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Axial spondyloarthritis (axSpA) is an overarching term 
for a group of inflammatory diseases that affect the 

axial skeleton and are characterized by active inflamma-
tion, bone erosion, new bone formation and, in the final 
stage, ankylosis. The sacroiliac joints (SIJs) are the most 
affected structures, but patients may also show lesions 
in the spine or the appendicular skeleton often but not 
always with contemporary SIJ involvement. Because the 
SIJ and spine are less amenable to clinical examination 
compared with peripheral joints, imaging is an essential 
part of the diagnostic work-up in patients suspected of 
having axSpA or in patients with an established diag-
nosis but symptoms of uncertain etiology (1,2). Bone 
marrow edema at MRI is the most characteristic sign 

of active inflammation in axSpA and was previously 
emphasized by the Assessment of SpondyloArthritis 
International Society (ASAS) in their definition of ac-
tive sacroiliitis but may also be present in degenerative 
conditions such as osteitis condensans ilii, osteoarthri-
tis, or other pathologic abnormalities. Therefore, the 
observation of structural lesions typical of inflammatory 
sacroiliitis, as depicted on radiographs, suitable MRI se-
quences, or CT images (3), may improve the specificity 
of the test.

Successful diagnosis and treatment of axSpA depends 
on clear communication between clinicians who refer to 
the images and the radiologist who evaluates and inter-
prets the images and findings. When providing a report 

Whereas previous projects attempted to standardize imaging in patients with axial spondyloarthritis (axSpA), few studies have been 
published about the need for specific details regarding the image acquisition and lesions that may be less familiar to general radiologists. 
This work reports consensus recommendations developed by the Assessment of SpondyloArthritis International Society (ASAS) that 
aim to standardize the imaging reports in patients suspected of having or with known axSpA. A task force consisting of radiologists 
and rheumatologists from ASAS and one patient representative formulated two surveys that were completed by ASAS members. The 
results of these surveys led to the development of 10 recommendations that were endorsed by 73% (43 of 59) of ASAS members. 
The recommendations are targeted to the radiologist and include best practices for the inclusion of clinical information, technical 
details, image quality, and imaging findings in radiology reports. These recommendations also emphasize that imaging findings that 
indicate differential diagnoses and referral suggestions should be included in the concluding section of the radiology report. With these 
recommendations, ASAS aims to improve the diagnostic process and care for patients suspected of having or with known axSpA.
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that summarizes the imaging findings and interpretation, ra-
diologists must be aware of specific information that should 
be included to best inform further treatment (4,5). However, 
the style, structure, and amount of information included in 
the radiology report in the context of axSpA may be influ-
enced by radiologist training and experience (6). Many radi-
ologists do not work within a rheumatologic environment or 
undergo specific training in arthritis imaging, and worldwide 
there are relatively few musculoskeletal radiology experts who 
specialize in imaging rheumatic diseases (7). Similarly, most 
rheumatologists are not formally trained to interpret com-
plex imaging studies, and community-based rheumatologists 
may rely heavily on the radiology report when deciding on a 
diagnosis and treatment. Furthermore, understanding image 
acquisition protocols and potential image artifacts can only 
be gained by years of training in the respective imaging mo-
dality in a wide range of clinical circumstances and requires 
radiologic expertise (8).

There have been previous attempts by different groups to 
design recommendations for imaging reporting and requests 
regarding axSpA. Almodóvar et al (9) reported the joint efforts 
of the Spondyloarthritis Study Group of the Spanish Rheu-
matology Society and the Spanish Society of Musculoskeletal 
Radiology to develop referral and reporting checklists. These 
checklists were based on more general efforts to improve com-
munication between the two specialists (10). There are also 
general recommendations on when and how to use imaging in 
axSpA (11,12). However, to date, there have been no interna-
tional efforts for developing reporting guidelines.

