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Highlights  

 

 Diagnostic accuracy of  T1-weighted MRI for erosion depends on the slice thickness. 

 More erosions can be detected with a slice thickness of 2 or 3 mm than 4 or 5 mm. 

 Slice thickness of  2 or 3 mm achieves better diagnostic accuracy vs. CT for erosion. 

 

 

Abstract 

Purpose: To assess the effect of slice thickness on the diagnostic accuracy of erosion detection 

at MR T1-weighted images (T1WI) of the sacroiliac joints (SIJ) in adult patients suspected of 

sacroiliitis. 

Method: Patients aged 18-60 years with clinical suspicion of sacroiliitis were enrolled. All 

patients underwent CT and 3 Tesla MRI of the SIJs on the same day. CT at 1 mm slice thickness, 

semi-coronal spin echo T1WI sequences with four different slice thicknesses (2, 3, 4 and 5 mm) 

were obtained. For scoring erosions, each SIJ was divided into four quadrants. Presence or 

absence of erosions was scored on T1WI sequences by two independent readers blinded to other 
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data. Inter-reader agreement was assessed using κ statistics. Diagnostic accuracy of MRI for 

erosions at each slice thickness was evaluated vs. consensus CT as reference standard, using 

area under the receiver operating characteristic curve (AUC).  

Results: Fifty-three patients (23 men, 30 women, mean age, 39.0 years ± 10.2) were included. 

Inter-reader agreement for erosion score on all T1WI sequences was moderate (κ value 0.54 to 

0.60). With increasing slice thickness, both the recorded total number of erosions and sensitivity 

for erosion vs. CT decreased. The AUC were significantly higher for 2 mm and 3 mm T1WI 

than for 4 mm and 5 mm T1WI. 

Conclusions: The diagnostic accuracy of T1WI for erosion detection vs. a CT reference 

standard is affected by slice thickness. Thinner slices (2 or 3 mm) had significantly higher 

diagnostic accuracy than thicker slices (4 or 5 mm). 

 Abbreviations 

ASAS, Assessment of SpondyloArthritis international Society; AUC, Area under the ROC 

curve; axSpA, axial spondyloarthritis; CNR, contrast-to-noise ratio; NPV, negative predictive 

value; PPV, positive predictive value; ROC, receiver operating characteristic; SIJ, sacroiliac 

joint; SNR, signal-to-noise ratio; T1WI,  T1-weighted images 

 

Key words: slice thickness; magnetic resonance imaging; spondyloarthritis; erosion 

 

1. Introduction 

Axial spondyloarthritis (axSpA) is a chronic inflammatory disease that mainly affects the axial 

skeleton [1]. As sacroiliitis is a distinctive feature of axSpA [1, 2], imaging of the sacroiliac 

joints (SIJs) plays a critical role in the diagnosis of axSpA. Although not included in the 

Assessment of SpondyloArthritis international Society (ASAS) ‘positive MRI’ criteria [3], 

structural changes of the SIJs, especially erosions, have played a role in the diagnosis and 

follow-up of patients with axSpA [4-7]. It has been reported that the inclusion of erosions can 

improve the sensitivity  of disease diagnosis [5]. The presence of erosions of SIJ is highly 

specific for SpA and may enhance confidence in the classification of axSpA [4, 8-10] and help 

differentiate SpA from other diseases [11]. 

Conventional radiography has been used for assessment of structural lesions of the SIJs for 

many years [2]. Nevertheless, its low sensitivity and inter-reader reliability [2, 12, 13] make its 

use limited in detecting the disease in an early stage. CT serves as a reference standard for 

detection of erosions in sacroiliitis [14-17]. However, the radiation exposure from CT scans of 

the sacroiliac joints may increase cancer risk especially in young patients with suspected SpA 

[18, 19]. Moreover, as CT cannot detect active lesions in SpA, performing a CT scan usually 

will not change the treatment of the patient [20]. Thus CT is not recommended for general use 

in SpA.  

MRI can detect both active inflammation and structural lesions in SpA without use of ionizing 

radiation. In comparison to radiograph and CT, active inflammatory lesions including bone 

marrow edema, capsulitis, enthesitis and joint space fluid can be seen on MRI. For structural 
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lesion detection, although there are explorations of gradient echo sequences for erosion 

detection [21], a T1-weighted spin echo sequence is still the most commonly used sequence 

[22] in clinical practice and clinical studies. Previous studies focused on the reliability of T1-

weighted images (T1WI) for detecting erosions [5, 8, 12, 13], using a slice thickness of 3 or 4 

mm. However, the optimal slice thickness of T1WI for detecting erosions has not been 

discussed in literature. Erosions are sometimes small lesions, which may not be as clearly seen 

on thick slices as on thin slices. Whether different slice thickness affects the detection of 

erosions on T1WI remains unknown.  

This study aims to determine the inter-reader agreement and diagnostic accuracy for erosion 

detection on MR spin echo T1WI with different slice thicknesses (2 mm, 3 mm, 4 mm, and 5 

mm) in patients suspected of sacroiliitis, vs. CT as a reference standard. 

