroiliac ligaments Subchondral Subchondral bone plate /
cartilage capsule (entheses) (lium and Sacrum) bone osteochondral junction
Fibrocartilage

lliac side: thin fibrocartilage 1mm, first involved

Sacral side: thick hyaline cartilage 3-5mm

Courtesy: V. Jevtic




Avatopia tTnG omovOUALKAC povadac
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Néa kpttinpla taélvopnonc axSpA

Patients with a diagnosis of axial spondyloarthritis (mimics excluded)
Plus
History of chronic back pain (23 months) and age of onset <45 years

MRI indicative of axSpA in the sacroiliac joints* 8

OR

Radiographic sacroiliitis**

HLA-B27

Inflammatory back pain™

Peripheral arthritis

Inflammatory bowel disease

Acute anterior uveitis

Heel enthesitis

Elevated CRP

Psoriasis

Cut-off 211 points is required to classify a patient with axial spondyloarthritis
*MRI indicative of axSpA in the sacroiliac joints by global evaluation of all MRI sequences depicting active and
structural lesions.
**According to modified New York criteria
*Ascertained by clinician global assessment
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275% sensitivity and 290% specificity

Maksymowych W et al. Arthritis Rheumatol. 2025; 77 (suppl9) Maksymowych W et al. Ann RheumDiseases.2026; 85, (suppl 1);s204



TL anteltkovion Ba InTiow apPXLKA;

Néec couotaoelc EULAR yla artelkovion ot axSpA

H MRI mpwtn emidoyn !! AAAA otnvmipdaén mpwta xray lepoAayoviwv

Overarching principles

A) Imaging modalities should be selected taking into consideration the clinical indication, contra-
indications, radiation exposure, availability, patient concerns and cost.

B) Imaging should be performed in accordance with international and national guidelines concerning
equipment, image acquisition, analysis and interpretation.

C) Imaging findings should not be interpreted in isolation, but in the context of demographic, clinical and
laboratory information.
Recommendations

1. Axial SpA: diagnosis
When axial SpA is suspected, MRI of the SiJs should be the first imaging modality; both inflammatory
and structural lesions must be considered.

Additional MRI of the spine can be performed if there are regional spine symptoms, as it may provide
differential diagnostic information.

Only if MRIis not available or contra-indicated, radiography, or preferably low-dose CT, of the SlJs can be
used ac an alternative imagine madality.

Mandl P et al. Ann Rheum Diseases.2026; 85, (suppl 1);s837



Aktwvoypadia tepoAayoviwv

. . . ®DucLoAOYLIKEG LEpOAQYOVLIEG
Nw¢ Oa napayyeilw T aktivoypadies;

Anteroposterior (AP) view showing both the
pelvis and the hip joints

n
Ferguson AP SlJ,

30°-35°cranial inclination, 5cm below ASIS
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| 25-30°/30°-35°
1 KepoAKr KAloN

*Ye avalvon amo tn GESPIC: Sl xray vs AP lumbar spine xray-->
napopoLa aflomiotia yla ektipnon SiJ

Horbal N, Aouad K, Baraliakos X, Ziade N, Maksymowych WP. Best Pract Res Clin Rheumatol. 2025;39(3):102064 Case courtesy of Henry Knipe, Radiopaedia.org, riD:



Aktwvoypadia tepoAayoviwv

H epoAayovia eivatl yiktn apdprapdpwon

@® Katw-mpoocOia: xovdpivn & apOpkn
AANBvN dLapBpwan. Yahoeldng Xovopog oTo LEPO, AETTTOC
lvoxovdpocg oto Aayovio. H tepoAayovitida Eekiva otn Aayovia
TTAELPA.
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Gduaiodoyikn deéla tepoAayovia (ASAS slide library, grade 0)



TUL EKTLUW OTLC aKTIvoypadiec LEpoAayoviwv o€ vrtoPia axSpA;

OKANpuvon apBplkwy emipavelwyv

dlaBpwoelg

HETABOAN O0TO VPO TNC APBpwoNng (otevwon/dlevpuvon)
aykUAwon (TAnpn N HEPLKN)

Box 23 Grading of radiographic sacroiliitis (1966)"

» Grade 0: normal.

