wdJ R

World Journal of
Radiology

Online Submissions: http:/ /www.wjgnet.com/esps/
wjr@wjgnet.com
doi:10.4329/ wjr.v4.i12.462

World | Radiol 2012 December 28; 4(12): 462-468
ISSN 1949-8470 (online)
© 2012 Baishideng. All rights reserved.

BRIEF ARTICLE

Potential of ‘**F-FDG-PET as a valuable adjunct to clinical
and response assessment in rheumatoid arthritis and
seronegative spondyloarthropathies

Vishu Vijayant, Manjit Sarma, Hrushikesh Aurangabadkar, Lata Bichile, Sandip Basu

Vishu Vijayant, Manjit Sarma, Hrushikesh Aurangabadkar,
Sandip Basu, Radiation Medicine Centre of Bhabha Atomic
Research Centre, Tata Memorial Centre Annexe, Parel, Mumbai
400012, India

Lata Bichile, Department of Medicine, Seth Gordhandas Sunder-
das Medical College and King Edward Memorial Hospital, Parel,
Mumbai 400012, India

Author contributions: Vijayant V, Sarma M, Aurangabadkar
H, Basu S contributed to study concept, design, analysis, primary
draft and revision; Bichile L contributed to study concept, design
and analysis.

Correspondence to: Dr. Sandip Basu, Radiation Medicine
Centre of Bhabha Atomic Research Centre, Tata Memorial Hos-
pital Annexe, Jerbai Wadia Road, Parel, Mumbai 400012,

India. drsanb@yahoo.com

Telephone:+91-22-24149428 Fax: +91-22-24157098
Received: August7,2012  Revised: October 12, 2012
Accepted: October 19, 2012

Published online: December 28, 2012

Abstract

AIM: To evaluate the role of fluorine-18-labeled fluo-
rodeoxyglucose positron emission tomography (**F-FDG
PET) in various rheumatic diseases and its potential in
the early assessment of treatment response in a lim-
ited number of patients.

METHODS: This study involved 28 newly diagnosed
patients, of these 17 had rheumatoid arthritis (RA) and
11 had seronegative spondyloarthropathy (SSA). In
the SSA group, 7 patients had ankylosing spondylitis,
3 had psoriatic arthritis, and one had non-specific SSA.
Patients with RA were selected as per the American
College of Rheumatology criteria. One hour after FDG
injection, a whole body PET scan was performed from
the skull vertex to below the knee joints using a GE Ad-
vance dedicated PET scanner. Separate scans were ac-
quired for both upper and lower limbs. Post-treatment
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scans were performed in 9 patients in the RA group (at
6-9 wk from baseline) and in 1 patient with psoriatic
arthropathy. The pattern of FDG uptake was analysed
visually and quantified as maximum standardized up-
take value (SUVmax) in a standard region of interest.
Metabolic response on the scan was assessed qualita-
tively and quantitatively and was correlated with clinical
assessment.

RESULTS: The qualitative FDG uptake was in agree-
ment with the clinically involved joints, erythrocyte
sedimentation rate, C-reactive protein values and the
clinical assessment by the rheumatologist. All 17 pa-
tients in the RA group showed the highest FDG avidity
in painful/swollen/tender joints. The uptake pattern
was homogeneous, intense and poly-articular in distri-
bution. Hypermetabolism in the regional nodes (axillary
nodes in the case of upper limb joint involvement and
inguinal nodes in lower limb joints) was a constant fea-
ture in patients with RA. Multiple other extra-articular
lesions were also observed including thyroid glands (in
associated thyroiditis) and in the subcutaneous nod-
ules. Treatment response was better appreciated using
SUVmax values than visual interpretation, when com-
pared with clinical evaluation. Four patients showed a
favourable response, while 3 had stable disease and 2
showed disease progression. The resolution of regional
nodal uptake (axillary or inguinal nodes based on site
of joint involvement) in RA following disease modifying
anti-rheumatoid drugs was noteworthy, which could
be regarded as an additional parameter for identifying
responding patients. In the SSA group, uptake in the
affected joint was heterogeneous, low grade and non-
symmetrical. In particular, there was intense tendon
and muscular uptake corresponding to symptomatic
joints. The patients with psoriatic arthritis showed in-
tense FDG uptake in the joints and soft tissue.