Therefore, ASAS initiated a project to improve the com-
munication between physicians requesting imaging and the 
reporting radiologists by developing recommendations that 
aim to standardize the reports of SIJ imaging in patients with 
known or suspected axSpA.

Abbreviations
ASAS = Assessment of SpondyloArthritis International Society,  
axSpA = axial spondyloarthritis, SIJ = sacroiliac joint

Summary
The consensus recommendations by the Assessment of 
SpondyloArthritis International Society provide a structured approach 
for effective communication from radiologists to rheumatologists for 
sacroiliac joint imaging of suspected or known axial spondyloarthritis, 
emphasizing the importance of detailed reporting, consideration of 
differential diagnoses, and expert collaboration.

Essentials
 ■ Ten recommendations targeted for radiologists emphasized the 
importance of precise imaging protocols and documenting detailed 
findings in imaging reports, with potential differential diagnoses, 
and recommendations for additional imaging if required.

 ■ The guidelines underscored a more affirmative role of the 
radiologist in patient care, committing to definitive diagnosis 
where possible, clearly mentioning inconclusive findings, and 
advising on further investigations when necessary.

 ■ Radiologists should recommend referral to a rheumatologist when 
imaging indicates possible spondyloarthritis and the imaging has 
been ordered by a clinician who is not a rheumatologist.

Materials and Methods
The recommendations are designed and this article is written 
according to the Appraisal of Guidelines for Research and Eval-
uation II concept (13).

Steering Committee and Task Force
A multidisciplinary steering committee and task force of ASAS 
members was established. The steering committee included two 
rheumatologists with scientific experience in axSpA imaging 
(X.B., with 20 years of experience, and D.P., with 14 years of 
experience) and one board-certified musculoskeletal radiologist 
specializing in imaging of inflammatory diseases (T.D., with 
15 years of experience). The international task force included 
11 rheumatologists (H.H., M.d.H., P.M., W.P.M., H.M.O., 
V.N.C., M.Ø., S.J.P., M. Rudwaleit, F.S., and U.W., with 18, 
12, 10, 42, 23, 15, 22, 19, 23, 11, and 30 years of experience, 
respectively), seven musculoskeletal radiologists (I.E., C.G., 
K.G.A.H., L.J., A.G.J., R.G.L., and M. Reijnierse, with 22, 
14, 23, 19, 33, 24, and 20 years of experience, respectively), 
and a patient representative (M.M.) from the Axial Spondylo-
arthritis International Federation. To ensure an equal weight of 
rheumatologists and radiologists in the task force, despite the 
former being larger in number, the task force established a veto 
right for the radiologists in case of disagreement.

Literature Review and Questionnaires
A literature review on PubMed (https://pubmed.ncbi.nlm.nih.gov/,  
search terms (“(Imaging(Title)) AND (axial spondyloarthritis 
(Title)) AND ((recommendation) OR (use) OR (guideline) OR 
(checklist) OR (suggestion) OR (advice) OR (endorsement))”) 
from database inception to date of research was conducted by 
a steering committee member (T.D.) in February 2021 and 
focused on current reporting guidelines for imaging in axSpA, 
including radiography, MRI, and CT. The search terms yielded 
45 publications, of which two included recommendations for 
reporting axSpA imaging (10,14). Items of interest identified 
during the literature review and additional items found in pre-
vious ASAS recommendations and lesion definitions were pre-
sented and discussed at the first task force meeting. Following 
this, the steering committee drafted a project statement and 
designed the first questionnaire, both of which were reviewed, 
modified, and eventually agreed on by the task force. Here, 
the task force members concluded that these recommendations 
should be targeted to rheumatologists and radiologists working 
in axSpA. The first questionnaire was then sent to all ASAS 
members and was composed of 40 questions aimed at identify-
ing specific items and domains to include in the recommenda-
tions. An item was included in the next questionnaire only if 
selected by more than 50% of members.