» Grade 1: suspicious changes.

» Grade 2: minimal abnormality—small localised areas with
erosion or sclerosis, without alteration in the joint width.

» Grade 3: unequivocal abnormality—moderate or advanced
sacrolliitis with one or more of: erosions, evidence of
sclerosis, widening, narrowing, or partial ankylosis.

» Grade 4: severe abnormality—total ankylosis.

Mowa ival n Btk aktwvoypadia tepoAayoviwv?

Sacroiliitis grade>2 audoteponiepa n
grade 3-4 eteponAsvpa

mNew York criteria 1984

Ann Rheum Dis 2009;68(Suppl 11):ii1—ii44. doi:10.1136/ard.2008.104018



2tadila LepoAayovitidog

d
I
Grade 0

Grade 1 left, Grade 2 right Grade 3 bilaterally

Grade 4 bilaterally




Real-time iterative calibration (RETIC) for radiographic sacroiliitis

linical information toagde
Age: 443

Sex: Male

All Sacroiliitis Grade
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Ermikupwpévo Stadiktuako epyaleio
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Sacroiliit
. . Right Lon LT
BaBuoAoyouv tnv LepoAayovitida cere
:’:M 3 Posive
Expert 1 3 3 Posth
grading.
::::: 3 3 Posaw

View Report

http://www.carearthritis.com/service/spondyloarthritis-radiography/

Horbal N, Aouad K, Baraliakos X, Ziade N, Maksymowych WP. Best Pract Res Clin Rheumatol. 2025;39(3):102064


http://www.carearthritis.com/service/spondyloarthritis-radiography/
http://www.carearthritis.com/service/spondyloarthritis-radiography/
http://www.carearthritis.com/service/spondyloarthritis-radiography/

Mov avalntw evBeconaBela otnv aktwoypadia LepoAayoviwyv;

210 Avw-onioOio, vwdeg THAMA TNG
LEPOAOLYOVLOLG

Ekel ekpUovtal oL peodoteoL cUVEETHOL, Apa Elval o
«EVOEDLKOC» XWPOC TNG Lac tn¢ apBpwonc. To KATw,
apBpikd TpApa Sivel Tnv ewova tng apbpitidac. To
avw Tunpa Sivel Tnv elkdva ¢ evBeaitidag

MNopw anod tnv nuelo

* Aayovieg akpoAlodieg,

*  LOYLOKA KupTwpata (ékpuon omoBiwv pnplaiwv)

* uelloveg TpoxOVTAPEG

*  nPwn ovpduon

*  mpooduon Tou Aayovoooduikol cuvEEGUOU OTNY
gykapotla anoduon tou 05,

*  LEPOKOVOUALKOC Kol LEpOAKAVOLOG CUVOETHOG

* .

otn onovSuALkr otiAn
Ta ouvdeopodpUTa oTNV oucia elval evBeaIKA. ZeKLvoUV Ao TLG LVEG TOU
Sharpey, oto e€wteptkd Tou vwdoug SaktuAiou

DAeypovwdng evBeconddela (orovéuloapBpitida)

Apxka: SlaBpwaoelg Kal avwpalo, «EepTiopevo» pAold oto onueio mpooduong,
HE avTtdpaoTLk OKARpuvon

ApyoTtepa: VEO 00TO, XvoudwTo Kat acadeg, xwpic kabapo dpAolod («whiskering»)
EkdpuAiotikn | petafoAikn evheoconaBsia

Ta evBecodputa eivat kabBapa, Aela, He KAAA oXNUATIOUEVO GAOLO KO XWwPLG
SlaBpwoelg

Hacking C. https://doi.org/10.53347/rID-56102

EvBecomaBela# axSpA



T eKTLUW OTLC akTivoypadiec omovOUALKAC 0TAANC o€ utoyia axSpA;