CONCLUSION: *F-FDG PET accurately delineates the
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ongoing inflammatory activity in various rheumatic dis-
eases (both at articular and extra-articular sites) and
relates well to clinical symptoms. Different metabolic
patterns on FDG-PET scanning in RA and SSA can have
important implications for their diagnosis and manage-
ment in the future with the support of larger studies.
FDG-PET molecular imaging is also a sensitive tool in
the early assessment of treatment response, especially
when using quantitative information. With these ben-
efits, FDG-PET could play a pivotal clinical role in the
management of inflammatory joint disorders in the
future.

© 2012 Baishideng. All rights reserved.
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INTRODUCTION

With more than two decades of fluorine-18-labeled fluo-
rodeoxyglucose positron emission tomography (*F-FDG
PET) use in the evaluation of oncological diseases, it is
now perceived by the medical fraternity that inflamma-
tory lesions concentrate *F-FDG to a sufficient extent
to provide diagnostic and functional information on
inflammatory disease activity. This observation has led
several investigators to use "F-FDG PET imaging to
assess various inflammatory joint disorders, particularly
rheumatoid arthritis (RA). These highly morbid rheu-
matic disorders (RDs) affect approximately 1%-2% of
the total world popularjonm. Among these diseases, the
incidence of RA increases with age up to about the sev-
enth decade of life (a peak in the 5th decade) P

There is a paucity of tests which can be regarded
as pathognomonic for RDs. Although a few serologi-
cal tests have been shown to be specific for RDs, viz.
rheumatoid factor (RF), anti-cyclic citrullinated protein
antibodies for RA and human leukocyte antigen-B27
for spondyloarthropathies (SPA), many patients with an
obvious clinical diagnosis have negative serum markers.
Thus, RDs are also frequently classified grossly as “sero-
positive and seronegative rheumatoid diseases” referring
to those with positive RF and negative RE, respectively.
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This also determines the treatment strategies for RDs.
Radiographic examinations are routinely used for the
assessment of joint erosions, and features of disease
progression usually conclude that the “point of no re-
turn” has been reached in such disorders. However, this
modality lacks the ability to detect early inflammation.
Recently, magnetic resonance imaging (MRI), especially
for finger lesions, has become important as it delineates
synovial inflammation as contrast-enhanced lesions with
excellent anatomical resolution. However, the tendency
of RDs to involve large joints, especially in SPA (asym-
metrically throughout the body), limits the application
of MRI.

The usefulness of PET using FDG-PET to assess
synovial inflammation, has been evaluated by a few in-
Vestigators{m, especially in the setting of RA. Most of
these studies produced promising results and were able
to quantify inflammation in the joints. Despite these
reports, translation into routine clinical practice requires
further data including an examination of its potential
to assess response to standard therapeutic regimens in
RDs. To date, disease modifying anti-rheumatoid drugs
(DMARDSs) are the mainstay of treatment in RDs. With
the advent of biological therapies (e.g., tumor necrosis
factor-q), treatment strategies are changing from symp-
tomatic relief to remission of the disease. This also
demands a modality that is reliable for determining the
resolution of inflammatory processes in the affected
joints and possibly at extra-skeletal sites. The role of
routine cross-sectional imaging modalities is substan-
tially limited. Thus, in the present study, we endeavoured
to evaluate early treatment response to DMARDs in a
group of patients with RA, while assessing the whole
body (WB) metabolic patterns on FDG-PET in patients
with various RDs.

MATERIALS AND METHODS

Subjects

Twenty cight patients with different RDs underwent WB
FDG-PET studies (Table 1), 17 of these patients had
RA (seropositive) and 11 patients had seronegative spon-
dyloarthropathy (SSA). Of the 11 patients with SSA, 7
had ankylosing spondylitis (AS), 3 had psoriatic arthritis
(PsA) and 1 had non-specific SSA (nsSSA). The study
protocol was approved by the Institutional Ethics Com-
mittee, and informed consent was obtained from each
patient.

The selected RA patients fulfilled the American Col-
lege of Rheumatology revised criteria®®'” for the diag-
nosis of RA. The diagnosis of SSA was purely based
on clinical assessment. Treatment response was focused
only on RA patients, with one PsA patient undergoing
response evaluation (RE). The detailed clinical and labo-
ratory parameters undertaken by the rheumatologist are
shown in Table 2.

Methods

Imaging was performed after ensuring more than 6 h
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Table 1 Characteristics of patients included in the study

No. Characterstics Ankylosing spondylitis Psoariatic arthritis Non specific SSA Rheumatoid arthritis

1 Total number of patients 7 3 1 17

2 Male: female ratio All male 2:1 Male All female

3 Age range 17-40 yr (mean = 28.6 yr) 34-53 yr (mean = 42 yr) 19 yr 27-60 yr (mean = 40 yr)

SSA: Seronegative spondyloarthropathy; M: Male; F: Female.