The results of the first questionnaire were discussed within 
the task force in a second meeting and used to design a sec-
ond questionnaire. This questionnaire was again circulated to 
all ASAS members and consisted of 79 questions that aimed 
to ascertain whether a specific item should be included in 
the radiology report and to what level of detail. The steering 
committee used the results of this second questionnaire to 
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generate a draft of recommendations. Items were included in 
the recommendations if they received the majority vote. For 
questions with more than two possible answers, items agreed 
on by at least 50% of ASAS members were included in the 
draft recommendations.

Finalizing the Recommendations
The content and wording of the drafted recommendations 
were discussed and modified within the task force by email cir-
culation. A finalized list of recommendations was presented to 
the ASAS members at the annual workshop in 2022 and mem-
bers voted on whether they were in favor of or against each of 
the proposed recommendations. Finally, the task force voted 
for the level of agreement with a numerical rating scale ranging 
from 0 (do not agree at all) to 10 (fully agree). The averages 
and SDs are presented, as well as the percentage of participants 
with a score of at least 8. Figure 1 is a flowchart of the process 
for developing these recommendations.

Results
Overall, 143 of 190 (75.3%) ASAS members (89.5% [128 of 
143] rheumatologists, 7.0% [10 of 143] radiologists, and 3.5% 
[five of 143] other specialties or nonphysicians) responded to 
the first questionnaire and 58.9% (112 of 190; consisting of 
87.5% [98 of 112] rheumatologists and 8.9% [10 of 112] ra-
diologists) responded to the second questionnaire (Appendix 
S1). These questions resulted in the generation of 10 recom-
mendations (Table) for the reporting of imaging of the SIJ. 
One recommendation for lesions in the spine is in Table S1. 
The recommendations were accepted, with 73% (43 of 59) of 
ASAS full members voting in favor and 17% (10 of 59) voting 
against the motion, whereas 10% (six of 59) abstained. Check-
lists to aid the standardization of MRI SIJ reports for patients 
with axSpA are in Figure 2. Checklists for every imaging mo-
dality, SIJ, and the spine are in Appendix S2.

Recommendations for Standardizing Imaging  
Reports of the SIJs

Recommendation 1.—The report should start by summariz-
ing essential clinical information, including patient age, sex, 
a summary of symptoms, the suspected diagnosis, whether the 
examination was requested for primary diagnosis or follow-up, 
and what imaging was available for comparison.

Whereas radiology reports usually start with the relevant 
clinical information and reasoning regarding why a specific 
imaging modality was performed (15), the ASAS experts indi-
cated it was necessary to emphasize the inclusion of this infor-
mation because radiology reports are not only reviewed by the 
referring clinicians or rheumatologists but also by physicians 
who may provide care to the patient in the future (4). It is not 
necessary to repeat information when this can be found else-
where on the document (eg, age; Appendix S3).

The report should also mention what type of imaging was 
both available for comparison and considered during image 
interpretation (15). This will ensure the physician reading 
the report is aware of any reference images used to evaluate 

changes in imaging findings and what information was avail-
able for cross-correlation and contextual image interpretation.

Recommendation 2.—

A. For radiography, the report should include the number of 
images, types of projections, and the patient’s positioning.

B. For MRI, the report should include the applied field 
strength and sequences with section orientation and thick-
ness, if fat suppression was applied, and whether and what 
type of contrast medium was administered.

C. For CT, the report should include the patient’s position, 
orientation of reconstructions and section thickness, 
and a general indication of the radiation dose (eg, dose-
length product).

The radiology report should briefly describe the imaging 
technique used (15) and essential imaging parameters. There-
fore, the physician reviewing the report can ensure the imaging 
was appropriate to address the needs of the referral request. 
Because these physicians may not have access to the images 
themselves, these data are essential for an overall estimation of 
the quality of the imaging protocol and deciding whether ad-
ditional imaging is necessary to obtain specific information not 
explicitly mentioned in the report. Whereas ASAS members 
favored generally understandable MRI sequence names over 
vendor-specific terminology, this item was not deemed nec-
essary to include in the recommendation text. In accordance 
with good clinical practice, patient radiation exposure at CT 
should also be reported. When in doubt, ASAS advocates for 
following the general reporting guidelines of the respective ra-
diologic societies.