Modified Stoke Ankylosing Spondylitis
Spinal Score (NSASSS)

POCOLEC YwVieg TwV

) , 0 NORMAL
OTLOVOUALKWV CWHATWV
KATW ywvia A2-avw ywvia 01
1 EROSIONS
KATw ywvia 012 -avw ywvia 11
1 SCLEROSIS
1  SQUARING
2 OBVIOUS

2 SYNDESMOPHYTES

3 TOTAL BONY
3 BRIDGES

range 0—72

Creemers M et al. Ann Rheum Dis 2005; 64(1): 127-9

Braun J, Baraliakos X. Ann Rheum Dis. 2011,;70 Suppl 1:i97-i103



Elbka onueia otnv aktwvoypadia omovOUALKAC 6TAANC

Romanus lesion
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Slide courtesy Karantanas A.



Elbka onueia otnv aktwvoypadia omovOUALKAC 6TAANC

Aseptic spondylodiscitis
(Andersson’s lesion)




Elbka onueia otnv aktwvoypadia omovOUALKAC 6TAANC

“Dagger sign”: ossification

of posterior interspinous ligaments

Syndesmophytes

‘.l-{ ‘v‘[,"

Slide courtesy Karantanas A.



Elbka onueia otnv aktwvoypadia omovOUALKAC 6TAANC

“Tro"eY track” sign: ossification of facet joints




Elbka onueia otnv aktwvoypadia omovOUALKAC 6TAANC

Bamboo spine

“Ghost” SIJ




. Amtwéng ,
dAsypovi , LETAGTPOWH : Zuvdeopoyputa
Oténua puehol ZXNHATLopog ooTou

b
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Baraliakos X et al. Ann Rheum Dis. 2014,;73(10):1819-1825
Machado PM et al. Ann Rheum Dis. 2016;75(8):1486-1493



MRI-Effective imaging protocol in axSpA

Which sequences?
T1- weighted turbo spin-echo
+

fat-saturated T2-weighted turbo spin-echo sequence/STIR

high resolution(image matrix of 512 pixels, slice thickness of 3 mm or 4 mm)

Is paramagnetic contrast medium needed?
Not required in general

* |f administered

A sagittal T1-weighted sequence with fat saturation should be used [check for
synovial fluid- increased perfusion (osteitis)]

Orientation

SlJ

Oblique coronal — parallel to Sl joints
Oblique axial — perpendicular to Sl joints
Spine

Sagittal

‘ 1. coronal

2. sagittal

3. transverse

Spinal imaging

What are the transverse slices useful for?

Assessment of the posterior parts of the spine (not for the entire spine-
time-consuming)

What are the coronal slices useful for?
for better assessment of the costovertebral and costotransverse joints
and of the facet joints



ASAS-SPARTAN nipwtokoAAo yia MRI tepoAayoviwv

Orientation

Sequence

Scan time (min)

Target lesion(s)

Semicoronal is defined as parallel
to the dorsal cortex of the S2
vertebral body (anterior border of
sacral spinal canal)

Semiaxial is defined as
perpendicular to semicoronal

T1-weighted spin echo
(fat sensitive)

T2-weighted with suppressed fat
signal (BME sensitive) STIR, T2FS,
T2-Dixon or equivalent.

T1-weighted thin slice

(erosion sensitive) T1-weighted
3D gradient echo is strongly
recommended. Suppressed fat
signal is also recommended.

T2-weighted with suppressed fat
signal (BME sensitive) STIR, T2FS
or equivalent. T2 Dixon may be
preferred. (Include whole pelvis
suggested.)

4 akolouBieg Aldpketa 15min (10min o 3T)

2-3min

(1.5T-3 min) (3T-2 min)
2-4min

(1.5T-4min) (3T-2—3 min)

4min
(2D T1FS at 1.5T-4min)
(3D T1FS at 3T-4min)

2-5min

(Acquisition time depends on
number of slices, Dixon, spatial
resolution and Tesla strength)

Structural damage

Active inflammation

Structural damage

Active inflammation

Fat lesion, erosion, sclerosis, backfill,
ankylosis.