2. Material and methods 

2.1. Study group 

The study was approved by the local ethics committee and written informed consent was 

obtained from all patients. 

Patients aged 18-60 years, suspected of sacroiliitis clinically by a rheumatologist in a tertiary 

hospital were consecutively and prospectively invited for the study between January and 

October 2019. Pregnant patients, those with metal implants in the pelvis or any 

contraindications to MRI were excluded. All patients underwent CT and MRI scans of the SIJs 

on the same day.  

2.2 Imaging protocol 

MRI was performed on a 3.0 Tesla MRI unit (Prisma, Siemens Healthineers, Erlangen, 

Germany) with a body flexed array coil (Siemens Healthineers, Erlangen, Germany). Four 

semi-coronal spin echo T1WI sequences with different slice thicknesses (2 mm, 3 mm, 4 mm, 

5 mm) were scanned in the same orientation, which was along the long axis of the S2 vertebral 

body. All sequences were performed with a distance factor of 10% (slice gap, 0.2mm, 0.3 mm, 

0.4 mm and 0.5 mm, respectively). Scanning parameters are summarized in Table 1. 

CT examinations were performed on a dual-source spiral CT scanner (Somatom Definition 

Flash, Siemens Healthineers, Erlangen, Germany). 120-kV CT images were aquired. For 

scoring erosions, semi-coronal images (with the same orientation as the semi-coronal T1WI) 

were reconstructed with a slice thickness of 1mm and an increment of 1mm using a bone kernel 

(I50h).  

2.3. Image reading 

The MRI and and CT datasets were anonymized and exported using Syngo.via software 

(version VB20, Siemens Healthineers, Erlangen, Germany).  Images were displayed in random 

order within each exercise. Only semi-coronal images were evaluated both on CT and MRI. 

Firstly, the anonymized T1WI sequences of all patients were mixed and two readers (Reader 1, 

a junior musculoskeletal radiologist with 4 years’ experience, and Reader 2, a senior 

musculoskeletal radiologist with 15 years’ experience) independently scored the T1WI images, 
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blinded to CT and other MR images. Four weeks after all scoring on T1WI was completed, the 

same two readers scored the CT images in consensus to generate a reference standard. Both 

readers were blinded to the clinical information during scoring.   

Score for lesions  The definition for erosions was modified from the ASAS MRI working group 

[22]. In line with this definition, only T1WI was evaluated. Erosion was defined as a defect in 

subchondral bone associated with full-thickness loss of dark appearance (on MRI )/ high density 

delineation (on CT) of the subchondral cortex.  

Each SIJ was divided into four quadrants for scoring [23]. The presence (score = 1) or absence 

(score = 0) of erosions for each SIJ quadrant was scored on CT and all T1WI. For all datasets, 

in order to score for the same part of the joint, scoring started from the transitional slice defined 

as the first slice in the cartilaginous portion that has a visible portion of the ligamentous joint 

when viewed from anterior to posterior [23]. The whole anterior cartilaginous portion of the 

SIJ was scored. 

Score for diagnostic confidence  For all T1WI datasets, the diagnostic confidence of every score 

for erosions was simultaneously assessed using a four-point scale: 1= poor confidence, 2= low 

confidence, 3= moderate confidence, 4= high confidence, a scoring system similar to that used 

in previous studies [24, 25].  

2.4. Statistical analysis 

Results from the two readers were analyzed separately. Erosion scores were analyzed on the 

quadrant level, using CT results as a reference standard. All quadrants with a score of 1 were 

considered as positive quadrants. Inter-reader agreement on T1WI with different slice 

thicknesses was analyzed using percentage agreement and Cohen’s kappa [26]. A percentage 

agreement over 80% was considered acceptable [26]. κ values below 0.20 were considered to 

represent ‘slight’, 0.21-0.40 ‘fair’, 0.41-0.60 ‘moderate’, 0.61-0.80 ‘substantial’ and 0.81-1.00 

‘almost perfect’ agreement [27]. Positive rates between two readers on each T1WI sequence 

were compared using McNemar’s test.  

For each MRI slice thickness, diagnostic performance parameters for erosion vs. CT, including 

sensitivity, specificity, positive and negative predictive values (PPV, NPV) for erosion 

detection were calculated with 95% confidence intervals (CI). Receiver operating characteristic 

(ROC) curves were derived based on the combination of the lesion score and diagnostic 

confidence score. Area under ROC curves (AUCs) was calculated and compared among 

different MRI slice thicknesses. Diagnostic confidence scores were compared using Friedman’s 

test, with pairwise comparison performed by Wilcoxon signed-rank test. Correction for multiple 

comparison was not performed as we took the present study as an exploratory study [28]. 

A p value ˂ 0.05 was considered to indicate a statistically significant difference. All p values 

were calculated using a two-tailed significance level. Statistical analysis was performed using 

SPSS (Version 26.0, IBM, USA). 