Recommendation 3.—The anatomic coverage of the examina-
tion should be indicated.

Protocols and institutional standards vary, especially for 
cross-sectional imaging. Therefore, the reader of the report 
must understand how much of the spine is included in an im-
aging examination of SIJ and if the pelvic SIJ protocol also 
allows for the detection of hip pathologic abnormalities. The 
report regarding the anatomic coverage should provide enough 
information for the reader to judge whether current or past 
symptoms have been appropriately treated and whether ad-
ditional imaging is needed to answer any additional clinical 
questions. For example, it can be useful to know whether the 
hip joints were covered in an SIJ examination if the patient 
later reports hip pain (see technical data in the second example 
in Appendix S3).

Recommendation 4.—The report should include a general state-
ment about image quality and complications from imaging, par-
ticularly if the examination or its interpretation is affected.

The image quality, the completeness of the protocol, and the 
presence of any artifacts are essential for reaching a conclusion from 
the examination. Reduced quality might necessitate a repeat of the 
examination or indicate that a different imaging modality should 
be used, especially if the reduced image quality meant the clini-
cal question for conducting the imaging could not be sufficiently 
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Figure 1: The Assessment of SpondyloArthritis International Society (ASAS) process for developing image request and image reporting 
recommendations for axial spondyloarthritis (axSpA). In the first questionnaire, ASAS members were asked which item (eg, a specific lesion) or 
domain (eg, scores) ASAS should be a recommendation, whereas in the second questionnaire the members answered whether an item must 
or must not be included in the report and to what detail. EC = executive committee, MSK = musculoskeletal, SIJ = sacroiliac joint.
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answered (16). Imaging complications (eg, from contrast media 
or claustrophobia) should also be reported to ensure the imaging 
strategy is modified appropriately for future examinations.

Recommendation 5.—

A. Bone marrow edema/osteitis, erosions, and fat lesions are 
significant findings that the report should list semiquantita-
tively with their localization specified. Their absence should 
be stated clearly.

B. The report should include whether other active or structural 
lesions are present. Structural lesions should be reported per 

individual bone. The radiologists can summarize the ab-
sence of those active or structural lesions in the report.

A review of 31 studies indicated that bone marrow edema of 
the SIJ showed good sensitivity and specificity for the diagnosis 
of axSpA and this specificity has been reported to increase in 
the presence of other lesions, namely erosion and (in some but 
not all studies) fat lesions (12). Inflammatory lesions have also 
been reported to have moderate sensitivity and specificity for 
axSpA. Thus, we recommend that all those lesions be listed 
semiquantitatively using terms such as “mild,” “moderate,” and 
“severe” to help characterize the extent of the findings.

Recommendations from the Assessment of SpondyloArthritis International Society for Reporting Sacroiliac Joint Imaging 
in Axial Spondyloarthritis

Imaging Report Recommendations: Sacroiliac Joints
Level of  
Agreement

Percentage of 
Agreement of ≥8 
(%)

Clinical data
 1. The report should start by summarizing essential clinical information, including the  

patient's age, sex, a summary of symptoms, the suspected diagnosis, whether the examination  
was requested for primary diagnosis or follow-up, and what imaging was available for comparison.

8.4 ± 1.8 (4–10) 80

Technical data
 2a. Radiography: The report should include the number of images, types of projections,  

and the patient’s positioning.
8.1 ± 2.5 (2–10) 75

 2b. MRI: The report should include the applied field strength and sequences with section 
orientation and thickness, if fat suppression was applied, and whether and what type of  
contrast medium was administered.