BME, capsulitis, enthesitis, fluid in
the joint space, inflammation in an
erosion cavity.

Erosion of the articular surface,
alteration of joint space width
(widening, narrowing, ankylosis).
Also, findings more common with OA:
intraarticular gas, osteophyte, extra-
articular bone bridge, subchondral
cyst.

BME, capsulitis, fluid in the joint
space, inflammation in an erosion
cavity.

Pelvis: parasymphyseal BME (osteitis
pubis), pelvic enthesitis, hip arthritis.

Lambert RGW et al. Ann Rheum Dis. 2024,83(12):1628-1635



TL oo 6ivel KAOe LoToC o€ KAOe akoAovOia

AkoAouBia E.N.Y. (vepd) Aiokog (vepo) Yno&opLo Aimog

T1 | hypo 1 hypo t hyper 1 hypo
T2 xwplc kataotoAn Almouc t hyper t hyper t hyper t hyper
STIR 1t hyper t hyper | hypo t hyper
T2 pe KataoToAn Almoug t hyper t hyper | hypo t hyper
T1 peta Gd, kataotoAn Almoug | hypo | hypo | hypo t hyper

4.7 H dAeypovr) oupnepidepetal aktvohoyka oav uypo (vepd). Me tnv kataoTolr Tou Airoug o,tL exet T onpa eivat uypo 1y dAeypovi

Ann Rheum Dis 2009;68(Suppl 11):ii1—ii44. doi:10.1136/ard.2008.104018



MRI Sequences in axSpA: Active vs Structural Lesions

T1 ——)  Structural lesions (chronic)

STIR —) INflammatory lesions (active)



MRI SlJ vs Spinal MRI

Oa mapayyeilw MRI LepoAayoviwv

-
OPXLKA-OXL 22 pondyloarthritis

ORIGINAL RESEARCH
RMD
Open

Prevalence and anatomical distribution
of MRI lesions in axSpA and

* H MRI ota kpttrpla ta€lvopnong

* AT ekel §ekwael ouvnBwe n BAaBn Wil differences between patients with and
el without peripheral involvement: results
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Nagqvi J et al. Clin Radiol. 2019;74(5):409.e1-409.e6 Farisogullari B et al. RMD Open. 2026;12(1):e006266



2019 ASAS Definition of active sacroiliitis

Signs of activity
1. BME
2. Capsulitis

3. Joint space enhancement
4. Inflammation at the site of erosion
5. Enthesitis

6. Joint space fluid

Signs of structural change

1. Erosion

2. Fat lesion (fat metaplasia)

3. Fat metaplasia in an erosion cavity ( ‘backfill’)
4. Sclerosis

5. Ankylosis

6. Non-bridging bone bud

Maksymowych WP et al. Ann Rheum Dis. 2019;78(11):1550-1558



Signs of activity Signs of structural change
1. Erosion
1. BME
2. Capsulitis 2. Fat lesion (fat metaplasia)

3. Joint space enhancement o : o .
P 3. Fat metaplasia in an erosion cavity ( ‘backfill’)

4. Inflammation at the site of erosion

5. Enthesitis 4. Sclerosis

6. Joint space fluid 5. Ankylosis

6. Non-bridging bone bud



Signs of activity

Bone marrow oedema

BMO > hyperintense signal on STIR images
(or equivalent water-sensitive sequences) and
usually hypointense on T1-weighted images

The more intense the signal the more likely
that it reflects active inflammation

Mhyperintense signal is similar to that of
cerebrospinal fluid

The sacral interforaminal bone marrow signal
forms the reference for assignment of normal
signal in the bone

Affected bone marrow areas are typically
located periarticularly (subchondral bone
marrow)

BMO may be associated with signs of
structural damage such as sclerosis or erosion



Pearls by radiologists

* First site to assess for early inflammation
lliac subchondral bone of the inferior (cartilaginous) compartment
Why?
The iliac cartilage is thinner (=1 mm vs 3—5 mm on the sacral side) and fibrocartilaginous, so the subchondral bone is less
protected
The cartilaginous compartment is a true synovial joint, the primary target of inflammation in axSpA

BUT!! lliac-side involvement alone is less specific for axSpA: the iliac side also bears higher mechanical stress, so
mechanical bone marrow oedema is common there. Lesions on both sides of the joint (iliac and sacral) are more specific.