3. Results 

The data flow is summarized in Fig. 1. Fifty-three patients (23 men, 30 women, mean age, 39.0 

years ± 10.2, range, 18-56 years ) were included for analysis. Two patients underwent CT scan 

6 days after MR scan without any treatment in the interval. All the other patients underwent CT 
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and MRI scans on the same day and the mean time interval was 1.7 hours ± 0.4 (range, 0.4–2.7 

hours). 

We studied 106 SIJs (424 quadrants) All quadrants were assessable on CT and T1WI. On CT, 

erosions were present on 18% (77 of 424) of quadrants in 33% patients (18 of 53, 10 men, 8 

women, mean age 35.4 years ± 11.3).  

3.1. Inter-reader agreement on T1WI with different slice thicknesses 

Inter-reader κ values are displayed in Table 2. For presence or absence of erosions, the inter-

reader agreement was moderate on all T1WI datasets. Percentage agreement was acceptable on 

all T1WI datasets ( 83%, 86%, 89% and 89% on 2, 3, 4 and 5 mm T1WI, respectively).  

3.2. Diagnostic performance 

Frequencies of erosions scored by two readers on T1WI are shown in Fig. 2. For both readers, 

the frequency of erosion detected at MRI decreased with increasing MRI slice thickness. Reader 

1 scored significantly more erosions than Reader 2 on all T1WI datasets (p = 0.001 for 3 mm 

T1WI, p < 0.001 for the other T1WI datasets). 

The diagnostic performance for erosion detection on T1WI with different slice thicknesses is 

summarized in Table 3. For both readers, the sensitivity for erosion detection decreased with 

the increase of slice thickness, with a range of 66-88% (Reader 1) and 44-77% (Reader 2). 

Notably for Reader 2, the sensitivities on 4 mm and 5 mm T1WI were poor ( 55% and 44%,  

respectively) . For Reader 1, the specificity increased when the slice thickness increased, which 

ranged from 82% to 91%. For Reader 2, specificities were high on all slice thicknesses, ranging 

from 92% to 95%. Examples of erosions on CT and T1WI datasets are displayed in Fig. 3 and 

Fig. 4. 

Overall diagnostic accuracy for erosion detection was further evaluated using ROC analysis, as 

shown in in Fig. 5 and Table 4. For both readers, the AUC for erosion detection on 2 mm and 

3 mm T1WI were higher compared to those on 4 mm and 5 mm T1WI. For Reader 2, the 

differences in AUCs between 2 mm/3 mm T1WI vs 4 mm/5 mm T1WI were all significant, 

while for Reader 1 the difference between 2 mm T1WI and 5 mm T1WI was not significant, 

with a p value close to 0.05. There was no significant difference between AUC of 2 mm T1WI 

and 3 mm T1WI for both readers. 

Diagnostic confidence scores are summarized in Fig. 6. For reader 1, no difference was found 

among the confidence scores on 2 mm, 3 mm, 4 mm and 5 mm T1WI (p=0.193 using 

Friedman’s test). For reader 2, difference was only found between 3 mm T1WI and 2 mm T1WI 

(p=.029 using Wilcoxon’s signed rank test). 

4. Discussion 

According to our study, the diagnostic performance for erosion detection on T1-weighted MRI 

vs. a CT reference standard depends on the slice thickness, in a group of patients suspected of 

sacroiliitis. With increasing MRI slice thickness, two readers both showed increasing 

specificity, decreasing sensitivity and decreasing total lesion detection. Diagnostic accuracy 

measured by AUC was significantly higher on 2 mm and 3 mm T1WI than on 4 mm and 5 mm 

T1WI. 
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To our knowledge, the effect of slice thickness on inter-reader agreement of erosion detection 

on T1WI has not been discussed in literature. Our study shows that the inter-reader agreement 

for the binary erosion scores were moderate and similar across all T1WI datasets. The κ values 

in the present study are comparable to the results in literature, which varied from 0.46 to 0.76 

for erosion detection on T1WI with a slice thickness of 3 mm or 4 mm [8, 12, 21, 29]. However, 

direct comparison of the inter-reader κ value with other studies may not be appropriate as it can 

be affected by the prevalence rate of the lesion in the study group [30], as well as the differences 

in study design and scoring methods [31]. Although a clear description of erosion definition 

was made before scoring, it is not surprising that the scoring results were different between 

readers with different of experience levels. The junior reader scored significantly more erosions 

than the senior reader. The senior reader was more conservative for scoring erosions, which 

might be because experienced readers tend to apply more strict criteria for decision making 

[32]. 