8.7 ± 1.6 (5–10) 80

 2c. CT: The report should include the patient’s position, orientation of reconstructions  
and section thickness, and a general indication of the radiation dose (eg, dose length product).

7.7 ± 2.7 (0–10) 65

 3. The anatomic coverage of the examination should be indicated. 8.8 ± 2.1 (3–10) 85
 4. The report should include a general statement about image quality and complications  

from imaging, particularly if the examination or its interpretation is affected.
9.4 ± 1.0 (7–10) 90

Report
 5a. Bone marrow edema/osteitis, erosions, and fat lesions are clinically significant findings  

that the report should list semiquantitatively with their localization specified. Their absence  
should be stated clearly.

9.2 ± 1.1 (4–10) 80

 5b. The report should include whether other active or structural lesions are present. Structural 
lesions should be reported per individual bone. The radiologists can summarize the absence  
of those active or structural lesions in the report.

9.3 ± 1.8 (3–10) 90

 6. Findings unrelated to spondyloarthritis but of potential clinical importance should be  
mentioned when present.

9.8 ± 0.6 (8–10) 100

Conclusion
 7. The radiologist should state clearly if findings are compatible with axSpA, based on the  

images and clinical information available. The conclusion should state whether there is active 
inflammation or structural changes with the most prominent lesions and give an indication  
of the confidence in interpretation of the findings.

9.4 ± 1.1 (7–10) 90

 8. Based on the examination findings, differential diagnoses and their probability should be 
detailed, especially if more likely than a diagnosis of spondyloarthritis.

9.8 ± 0.6 (8–10) 100

 9. If the examination findings are inconclusive, radiologists are encouraged to suggest further imaging. 9.4 ± 0.9 (8–10) 100
 10. If the examination indicates spondyloarthritis and a rheumatologist did not request  

the imaging investigation, the radiologist should recommend referral to a rheumatologist  
for further assessment.

9.2 ± 1.9 (2–10) 90

Note.—Assessment of Spondyloarthritis International Society task force members (18 members, including 11 rheumatologists, seven 
radiologists, and one patient representative) voted for their agreement with each image reporting recommendation on a scale from 0 
to 10 (0, do not agree, to 10, fully agree). Levels of agreement are means ± SDs; data in parentheses are ranges. The percentage of task 
force members voting for agreement with a score of 8 (ie, mostly agree on the 0–10 scale) or higher is also reported. axSpA = axial 
spondyloarthritis.
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For those lesions, it is also important to understand the 
spatial distribution within the joint to distinguish mechan-
ical from inflammatory disease (17–19). Therefore, the re-
port should list the localization of those lesions clearly and 
convey whether findings are restricted to the mechanical 
load zone of the joint. Furthermore, the absence of those 
findings is essential for ruling out specific differential diag-
noses, such as osteoarthritis, osteitis condensans ilii, other 
mechanical stress conditions, septic arthritis, or others, and 
must be stated clearly within the report. For other lesions 

with less predictive value or prevalence, less detail is needed 
and only reporting their presence or absence is sufficient. 
Such lesions include capsulitis, joint space enhancement, 
inflammation at the site of erosion, enthesitis and joint 
space fluid for active lesions and fat metaplasia inside an 
erosion cavity (backfill), sclerosis, ankylosis, and nonbridg-
ing bone buds for structural lesions (20). For follow-up 
examinations, the change in active and structural lesions 
should be indicated to allow the reader to assess whether 
the patient responds to treatment.

Figure 2: Checklist for reporting MRI of the sacroiliac joint (SIJ) in patients with known or suspected axial spondyloarthritis (axSpA).
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A recommendation on spine lesions is shown in Table S1.

Recommendation 6.—Findings unrelated to spondyloarthri-
tis but of potential clinical importance should be mentioned 
when present.