* Which sequence to assess first for detecting inflammation?

Obligue coronal STIR images first

e How to be sure if a lesion is not an artifact due to slice thickness etc?
Confirm on 22 consecutive slices or multiple lesions on one slice (ASAS-2009,2016, not defined in 2019)

* Depth is used as a practical specificity marker. Deep lesions (21cm) are more likely inflammatory rather than
mechanical (not formally defined by recent ASAS def.)

* The superior portion of the sacroiliac joints is subjected to significant mechanical loading- lesions in the inferior joint
compartment->more suggestive of inflammatory sacroiliitis



Signs of activity

Inflammation at the site of erosion: the appearance of erosive lesions on both STIR and T1W sequences changes as the
inflammation resolves (4 signal on STIR and/or T1FS post-Gd at the site of erosion) Its contribution to sensitivity and
specificity for SpA is unknown, and it is possible that even a small erosion with a focus of inflammation in the erosion cavity
may be specific for SpA

\’t!c .




2019 ASAS Definition of active sacroiliitis

Signs of activity
1. BME
2. Capsulitis

3. Joint space enhancement
4. Inflammation at the site of erosion
5. Enthesitis

6. Joint space fluid

Signs of structural change

1. Erosion

2. Fat lesion (fat metaplasia)

3. Fat metaplasia in an erosion cavity ( ‘backfill’)
4. Sclerosis

5. Ankylosis

6. Non-bridging bone bud

Maksymowych WP et al. Ann Rheum Dis. 2019;78(11):1550-1558



2019 ASAS Definition of active sacroiliitis

Signs of structural change

1. Erosion
2. Fat lesion (fat metaplasia)

3. Fat metaplasia in an erosion cavity ( ‘backfill’)



Signs of structural change

Erosion: was revised to include wording that not only describes a breach in cortical bone but also
loss of adjacent marrow matrix

Baraliakos X et al. J Rheumatol. 2019;46(11):1445-1449



Signs of structural change

Fat lesion
a.Homogeneously bright

b. Located in a typical anatomical area
(subchondral bone)

c. Sharply defined along its non-
articular border with normal bone
marrow

These characteristics differentiate it from
fat infiltration that may be seen in
healthy individuals
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Signs of structural change

Fat metaplasia in an erosion cavity (also known as ‘backfill’): 4*signal in TLW necessary to define a distinctive
structural lesion that may develop following resolution of inflammation in an erosion cavity

2 components: 1) a bright signal within the erosion cavity 2) an irregular band of dark signal reflecting sclerosis at the border
of the original erosion




Definitions for MRI lesions in the spine in axSpA

Summary of overarching principles

T1, STIR

Definitions according to sagittal slices

Maximum slice thickness 4mm

reference for designation of normal l bone marrow signal > centre of the vertebra
sagittal MRI scan may be divided into

‘central’ and ‘lateral’ slices

a. Central sagittal slices: include the spinal canal. The pedicle may be partially seen but is not
continuous between the vertebral body and posterior elements

b. Lateral sagittal slices: lateral to the spinal canal. These slices do not include the
spinal canal, and either the pedicle must be continuous between vertebral body and posterior
elements or the slice is lateral to the pedicle.