Several studies have been published on the diagnostic accuracy of erosion detection on T1WI 

using CT as a reference standard. Baraliakos et al. [16] found a quadrant-level sensitivity of 

62% and a specificity of 88% on T1WI with a slice thickness of 3 mm for erosion detection in 

109 patients with axSpA. Results from Hu et al. [33] were similar, with a sensitivity of 61 % 

and a specificity of 95% in 43 patients with SpA. Diekhoff et al. [13] evaluated the diagnostic 

accuracy for erosion detection on 3 mm T1WI in 110 patients suspected for SpA, and they 

found a sensitivity of 79% and a specificity of 93% on the patient level. In general, our results 

on 3 mm T1WI (Reader 1: sensitivity 82%, specificity 89%, Reader 2: sensitivity 65%, 

specificity 92%) confirm the diagnostic accuracy of erosion detection on T1WI in previous 

studies. The minor differences can be related to the difference in study population and the 

definition of erosion between the present study and previous studies. 

To our knowledge, no data are available regarding the effect of slice thickness of acquired 

images on erosion detection using T1WI. It is known that the size of erosions in axSpA is 

variable. Usually erosions measure a few millimeters, but erosions can be single and small. 

Even ‘definite erosions’ may be smaller than 3 mm [13]. In our study, the total amount of 

erosions detected and the AUCs of 2 or 3 mm T1WI were significantly higher than those of 4  

or 5 mm T1WI. These findings were consistent between the two readers with different levels 

of experience, indicating that erosions can be missed and diagnostic accuracy can be decreased 

with a slice thickness of 4 or 5 mm. This is likely due to increasing partial volume effect that 

comes with a thicker slice thickness. The larger slice gap with the increasing slice thickness 

may also lead to decreased detection of small erosions which may lie within the gap. The signal-

to-noise ratio (SNR) and contrast-to-noise ratio (CNR) decrease with a thinner slice thickness 

and smaller interslice gap. This might be a reason for more false positive findings and loss of 

specificity on thinner slices. However, increasing slice thickness affected sensitivity more than 

specificity. Loss of sensitivity was approximately 10% for both readers when slice thickness 

increased from 3 mm to 4 mm, while the increase of specificity was only 2% for Reader 1 and 

3% for Reader 2. Thus using a slice thickness of no more than 3 mm may be beneficial for 

erosion detection, in comparison to a slice thickness of 4 mm, which has been commonly used 

in clinical studies [8, 20, 34]. For diagnosis and monitoring of axSpA, whether clinical benefits 

can be acquired using T1WI with thinner slice thicknesses still need further study. 

This study has several limitations. Firstly, although the T1WI datasets were fully anonymized 

and randomly displayed, readers cannot be totally blinded to the slice thickness of the T1WI 

during scoring due to the different overall appearance of these slices. This is an unavoidable 
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source of possible bias. Secondly, the results were not correlated with clinical diagnosis. This 

is for two reasons: the final clinical diagnosis of some patients is still unknown; the sample size 

(n=53) is still small for a patient-level analysis. Third, CT was used as a reference standard for 

imaging of erosions. Studies showed that high resolution three dimensional MR sequence may 

detect more erosions than CT with higher interpretation confidence [17], indicating that CT 

may not be perfect as reference standard. We read CT by consensus, but recognize that there is 

some inter-observer variability in any imaging gold standard. Finally, the prevalence of erosions 

in the study population was low, leading to a wide confidence interval for the acquired 

sensitivities. 

5. Conclusions 

In conclusion, we demonstrated that detection of erosions on MR T1WI of the SIJ depends on 

the slice thickness. Erosions can be missed with a slice thickness of 4 or 5 mm. A slice thickness 

of 2 or 3 mm improves the diagnostic accuracy of erosion detection.  

 

Credit author statement 

Min Chen: Conceptualization, Data curation; Formal analysis, Methodology, Software, Validation; 

Visualization; Writing – original draft; Writing – review & editing Nele Herregods: Methodology; 

Validation; Visualization; Writing – original draft; Writing – review & editing  Jacob L. Jaremko: 

Methodology; Validation; Visualization; Writing – original draft; Writing – review & editing Philippe 

Carron: Validation; Visualization; Writing – original draft; Writing – review & editing Dirk Elewaut: 

Validation; Visualization; Writing – original draft; Writing – review & editing Filip Van den Bosch: 

Validation; Visualization; Writing – original draft; Writing – review & editing Lennart Jans: 

Conceptualization; Data curation; Formal analysis; Methodology; Project administration; Resources; 

Supervision; Validation; Visualization; Writing – original draft; Writing – review & editing 

 

Funding information 

This research did not receive any specific grant from funding agencies in the public, 

commercial, or not-for-profit sectors. 

 

Declarations of interest 

None 

 

Acknowledgements 

None 

References 

[1] J. Sieper, D. Poddubnyy, Axial spondyloarthritis, Lancet (London, England) 390(10089) (2017) 73-

84. doi:10.1016/S0140-6736(16)31591-4 

Jo
ur

na
l P

re
-p

ro
of



8 

 
[2] F.A. van Gaalen, P.A. Bakker, M. de Hooge, J.W. Schoones, D. van der Heijde, Assessment of 

sacroiliitis by radiographs and MRI: where are we now?, Curr. Opin. Rheumatol. 26(4) (2014) 384-

8.doi:10.1097/BOR.0000000000000066 

[3] J. Sieper, M. Rudwaleit, X. Baraliakos, J. Brandt, J. Braun, R. Burgos-Vargas, M. Dougados, K.G. 