Whereas imaging findings may confirm a diagnosis of axSpA, 
it is also possible that they may indicate an alternative explanation 
for the patient’s self-reported symptoms (21). Therefore, poten-
tially important pathologic abnormalities such as gas inside the 
joint (known as vacuum phenomenon) (22), osteophytes (23), 
transitional vertebrae (24), anatomic variations (25,26), and spinal 
malposition (27) should be included in the report. These findings 
can point toward a potential differential diagnosis or help with the 
interpretation of other findings, especially bone marrow edema. 
Although not restricted to this list, the ASAS members acknowl-
edged the frequency and importance of these lesions.

Recommendation 7.—The radiologist should state clearly if 
findings are compatible with axSpA, based on the images and 
clinical information available. The conclusion should state 
whether there is active inflammation or structural changes with 
the most prominent lesions and give an indication of the con-
fidence in interpretation of the findings.

The conclusion of the radiology report is commonly the 
only section read by referring physicians (4). Radiology soci-
eties advocate for a clear and concise style that communicates 
the results in an unequivocal manner (15). ASAS members 
were in favor of a contextual interpretation in the conclusion 
of the radiology report. That is, instead of reporting “sacroi-
liitis” alone, radiologists should state “sacroiliitis compatible 
with axSpA,” ultimately leaving the final diagnostic decision 
to the rheumatologists. This was also supported by the pa-
tient representative, who stressed that it is essential to find an 
imaging-based diagnosis in the report and not only a descrip-
tion of imaging findings.

The absence of structural or active lesions or changes in 
these lesions at follow-up should also be included in the con-
clusion (see an example in Appendix S3). Additionally, any 
uncertainty in the interpretation of the imaging findings or in 
the quality of the examination itself should be communicated 
in the conclusion to help the referring physician interpret the 
imaging results in the context of divergent clinical or labora-
tory findings (28). Especially when findings are equivocal, their 
nonspecific nature should be stated together with the rationale 
of the radiologists to decide on a conclusion. Because terms 
such as likely or suspicion of have been found to incompletely 
transfer the degree of certainty to the reader of the report (29), 
the ASAS group recommends communicating uncertainty in a 
clear and unequivocal manner (30).

Recommendation 8.—Based on the examination findings, dif-
ferential diagnoses and their probability should be detailed, 
especially if more likely than spondyloarthritis.

The conclusion should also list differential diagnoses derived 
from imaging that are more likely than axSpA and include rele-
vant imaging findings, which was stressed by the patient repre-
sentative (31). Sometimes, it can be useful to assign likelihoods  

to the respective differential diagnoses to help the reader in further 
treatment of the patient (28,32). Also, nonspondyloarthritis- 
related findings that can at least partially contribute to the 
symptoms of the patient, even if the diagnosis of axSpA is sup-
ported by the examination, should be listed. This is especially 
vital from the perspective of the patient representative, who 
stated that reports should be as comprehensive as possible.

Recommendation 9.—If the examination findings are incon-
clusive, radiologists are encouraged to suggest further imaging.

Despite high clinical suspicion, imaging findings may be 
negative or ambiguous for axSpA, and further imaging may 
thus be warranted to enhance the diagnostic yield (33). Some-
times, it is unclear whether suspicious lesions are inflammatory 
or mechanical in nature, and an alternative imaging method 
may be able to resolve this uncertainty. In those cases, the ra-
diologist should use their expertise to suggest the appropriate 
alternative imaging modality based on the clinical context. For 
example, consider a patient with high clinical suspicion for ax-
SpA, in whom an MRI scan shows bone marrow edema lim-
ited to the mechanical load zone without definitive structural 
lesions. In such a scenario, a CT scan could help in depicting 
or helping to exclude joint surface erosion. Similarly, if a spine 
MRI scan depicts suspicious findings but there have been no 
prior pelvic examinations, additional SIJ imaging might be 
necessary to accurately interpret the lesions. This recommenda-
tion is not intended to increase the amount of unnecessary im-
aging in patients with axSpA but to help the clinicians choose 
further work-up procedures in ambiguous situations.