Table 2 Clinical and laboratory parameters adjudged for

inclusion and exclusion of each patient and designating them
to a particular group

Table 3 The erythrocyte sedimentation rate and C-reactive
protein characteristics of studied patients

Inclusion criteria

Positive ACR criteria®®" (

at least 4 out of 7) for designating RA
Clinical diagnosis of specific seronegative spondyloarthropathy"
Positive or negative RA factor
Classical symptoms with raised ESR (> 30 mm/h)
Classical symptoms with raised C-reactive protein (> 20 mg/L)
HLA-B27 positive with supportive clinical diagnosis'
Newly diagnosed and not received any form of treatment.
Exclusion criteria
Had been treated with any DMARD/ steroids earlier.
Uncontrolled diabetics

!Clinical diagnosis was based upon thorough clinical assessment. ACR:
American College of Rheumatology; RA: Rheumatoid arthritis; ESR:
Erythrocyte sedimentation rate; HLA: Human leukocyte antigen; DMARD:
Disease modifying anti-rheumatoid drugs.

fasting and blood glucose levels below 150 mg/dL. Ap-
proximately 10 mCi of "F-FDG was injected intrave-
nously through a secure IV line. One hour after FDG in-
jection, WB PET scanning was performed from the skull
vertex to below the knee joints using a GE Advance
dedicated PET scanner. Separate scans were acquired for
upper limbs (elbow, wrist and hands) and leg (ankle and
feet). The PET data were reconstructed using a Gaussian
filter with an ordered-subset expectation maximization
algorithm (2 iterations, 8 subsets). Standard axial, coro-
nal, sagittal and maximum intensity projection images
were generated. Post-treatment scans were performed in
9 patients in the RA group at 6-9 wk after initiating ther-
apy, with protocols maintaining the same standards as an
eatlier study (i.e. blood glucose < 150, waiting duration
of 60 min, and similar reconstruction algorithms).

The pattern of FDG uptake was analysed in the small
joints of hands and feet, wrists, elbows, shoulders and
sacroiliac (SI) joints, knees, hips and ankle joints as well
as the atlanto-axial joint (total of 21 joints). The small
joints of the hands and feet (interphalangeal, metacarpo/
tarso-phalangeal and carpal/tarsal joints) were collectively
considered as single units for the ease of quantitation. A
dedicated work station was used to draw circular regions
of interest covering each joint and to calculate the maxi-
mum standardized uptake value (SUVmax) of each joint.
FDG uptake in extra-articular sites such as lymph nodes,
tendons, soft tissue nodules was also noted and SUVmax
was measured. FDG uptake in affected joints was also
evaluated qualitatively and categorised as follows; no
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Type of RD No. of patients ESR range (mm/h) CRP levels (mg/L)

RA 17 <10 to 640 <5t046.14
AS 7 30to 92 <5t020
PsA 3 27 to 30 20 to 29
nsSSA 1 31 23.1

RD: Rheumatic disorder; ESR: Erythrocyte sedimentation rate; CRP: C-re-
active protein; RA: Rheumatoid arthritis; AS: Ankylosing spondylitis; PsA:
Psoriatic arthritis; nsSSA: Non-specific seronegative spondyloarthropathy.

uptake (same as background); mild uptake if more than
background, but less than liver; moderate uptake (same as
in liver); high uptake if higher than in liver, but less than
brain, and intense uptake if equal to or more than brain.
The method was based on the scoring system by Kubota
et al” with modifications.

The number of painful/swollen joints, the white
blood cell count, erythrocyte sedimentation rate (ESR)
and C-reactive protein (CRP) level were evaluated within 5
d of the PET examination during pre- and post-treatment
scans. The patients who were evaluated for response re-
ceived standard regimens of DMARDs either as mono-
therapy or a combination of two drugs with or without
steroids.

RESULTS

This study included 28 newly diagnosed patients with
cither RA or SSA. Of these patients, 17 had RA (all RF
positive) and 11 had SSA (7-AS, 3-PsA, 1-nsSSA) (Figures
1-4). The clinical and serological details of the patients
are shown in Tables 1 and 3. Female predominance was
noted in the RA group, while males predominated in the
SSA group.