Hermann, R. Landewe, W. Maksymowych, D. van der Heijde, The Assessment of SpondyloArthritis 

international Society (ASAS) handbook: a guide to assess spondyloarthritis, Ann. Rheum. Dis. 68 Suppl 

2 (2009) ii1-44.doi:10.1136/ard.2008.104018 

[4] R.G. Lambert, P.A. Bakker, D. van der Heijde, U. Weber, M. Rudwaleit, K.G. Hermann, J. Sieper, 

X. Baraliakos, A. Bennett, J. Braun, R. Burgos-Vargas, M. Dougados, S.J. Pedersen, A.G. Jurik, W.P. 

Maksymowych, H. Marzo-Ortega, M. Ostergaard, D. Poddubnyy, M. Reijnierse, F. van den Bosch, I. 

van der Horst-Bruinsma, R. Landewe, Defining active sacroiliitis on MRI for classification of axial 

spondyloarthritis: update by the ASAS MRI working group, Ann. Rheum. Dis. 75(11) (2016) 1958-

1963.doi:10.1136/annrheumdis-2015-208642 

[5] U. Weber, R.G. Lambert, M. Ostergaard, J. Hodler, S.J. Pedersen, W.P. Maksymowych, The 

diagnostic utility of magnetic resonance imaging in spondylarthritis: an international multicenter 

evaluation of one hundred eighty-seven subjects, Arthritis Rheum. 62(10) (2010) 3048-

58.doi:10.1002/art.27571 

[6] M.C. Wick, R.J. Weiss, W. Jaschke, A.S. Klauser, Erosions are the most relevant magnetic resonance 

imaging features in quantification of sacroiliac joints in ankylosing spondylitis, The Journal of 

rheumatology 37(3) (2010) 622-7.doi:10.3899/jrheum.090602 

[7] K.B. Madsen, B. Schiottz-Christensen, A.G. Jurik, Prognostic Significance of Magnetic Resonance 

Imaging Changes of the Sacroiliac Joints in Spondyloarthritis - A Followup Study, J. Rheumatol. 37(8) 

(2010) 1718-1727.doi:10.3899/jrheum.091155 

[8] U. Weber, S.J. Pedersen, M. Ostergaard, K. Rufibach, R.G. Lambert, W.P. Maksymowych, Can 

erosions on MRI of the sacroiliac joints be reliably detected in patients with ankylosing spondylitis? - 

A cross-sectional study, Arthritis Res. Ther. 14(3) (2012) R124.doi:10.1186/ar3854 

[9] U. Weber, M. Ostergaard, R.G. Lambert, S.J. Pedersen, S.M. Chan, V. Zubler, K. Rufibach, Z. Zhao, 

W.P. Maksymowych, Candidate lesion-based criteria for defining a positive sacroiliac joint MRI in two 

cohorts of patients with axial spondyloarthritis, Ann. Rheum. Dis. 74(11) (2015) 1976-

82.doi:10.1136/annrheumdis-2014-205408 

[10] L. Jans, L. Coeman, L. Van Praet, P. Carron, D. Elewaut, F. Van den Bosch, J.L. Jaremko, W. 

Huysse, K.L. Verstraete, How Sensitive and Specific Are Mri Features of Sacroiliitis for Diagnosis of 

Spondyloarthritis in Patients with Inflammatory Back Pain?, Jbr-Btr 97(4) (2014) 202-

205.doi:10.5334/jbr-btr.94 

[11] S. Seven, M. Ostergaard, L. Morsel-Carlsen, I.J. Sorensen, B. Bonde, G. Thamsborg, J.J. 

Lykkegaard, O. Hendricks, N.R. Jorgensen, S.J. Pedersen, MRI Lesions in the Sacroiliac Joints for 

Differentiation of Patients with Axial Spondyloarthritis from Postpartum Women, Patients with Disc 

Herniation, Cleaning Staff, Long Distance Runners and Healthy Persons - A Prospective Cross-sectional 

Study of 204 Participants, Arthritis & rheumatology (Hoboken, N.J.)  (2019).doi:10.1002/art.41037 

[12] D. Poddubnyy, I. Gaydukova, K.G. Hermann, I.H. Song, H. Haibel, J. Braun, J. Sieper, Magnetic 

resonance imaging compared to conventional radiographs for detection of chronic structural changes in 

sacroiliac joints in axial spondyloarthritis, The Journal of rheumatology 40(9) (2013) 1557-

65.doi:10.3899/jrheum.130141 

[13] T. Diekhoff, K.G. Hermann, J. Greese, C. Schwenke, D. Poddubnyy, B. Hamm, J. Sieper, 

Comparison of MRI with radiography for detecting structural lesions of the sacroiliac joint using CT as 

standard of reference: results from the SIMACT study, Ann. Rheum. Dis. 76(9) (2017) 1502-

1508.doi:10.1136/annrheumdis-2016-210640 

[14] P. Mandl, V. Navarro-Compan, L. Terslev, P. Aegerter, D. van der Heijde, M.A. D'Agostino, X. 