Anatomy summary

Superior

Intervertebral
vertebral notch

disk A=

Vertebral body
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facet
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2022 Definitions of spinal lesions in axSpA

Inflammatory lesions Structural lesions

a) Vertebral body inflammatory lesion

1. Vertebral corner inflammatory lesion 1. Bone erosion
(anterior/posterior spondylitis)

2. Vertebral endplate inflammatory lesion including 2. Focal fat lesion
the intervertebral disc (aseptic spondylodiscitis)

3. Thoracic lateral inflammatory lesion (arthritis of 3. Bone spur in the direction of the anterior or posterior
the costovertebral joints) longitudinal ligament (syndesmophytes)

b) Vertebral inflammatory lesions not involving the
vertebral body 4. Ankylosis

1. Facet joint inflammatory lesion (facet joint
arthritis)

2. Posterior element inflammatory lesion (e.g.
enthesitis of spinal ligaments, costotransverse
joint inflammation)

Baraliakos X. et al. Ann Rheum Dis. 2022;81(9):1243-1251



2022 Definitions of spinal lesions in axSpA

Inflammatory lesions

a) Vertebral body inflammatory lesion

1. Vertebral corner inflammatory lesion
(anterior/posterior spondylitis)

2. Vertebral endplate inflammatory lesion including
the intervertebral disc (aseptic spondylodiscitis)

b) Vertebral inflammatory lesions not involving the
vertebral body

1. Facet joint inflammatory lesion (facet joint arthritis)



Inflammatory lesions

Vertebral corner inflammatory lesion (anterior/posterior spondylitis): increased signal in bone marrow in a
water-sensitive sequence at the vertebral corner, 22 continuous sagittal slices. These can be subdivided into

anterior and posterior vertebral corner lesions

monomorphic corner lesion
the 1P inflammatory signal extends to the cortex of the

corner

dimorphic corner lesion
the 1 inflammatory signal does not extend to the cortex of the

corner but does extend to both the endplate and the anterior/

posterior border of the vertebra.
At the corner itself, there may be an erosion,

sclerosis or a fat lesion.




Inflammatory lesions

Vertebral endplate inflammatory lesion including the intervertebral disc (aseptic spondylodiscitis)
increased signal in bone marrow in a water-sensitive sequence adjacent to the vertebral endplate that involves
the vertebral endplate but not the vertebral corner

TN -
T N = & STIR
B\ . wa -

e

DD

Modic changes
Modic 1 Modic 2 Modic 3
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Inflammatory lesions

Facet joint inflammatory lesion (facet joint
arthritis): ‘signal in bone marrow in >1 sagittal
slice in a water-sensitive sequence in at least one

facet of a facet joint




Inflammatory lesions Structural lesions

a) Vertebral body inflammatory lesion

1. Vertebral corner inflammatory lesion 1. Bone erosion
(anterior/posterior spondylitis)

2. Vertebral endplate inflammatory lesion including 2. Focal fat lesion
the intervertebral disc (aseptic spondylodiscitis)

3. Thoracic lateral inflammatory lesion (arthritis of 3. Bone spurin the direction of the anterior or posterior
the costovertebral joints) longitudinal ligament (syndesmophytes)

b) Vertebral inflammatory lesions not involving the
vertebral body 4. Ankylosis

1. Facet joint inflammatory lesion (facet joint
arthritis)

2. Posterior element inflammatory lesion (e.g.
enthesitis of spinal ligaments, costotransverse
joint inflammation)



Inflammatory lesions Structural lesions

a) Vertebral body inflammatory lesion

1. Vertebral corner inflammatory lesion 1. Bone erosion
(anterior/posterior spondylitis)

2. Vertebral endplate inflammatory lesion including 2. Focal fat lesion
the intervertebral disc (aseptic spondylodiscitis)

3. Thoracic lateral inflammatory lesion (arthritis of 3. Bone spur in the direction of the anterior or posterior
the costovertebral joints) longitudinal ligament (syndesmophytes)

b) Vertebral inflammatory lesions not involving the
vertebral body 4. Ankylosis

1. Facet joint inflammatory lesion (facet joint
arthritis)

2. Posterior element inflammatory lesion (e.g.
enthesitis of spinal ligaments, costotransverse
joint inflammation)



Structural lesions

Bone erosion: full-thickness loss of the dark appearance

of cortical bone and loss of normal bright appearance

of adjacent bone marrow on T1lw images in at least one
sagittal slice. Only erosions involving the vertebral corners
are assessed. Erosions can be subdivided into anterior and
posterior corner erosions.