Visual assessment in the RA group

FDG-PET imaging features in the joints of RA pati-
ents: Seventeen patients with newly diagnosed RA were
studied in this group of which 9 were evaluated for RE
following therapy. Eight patients were lost to follow up.
FDG uptake was in agreement with clinical presenta-
tion and symptoms; as all the painful and/or swollen
and/or tender joints showed considerable FDG avidity
(in the high to intense category). Metabolically, the wrist
joint was the most common and predominantly affected

(13/17) followed by the ankle joints. Although RA is
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Table 4 Response details in patients with rheumatoid arthri-

tis: Fluorodeoxyglucose positron emission tomography vs
clinical assessment

Sr. No. No. of joints Clinical % change in
involved assessment SUVmax

1 10 Mixed symptoms Knee = 64% |
Ankle = no change
Wrist =51.7% 1
Elbow =47% |

2 4 Progressive disease Knee =44% 1
Ankle =33% 1

3 2 Improvement Wrists = 62% |

4 6 Improvement Ankle =23% |
Wrist =45.2% |

5 4 Improvement Wrist=73 % |
SJH*=34% |

6 6 Improvement Ankle =43.3% |
Wrists =23 % |
SJF* =24.5% |

7 No response No change

8 No response No change

9 2 Progressive disease Wrists = 48% 1

SUVmax: Maximum standardized uptake value; SJF: Small joints of foot;
SJH: Small joints of hand.

known to involve multiple joints, 4 patients showed in-
tense uptake in only one joint, predominantly (3) in the
wrists. Only one patient showed uptake in the small joints
of the feet.

Extra-articular FDG uptake pattern in RA: Different
areas of extra-articular soft tissue FDG uptake were
found in 10 patients. The most common sites were axil-
lary lymph nodes (9 patients), epitrochlear lymph node (1
patient), cervical lymph nodes (2 patients), thyroid gland
(3 patients) and subcutaneous (possibly rheumatoid) nod-
ules (2 patients). Only 2 patients with RA showed mild
FDG uptake in the tendons associated with inflamed
joints. One patient, who was anaemic, also showed in-
creased FDG avidity in the bone matrow.

Quantitative FDG-PET parameters in the RA group

SUVmax values in the inflamed joints ranged from 3.1
to 11.5. During the RE scan, clinical evaluation in 9
patients showed symptomatic improvement in 4, mixed
relief in 1, persistent symptoms but no progression in
2 and progressive disease in 2 patients. The SUVmax
values on RE scans ranged from 2.2 to 9.3. Good corre-
lation was observed between SUVmax values and clini-
cal response to therapy. The detailed data of response
assessments are shown in Table 4. However, on visual
analysis of response, the uptake pattern in most of the
joints remained in the high to intense category, although
patients who had improved showed reduced joint FDG
avidity, as measured by SUV estimation. Significant intra-
observer and inter-observer variation was noted when
comparing pre- and post-treatment scans in the visual
assessment. Thus, SUVmax values were considered ap-
propriate for the assessment of treatment response.
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Figure 1 Images of response assessment in rheumatoid arthritis. The
patient on the left side was a responder and right side was a non-responder. A:
A good response to the hydroxyquinone, methotrexate and prednisolone treat-
ment (at 6 wk) on follow up scan. The pre treatment maximum standardized
uptake value (SUVmax) values were 10.6 in right wrist which fell to 4.0 on post
treatment scan; B: An example of non-responder. The pre treatment SUVmax
value was 2.9 while that of post treatment with hydroxyquinolone, methotrexate
and prednisolone was 4.3. The similarity of the uptake in pre and post treatment
scan made it difficult to interpret progression on visual basis. The patient had
no symptomatic relief clinically.

post treatment
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Results in patients with SSA

The FDG uptake pattern observed in SSA patients was
different from that observed in RA patients. A total
of 11 WB scans were acquired which predominantly
included patients with AS (# = 7). FDG uptake in
the affected joints was heterogenecous and of varying
intensity (from mild to high). Interestingly, FDG uptake
in patients with AS was not observed and uptake in the
SI joints or the spine typically ranged from 2.66 to 3.703
(mean SUVmax 3.1), which were the predominant sites
of pain in these patients. Enhanced FDG uptake was
more asymmetrical than that observed in RA patients.
FDG hypermetabolism was noted in the bilateral SI
joints, and asymmetrical uptake was observed in the
sternoclavicular, shoulders, hip and facet joints. There
was significant evidence of tendon and muscular uptake
corresponding to the symptomatic joints. A few patients
also showed abnormal FDG uptake in the interosseous
membranes of the legs (Figure 4A). This favours en-
thesitis as the proposed pathogenesis of SPA"". The
most common tendons with abnormal FDG uptake
were the calcaneal tendons (Figure 4B).