Baraliakos, S.J. Pedersen, A.G. Jurik, E. Naredo, C. Schueller-Weidekamm, U. Weber, M.C. Wick, 

P.A.C. Bakker, E. Filippucci, P.G. Conaghan, M. Rudwaleit, G. Schett, J. Sieper, S. Tarp, H. Marzo-

Ortega, M. Ostergaard, EULAR recommendations for the use of imaging in the diagnosis and 

management of spondyloarthritis in clinical practice, Ann. Rheum. Dis. 74(7) (2015) 1327-

1339.doi:10.1136/annrheumdis-2014-206971 

[15] A. Leone, V.N. Cassar-Pullicino, P. D'Aprile, M. Nasuto, G. Guglielmi, Computed Tomography 

and MR Imaging in Spondyloarthritis, Radiol. Clin. North Am. 55(5) (2017) 1009-

1021.doi:10.1016/j.rcl.2017.04.007 

Jo
ur

na
l P

re
-p

ro
of



9 

 
[16] X. Baraliakos, F. Hoffmann, X. Deng, Y. Wang, F. Huang, J. Braun, Detection of erosions in the 

sacroiliac joints of patients with axial spondyloarthritis using the magnetic resonance imaging VIBE 

technique, The Journal of rheumatology  (2019).doi:10.3899/jrheum.181304 

[17] T. Diekhoff, J. Greese, J. Sieper, D. Poddubnyy, B. Hamm, K.A. Hermann, Improved detection of 

erosions in the sacroiliac joints on MRI with volumetric interpolated breath-hold examination (VIBE): 

results from the SIMACT study, Ann. Rheum. Dis. 77(11) (2018) 1585-1589. 

doi:10.1136/annrheumdis-2018-213393 

[18] R.F. Redberg, Cancer Risks and Radiation Exposure From Computed Tomographic Scans How 

Can We Be Sure That the Benefits Outweigh the Risks?, Arch. Intern. Med. 169(22) (2009) 2049-

2050.doi:10.1001/archinternmed.2009.453 

[19] R.L. Zondervan, P.F. Hahn, C.A. Sadow, B. Liu, S.I. Lee, Body CT scanning in young adults: 

examination indications, patient outcomes, and risk of radiation-induced cancer, Radiology.267(2) 

(2013) 460-469. doi:10.1148/radiol.12121324 

[20] C.Schueller-Weidekamm, V.V. Mascarenhas, I. Sudol-Szopinska, N. Boutry, A. Plagou, A. 

Klauser, M. Wick, H. Platzgummer, L. Jans, A. Mester, F. Kainberger, G. Aström, G. Guglielmi, I. 

Eshed, Imaging and interpretation of axial spondylarthritis: the radiologist's perspective--consensus of 

the Arthritis Subcommittee of the ESSR, Semin Musculoskelet Radiol, 18(3) (2014) 265-279. 

doi:10.1055/s-0034-1375569. 

[21] R. Xie, D. Sun, J.N. Morelli, C. Yin, Y. Xiong, X. Li. Recognition of sacroiliac joint structural 

lesions: Comparison of volumetric interpolated breath-hold examination (VIBE) sequences with 

different slice thicknesses to T1-weighted turbo-echo, Eur J Radiol, 124 (2020) 108849.  

doi:10.1016/j.ejrad.2020.108849 

[22] W.P. Maksymowych, R.G. Lambert, M. Ostergaard, S.J. Pedersen, P.M. Machado, U. Weber, A.N. 

Bennett, J. Braun, R. Burgos-Vargas, M. de Hooge, A.A. Deodhar, I. Eshed, A.G. Jurik, K.A. Hermann, 

R.B. Landewe, H. Marzo-Ortega, V. Navarro-Compan, D. Poddubnyy, M. Reijnierse, M. Rudwaleit, J. 

Sieper, F.E. Van den Bosch, D. van der Heijde, I.E. van der Horst-Bruinsma, S. Wichuk, X. Baraliakos, 

MRI lesions in the sacroiliac joints of patients with spondyloarthritis: an update of definitions and 

validation by the ASAS MRI working group, Ann. Rheum. Dis.  (2019).doi:10.1136/annrheumdis-2019-

215589 

[23] W.P. Maksymowych, S. Wichuk, P. Chiowchanwisawakit, R.G. Lambert, S.J. Pedersen, 

Development and preliminary validation of the spondyloarthritis research consortium of Canada 

magnetic resonance imaging sacroiliac joint structural score, The Journal of rheumatology 42(1) (2015) 

79-86.doi:10.3899/jrheum.140519 

[24] R. Girometti, M. Del Pin, S. Pullini, L. Cereser, G. Como, M. Bazzocchi, C. Zuiani, Does diffusion-

weighted imaging add diagnostic confidence in discriminating between benign and malignant solid focal 

liver lesions?, Clin. Imaging 38(2) (2014) 136-141. doi:10.1016/j.clinimag.2013.11.007 

[25] S. Notohamiprodjo, R. Stahl, M. Braunagel, P.M. Kazmierczak, K.M. Thierfelder, K.M. Treitl, S. 