Structural lesions

Focal fat lesion: focal increased signal in bone
marrow on Tlw images in 22 sagittal slices.
Only fat lesions

involving the vertebral corners are assessed.
Fat lesions can

be subdivided into anterior and posterior
corner fat lesions




Prevalence and determinants of sacroiliac joint bone marrow i ®
oedema in the general population in Germany: a population-
based cross-sectional study

S e, B4

Thomas Keil, Stefan N Willich, Tobias Pischon, Christopher L Schlett, Steffen Ringhof, Jakob B Weiss, Fabian Bamberg, Hans-Ulrich Kauczor,
Marcus R Makowski, Lisa C Adams, Andrei Zhukovt, Denis Poddubnyyt

Lancet Rheumatol. 2026;8(8):€599-e611 de Winter J et al. Arthritis Rheumatol 2018;70:1042-8

12,5% twv Opopéwv Kkal 57% Ttwv
Aexwidwv elyav MRI Betikn) kota ASAS.
H MRI epunvevetal mavta pall pe tnv
KALWVLKA €lKOVa

@ Ootiko oidnua octnv MRI SJ£axSpA




Mimics axSpA & pitfalls

solid arrow: .‘
SyndesmODhyte A ’7 “, gﬁzws)condensans ilii
(AS typical) Lo
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open arrow:
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(degenerative)




Mimics axSpA & pitfalls




CT otnv axSpA

H 1o evaioBbntn
yla avixveuaon
dlaBpwoewv

1 AktwvoBoAia

Baraliakos X et al. J Rheumatol. 2019;46(11):1445-1449



Follow-up aocBevwv pe axSpA-Zuoctaocelc ASAS

Domains and instruments for extended outpatient visits

In addition to all domains and instruments for routine visits:

g &

Domains
Overall functioning
Structural damage i healin
Recommended No recommended No recommended
instruments instrument instrument

&3
Qverall fﬁnctionlng
and health

Domains §
Structural damage

ASAS-HI

Radiography of spine**
Radiography of SIJ**

Optional
instruments

** Evaluated at an interval of at least 2 years, unless another cause of the back pain is suspected.

©

Comorbidities

History taking for
comorbidities

®©

Comorbidities

Documentation of
risk factors and
screenings

Documentation of
vaccinations

)

Mobility

No recommended
instrument

)

Mobility

Lateral spinal
flexion

van Tubergen A et al. Ann Rheum Dis. Published online October 16, 2026. doi:10.1016/j.ard.2026.09.005



Mnvipata yia To onitt
NEec ovotaoelc: MRI LepoAayoviwyv n e€€taon mpwtng ypapunc. Aktwvoypadia rp low-dose CT otav n MRI dev
elvat dLaBeolun
2TnNV mpaAén mpwta aktwoypadia
T1: Sopkeg aAlolwoelg (Amwdng petamiaoia, StaBpwoelg, aykuAwaon)
STIR: dpAeypovn (umtoxovdplo oildnpa puelov, cadec Kol o€ TUTILKN B€on)
To 00TLKO oldnua Kal n evBecomabela dev eival eldka. dd. ekpuUAilon, DISH, unxavikn kotamovnon, Aoxeia
Evtorniion BAaPwv: urtoxovédpla, oto xovopvo (apBpLko) TUAMA TNG LEPOAAYOVLOG
>tovOUALKA otAN: PAAPec ywviwyv (Romanus), donmtn ortovbéulodiokitda (Andersson), cuvdeopoduta

Oyt taktikn emavaAndn amekoviong EKTOC AV UTIAPXEL ELOLKOC AOYOC
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