The patients with psoriatic arthritis showed high to
intense FDG uptake, predominantly in the distal phalan-
geal joints. The SUVmax values depicting tendon or soft
tissue uptake were obvious on visual assessment.

DISCUSSION

In this study, a varying pattern of articular and extra-
articular activity was observed in various rheumatic dis-
cases detected by WB PET scans. FDG PET delineated
a varying pattern of inflammatory activity in the affected
joints and extra-articular sites that could also be quanti-
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Figure 2 The asymmetrical fluorodeoxyglucose uptake pattern in a newly
diagnosed patient with ankylosing spondylitis. The asymmetrical heteroge-
neous fluorodeoxyglucose (FDG) uptake is noted right sternoclavicular, left hip
and a solitary facetal joint in dorsal spine. High to intense FDG uptake is seen
in soft tissue of right thigh (probably fascia lata) and right lower limb muscles.
Even one could notice the soft tissue FDG activity in tendons of small joints of
hands.

A’ ! | ! !

Figure 4 Assessment of treatment response in a patient of psoriatic ar-
thritis. A: Pre treatment; B: Post treatment. The fluorodeoxyglucose-positron
emission tomography lower-limb scan of a patient with psoriatic arthritis. Rest
of the whole body survey was unremarkable. Same patient was followed and a
response evaluation scan was performed 6 wk after specific treatment for pso-

riatic arthropathy. There was significant fall in maximum standardized uptake
value values correlating to the clinical improvement in the patient.

fied using SUV wvalues. The FDG uptake patterns were
in agreement with the clinically inflamed/tender/swol-
len joints, the acute phase reactants (ESR, CRP) and the
clinical assessment and diagnosis by the rheumatologist.
The WB scan provided an assessment of disease extent
by showing the variable intensity of metabolic activity in
the inflamed synovial joints in RA and the enthesitis in
SSA which correlated with the patient’s symptoms. The
successful assessment of small as well as large joints in
the present study supported the results of previous stud-
ies which specifically assessed either small” or large!”
joints. The efficacy of WB FDG-PET in RDs in this
study was similar to that in these previous studies and
suggests that WB FDG uptake represents disease activ-
ity in joints affected by RDs.

In RA patients, the uptake pattern was diffuse and
homogeneous, and intense metabolic activity corre-
sponding to the joint space was poly-articular in distri-
bution. This in turn, correlated with the pathology of
cytokine-induced hyperactive and hyperplastic inflamed
synovial membrane (“pannus”) laden with macrophages.
Macrophages are known to use glucose as a major meta-
bolic substrate!”. In contrast, the FDG uptake was mild
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Figure 3 Soft tissue uptake in patient with seronegative spondyloarthro-
pathy. A: The fibrous tissue uptake in the interosseous membrane of left leg; B:
The bilateral calcaneal tendonal tracer activity; C: Fluorodeoxyglucose (FDG)-
positron emission tomography in another patient with ankylosing spondylitis
demonstraing the heterogeneous FDG uptake in the bilateral sacroiliac joints.

to moderate in the affected joints of SSA patients. This
also signifies the major difference between RA and SSA,
where the latter lacks the “pannus”. However in SSA,
increased metabolic activity was noted in fibrous tissue
such as tendons, osseous membranes and muscle (fas-
cia) corresponding to the affected joints. The primary
pathology of SPA is “enthesitis” with chronic inflamma-
tion. Cytokines and other inflammatory markers are also
important in the inflammatory process which ultimately
leads to fibrosis and ossification at sites of enthesitis.
Early lesions including subchondral granulation tissue
erode the joint and is gradually replaced by fibrocartilage
and then ossification "', This pathogenesis is proposed
to lack the presence of a large population of inflamma-
tory cells at the affected joints, which could be the rea-
son for our observation of low grade metabolic activity
in affected joints in this group of patients. The inflamed
fibrous tissue in the peri-articular region showed high
metabolic activity.