Wirth, M. Notohamiprodjo, Diagnostic accuracy of contemporary multidetector computed tomography 

(MDCT) for the detection of lumbar disc herniation, Eur. Radiol. 27(8) (2017) 3443-

3451.doi:10.1007/s00330-016-4686-7 

[26] M.L. McHugh, Interrater reliability: the kappa statistic, Biochemia medica 22(3) (2012) 276-

82.doi:10.11613/BM.2012.031 

[27] J.R. Landis, G.G. Koch, The measurement of observer agreement for categorical data, Biometrics 

33(1) (1977) 159-74. doi: 10.2307/2529310 

[28] R. Bender, S. Lange, Adjusting for multiple testing - when and how?, J. Clin. Epidemiol. 54(4) 

(2001) 343-349.doi:10.1016/S0895-4356(00)00314-0 

[29] K.B. Puhakka, A.G. Jurik, N. Egund, B. Schiottz-Christensen, K. Stengaard-Pedersen, G. van 

Overeem Hansen, J.V. Christiansen, Imaging of sacroiliitis in early seronegative spondylarthropathy. 

Assessment of abnormalities by MR in comparison with radiography and CT, Acta radiologica 

(Stockholm, Sweden : 1987) 44(2) (2003) 218-29. doi: 10.1034/j.1600-0455.2003.00034.x 

[30] F.K. Hoehler, Bias and prevalence effects on kappa viewed in terms of sensitivity and specificity, 

J. Clin. Epidemiol. 53(5) (2000) 499-503.doi:10.1016/s0895-4356(99)00174-2 

[31] M. Krohn, L.S. Braum, J. Sieper, I.H. Song, A. Weiss, J. Callhoff, C.E. Althoff, B. Hamm, K.G. 

Hermann, Erosions and fatty lesions of sacroiliac joints in patients with axial spondyloarthritis: 

evaluation of different MRI techniques and two scoring methods, The Journal of rheumatology 41(3) 

(2014) 473-80. doi:/10.3899/jrheum.130581 

Jo
ur

na
l P

re
-p

ro
of



10 

 
[32] R. Girometti, M. Del Pin, S. Pullini, L. Cereser, G. Como, M. Bazzocchi, C. Zuiani, Does diffusion-

weighted imaging add diagnostic confidence in discriminating between benign and malignant solid focal 

liver lesions?, Clin. Imaging 38(2) (2014) 136-41. doi:10.1016/j.clinimag.2013.11.007 

[33] L. Hu, Z. Huang, X. Zhang, Q. Chan, Y. Xu, G. Wang, W. Wang, The performance of MRI in 

detecting subarticular bone erosion of sacroiliac joint in patients with spondyloarthropathy: a 

comparison with X-ray and CT, Eur. J. Radiol. 83(11) (2014) 2058-64. doi:10.1016/j.ejrad.2014.08.009 

[34] P.A. Bakker, R. van den Berg, G. Lenczner, F. Thevenin, M. Reijnierse, P. Claudepierre, D. 

Wendling, M. Dougados, D. van der Heijde, Can we use structural lesions seen on MRI of the sacroiliac 

joints reliably for the classification of patients according to the ASAS axial spondyloarthritis criteria? 

Data from the DESIR cohort, Ann. Rheum. Dis. 76(2) (2017) 392-398. doi:10.1136/annrheumdis-2016-

209405 

 

 

 

Fig. 1. Inclusion of patients and CT results. AxSpA, axial spondyloarthritis. *: Two patients 

underwent CT scans 6 days after MRI without any treatment in the interval. They were not 

excluded from the study population. AxSpA, axial spondyloarthritis. 
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Fig. 2. Number (N) of erosions scored on MR T1-weighted images (T1WI) with different slice 

thicknesses by Reader 1 (A) and Reader 2 (B). Numbers within the column are the total numbers 

of positive quadrants. Comparison between slice thicknesses was made using McNemar’s test. 

p values <0.05 are highlighted in bold font.  