Recommendation 10.—If the examination indicates spondy-
loarthritis and a rheumatologist did not request the imaging 
 investigation, the radiologist should recommend referral to a 
rheumatologist for further assessment.

The SIJs are fully or partially displayed on many radiologic 
examinations such as body CT or pelvic MRI. Thus, it is pos-
sible that examinations performed for a different question may 
indicate a diagnosis of axSpA. In those cases, ASAS recommends 
that the radiologist, being the first one to suspect the diagnosis 
of axSpA, provides a recommendation for referral to a rheuma-
tologist who can establish or refute the diagnosis and initiate ap-
propriate treatment, if necessary (34). Comorbidities in patients 
with axSpA are common (35), therefore, even if other medical 
circumstances are paramount, it is important that axSpA-related 
findings at imaging are reported because early diagnosis and 
treatment initiation is advantageous for the patient.

Discussion
Assessment of SpondyloArthritis International Society (ASAS) 
has developed 10 recommendations for reporting sacroiliac joint 
imaging in patients with or suspected of having axial spondyloar-
thritis (axSpA). These recommendations are in line with current 
concepts of structured reporting (31,36), which is supported by 
most ASAS members (Appendix S1). By providing these rec-
ommendations and checklists (Appendix S2), ASAS aims to im-
prove patient care in axSpA. An example of a structured report is 
presented in the second part of Appendix S3.
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ASAS members are mostly rheumatologists and radiologists, 
and these were therefore the experts who formed the steering 
committee and task force. However, ASAS also includes some 
members from other disciplines related to chronic back pain with 
inflammatory symptoms, and their opinions, or the opinions of 
other stakeholders, may not have been thoroughly considered.

Whereas the recommendations were approved by ASAS, 
concerns among rheumatologists and radiologists in the group 
stimulated discussion. One noteworthy point was that most 
ASAS members voted for the inclusion of information on sac-
roiliitis grading according to the modified New York Criteria 
on conventional radiography (37) or fulfillment of criteria for 
ASAS positivity at MRI (38). However, the task force members 
unanimously agreed that these assessments were designed for 
classification purposes and not for the diagnostic process (39). 
Therefore, the task force decided not to give a specific recom-
mendation regarding that topic for clinical practice.

The recommendations are purposely not tailored to each im-
aging modality because future technological developments may 
influence the abilities of imaging to depict specific findings. For 
example, dual-energy CT might allow for a reliable depiction of 
bone marrow edema, which is not currently possible with con-
ventional CT (40). Future developments in imaging techniques 
might warrant future adaptations of the recommendations.

These recommendations had limitations. Whereas there are 
some studies and recommendations regarding preparing good 
radiology reports and what clinical information is essential to 
report for patients with axSpA, there is little data on how this 
information influences clinical practice, imaging interpreta-
tion, or final treatment and outcome of patients with axSpA. 
Therefore, these recommendations are expert driven and arose 
from clinical practice and preferences.

Conclusion
Assessment of SpondyloArthritis International Society has de-
veloped 10 recommendations for standardizing the communica-
tion by radiologists to referring physicians regarding imaging in 
patients with an established diagnosis or who are suspected of 
having axial spondyloarthritis (axSpA). These recommendations 
standardize the guidance regarding information that is desired in 
the report. Although these recommendations could cause more 
effort for radiologists, they inform about clinically relevant in-
formation, aiming to improve care provisions for patients with 
axSpA. These recommendations have already been presented by 
an arthritis imaging subcommittee to the executive committee of 
the European Society of Musculoskeletal Radiology, which en-
dorsed the project. The European Society of Musculoskeletal Ra-
diology has agreed to take part in disseminating this information 
among radiologists, and we aim to continue to disseminate this 
information among other radiologic and rheumatologic societies.
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