We found a different metabolic pattern in patients
with RA and SSA (especially AS) which correlated with
their pathogenesis. Such uptake patterns can have impli-
cations for differentiating RA and SSA from degenera-
tive diseases (e.g., osteoarthritis) involving major joints
such as knee, hip and SI regions in challenging situations.
This will be particularly useful in elderly patients where
it is difficult to differentiate between SSA and osteoar-
thritis. SSA also lacks the specific inflammatory markers
associated with RA, therefore, FDG-PET may be useful
in such cases. Further studies are required to assess the
potential efficacy of FDG PET in this area.

In the RE in a small group of RA patients and a pa-
tient with PsA, our study showed a variation in SUVmax
values in inflamed joints which correlated with clinical
assessment. The visual assessment of FDG uptake in
inflamed joints was not found to be useful as major intra-
and inter-observer variability was observed. This finding
is in contrast to the response assessment performed by
Elzinga er al'", who studied WB FDG-PET in patients
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with RA using a visual evaluation score, and concluded
that FDG uptake was significantly correlated with clini-
cal evaluations of disease activity in patients with RA
before and after treatment with infliximab. Our find-
ings are in agreement with those of Kubota ef al” and
Goerres et al” who also recommend the use of a FDG
uptake scoring system as a useful tool in the assessment
of joint inflammation. The difference between the results
of Elzinga et /' and the other studies could be due to
the use of different treatment modalities (biological »s
cytoreductive) and duration of the RE scan. However,
based on our findings, we recommend the use SUVmax
values as quantitative parameters for the assessment of
treatment response in RDs. The additional evaluation
using visual scoring methods may also be beneficial. The
finding of regional lymph node hypermetabolism in RA
patients (based on the involved joints) is in agreement
with previous reports'™'®. In patients with RA, we also
observed resolution of regional nodal uptake (axillary or
inguinal nodes based on the site of joint involvement)
following DMARD therapy, which can be regarded as an
additional parameter for identifying responding patients.
The clinical implications of this observation require to be
explored further. The limitations of this study include (1)
small sample size and (2) low percentage of patients who
took part in the post-treatment study. Therefore, further
well-powered prospective studies would help to deter-
mine more definitive conclusions. In addition, the use of
SUV values requires careful attention to the PET imaging
protocol, patient preparation, measurement of blood glu-
cose levels, waiting period, scan duration, reconstruction
techniques and methods of SUV calculation.

Thus, we conclude that FDG-PET demonstrates
varying patterns of metabolic activity in articular and
extra-articular sites in various inflammatory joint disoz-
ders. Different metabolic patterns on FDG-PET studies
in RA and SSA patients may play a diagnostic role in the
future with the support of larger studies. FDG PET can
also serve as an objective tool in the early assessment of
treatment response in affected patients, especially with
the use of quantitative information. With these benefits,
FDG-PET could play a significant clinical role in the
management of a wide spectrum of inflammatory joint
disorders.

COMMENTS

Background

The potential of metabolic imaging with fluorodeoxyglucose positron emission
tomography (FDG-PET) is being increasingly explored in several inflammatory
disorders. The advantage of evaluating the whole body in a single examination
is a major advantage of this modality which is preferable in systemic inflamma-
tory disorders.

Innovations and breakthroughs

It is postulated that under the influence of cytokines and growth factors, acti-
vated inflammatory cells demonstrate enhanced FDG due to increased expres-
sion of glucose transporters. Recent reports have highlighted the increasing
importance of FDG-PET in assessing various infective and inflammatory disor-
ders such as osteomyelitis, pyrexia of unknown origin, painful joint prosthesis,
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vasculitis and sarcoidosis, and thus have demonstrated the potential of this
technique in becoming the radionuclide imaging procedure of choice in many
of these inflammatory conditions. However, there is a paucity of data on its
usefulness in inflammatory joint disorders, the majority of which are systemic in
nature. In the present study, the authors explored the usefulness of FDG-PET-
based molecular imaging in depicting inflammatory activity at various skeletal
and extra-skeletal sites.

Applications

Understanding the various metabolic patterns depicted by FDG-PET both at
the articular and extra-articular sites can have important implications for their
diagnosis and evolving therapeutic strategies in patients with inflammatory joint
disorders. FDG-PET molecular imaging using quantitative methods may also
prove to be an important diagnostic tool in the early assessment of treatment re-
sponse. If similar findings are obtained in larger studies in the near future, FDG-
PET could play a pivotal role in management of inflammatory joint disorders.
Peer review

This is a retrospective assessment of rheumatic disease by FDG-PET. FDP-
PET findings of RA and seronegative spondyloarthropathies are well illustrated,
but clinical correlation is only limited to the relationship between standardized
uptake value and disease activity. It is a good study.
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