  

Jo
ur

na
l P

re
-p

ro
of



12 

 

 

         

 

Fig. 3. Examples of erosion detection on MR T1-weighetd images (T1WI) with different slice 

thicknesses in comparison to CT. (A) Images of a 27-year-old woman suspected of sacroiliitis: 

erosions are seen on the left sacrum on CT (arrows). Erosions were depicted only on 2 mm and 

3 mm T1WI for this quadrant. (B) Images of a 40-year-old woman suspected of having 

sacroiliitis. Erosions of the left joint (arrows) are more clearly depicted on thinner slices, 

especially on 2 mm T1WI.  
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Fig. 4.  Images of a 29-year-old man with extensive erosions detected on CT and MR T1-

weighted images (T1WI). Erosions were seen on both joints (black arrowheads on CT image 

and white arrowheads on T1WI images). Note the small cortical defect on the left sacral 

articular surface (white arrows), which is well depicted on 2 mm T1WI, less-well depicted on 

3 mm T1WI and not revealed on 4 mm and 5 mm T1WI. 
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Fig. 5. Receiver operated characteristic (ROC) curves derived from a combination of erosion 

score and diagnostic confidence score on MR T1-weighted images (T1WI). Illustration of the 

line colors: blue lines: ROCs of 2 mm T1WI, red lines: 3 mm T1WI, green lines: 4 mm T1WI, 

orange lines: 5 mm T1WI. (A) Results from Reader 1, (B) Results from Reader 2.  
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Fig. 6. Diagnostic confidence scores on T1-weighted images (T1WI) with different slice 

thicknesses by reader 1 (A) and reader 2 (B). Numbers within the column are the number of 

quadrants with different diagnostic confidence levels. 
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Table 1  Scan parameters for MR spin echo T1-weighted images (T1WI) with different slice 

thicknesses. 

  T1WI 

Slice thickness (mm) 2 3 4 5 

Gap (mm) 0.2 0.3 0.4 0.5 

Repetition time (ms) 540-926 473-867 432-715 559-715 

Echo time (ms) 10 9.9 9.9 9.9 

Flip angle (°) 137 150 149 145 

Bandwidth (±Hz) 230 230 230 230 

Matrix 269×384 269×384 269×384 269×384 

Field of view (cm) 22×22 22×22 22×22 22×22 

Number of signals aquired 2 2 2 2 
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Table 2  Inter-reader agreement for erosion evaluation on MR T1-weighted images (T1WI) 

with different slice thicknesses. 

Erosion score on T1WI with different slice thicknesses 

Total number of quadrants 424 

κ value (95% confidence interval)  

2 mm 0.54 (0.46-0.63)   

3 mm 0.58 (0.49-0.67) 

4 mm 0.60 (0.50-0.70) 

5 mm 0.58 (0.52-0.64) 
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Table 3 Diagnostic performance of MR T1-weighted images (T1WI) with different slice 

thicknesses compared to CT. 

Reader Slice thickness (mm) Sensitivity (%) Specificity (%) NPV (%) PPV (%) 

Reader 1      

 2 
88 (68/77)     

[79-94] 

82 (286/347) 

[(78-86] 

97 (286/295) 

[94-98] 

53 (68/129) 

[44-61] 

 3 
82 (63/77)     

[72-89] 

89 (307/347) 

[85-91] 

96 (307/321) 

[93-97] 

61 (63/103) 

[52-70] 

 4 
70 (54/77)     

[59-79] 

91 (315/347) 

[87-93] 

93 (315/338) 

[90-95] 

63 (54/86) 

[52-72] 

 5 
66 (51/77)     

[55-76] 

91 (317/347) 

[88-94] 

92 (317/343) 

[89-95] 

63 (51/81) 

[52-73] 

Reader 2      

 2 
77 (59/77) 

[66-85] 

93 (321/347) 

[89-95] 

95 (321/339)    

(92-97) 

69 (59/85) 

[59-78] 

 3 
65 (50/77)    

[54-75] 

92 (320/347) 

[89-95] 

92 (320/347) 

[89-95] 

65 (50/77) 

[54-75] 

 4 
55 (42/77)    

[44-65] 

95 (331/347) 

[93-97] 

90 (331/366) 

[87-93] 

72 (42/58) 

[60-82] 

 5 
44 (34/77)    

[34-55] 

95 (331/347) 

[93-97] 

89 (331/374) 

[85-91] 

68 (34/50) 

[54-79] 

Data in parentheses are nominator and denominator. Data in brackets are the 95% confidence 

intervals. NPV, negative predictive value  PPV, positive predictive value. 
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Table 4 Receiver operating characteristic (ROC) analysis and p values for pairwise comparison 

of area under the curves (AUCs)  

  Slice thickness  2 mm 3 mm 4 mm 5 mm 

Reader 1 AUC  
0.884 

(0.842-0.926) 

0.889 

(0.845-0.933) 

0.827 

(0.773-0.881) 

0.829 

(0.776-0.882) 

       

 p value 2 mm NA    

  3 mm 0.840 NA   

  4 mm 0.046 0.020 NA  

  5 mm 0.066 0.027 0.941 NA 

Reader 2 AUC  
0.885 

(0.839-0.931) 

0.858 

(0.808-0.908) 

0.775 

(0.716-0.835) 

0.775 

(0.716-0.834) 

       

 p value 2 mm NA    

  3 mm 0.365 NA   

  4 mm 0.001 0.003 NA  

  5 mm 0.001 0.007 0.994 NA 

Statistically significant p values are in bold font. AUCs are displayed with 95% confidence 

interval in parentheses. NA, not applicable. 
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