Rneumatology News

Voru. 7, No. 8

ASK T

www.rheu matologynews.com

The Leading Independent Newspaper for the Rheumatologise

W2

EXPER

REPRINTED FROM AUGUST 2008

Adding Extremity MRI to Your Practice

7 xeremity MRI is poised to become an important
—tool in the management of inflammatory arthritis.
That was the message from the inaugural meeting of
the International Sodety of Extremity MRI in Rheuma-
tology (ISEMIR).
Studies have shown that low-field

according to the presentation of the patient is impor-
tant, as it enables more individualized care. The smaller
machines are mone comfortable, and claustrophobia is
not an issue because only the extremity is being
scanned. Given the design of the machines, parients
with rheumatoid arthritis are not re-

dedicated extremity MRI (eMRI) is wse-
ful in assessing early rheumaroid arthri-
s, predicting erosive damage, and
monitoring the effectiveness of drug
rreatment—findings that led Dr. Nor
man B. Gaylis to predict that in-office
eMRI services will eventually become
commaonplace. "It is going to happen
because the technology is too imponant
for it not to,” said Dr. Gaylis, a theuma-
tologist in private practice in Aventura,
Fla., and vice president of the ISEMIR.
“Just like bone density scanning and
methotrexate were around for yvears be-
fore they were widely accepted. eMRI is here and is
beeing used successfully and will eventually be standand
in the management of RA"

In this month's column, Dr. Gaylis discusses the clin-
ical and practical benefits of bringing eMR] services
ingo the theumarology practice.

Rheumatology News: For rheumatologists consider-
ing adding eMR] to their practices, whart are some con-
siderations?

Dr. Gaylis: One consideration is space. The ¢MRI ma-
chines are obviously much smaller than standard full-
body MRI scanners, so they normally only require one
normal-size or slightly bigger exam rmoom. In most
cases, especially for low-field eMRI, there is no need for
a special lead wall, but you do want to have a relatively
noiseless environment, because the magneric waves can
be affected by noise. You wouldn't want to place the
machine in a room next to an office with high-fre-
quency equipment, for example.

In terms of practice considerations, it's important to
develop a good working relationship with a radiologist
certified in musculoskeletal radiology to whom you can
digitally send the scans to be read, which is now very
easy to do. It doesn't make sense for rheumarologists
to try to read the scans themselves—doing so would
take away time from patients, It's much more efficient
to rely on trained radiologists for this,

RMN: Whart are the advantages—co the patient and the
practice—of in-office eMRI?

Dir. Gaylis: One of the primary advantages to patients
is the added convenience of being able to have the scans
done in the office and not at an outpatient center or

hospital. Also, the standardization of the type of MRI

quired to maintain uncomfortable posi-
tions. With the smaller machines, the
scan time is much shorter as well, ata
maximum of 40 minutes per extremicy
In terms of practice advantages,
rheumatologists can ger the specific
kind of information from the eMRI that
will enable them o adjust the therapy
to the needs of the patient, The early di-
agnostic capabilities and the ability to
measure structural changes or aggres-
sive RA before damage would manifest
on x-ray—which could be up to a vear
after the damage process begins—allow
rreatment decsions to be made cady. For example, the
decision might be made to choose a biologic over and
above a disease-modifying antirheumarie drug by virue
of seeing the presence of structural changes occurring,
It allows us 1o see whether a patient should move 1o a
biologic or whether the DMARD is doing its job, po-
tentially saving the patient and the payer the cost of a
biologic, and the adverse effects,
RMN: What are some of the implementation challenges?
Dr. Gaylis: In addition to finding the space for the ma-
chineg, it's important to research which machine you
want, There are a few available, so rheumarologists
st determine what fits their practices, negotiare a
price, make sure it will fit the room, and so forth. Onee
you start using it, you find you become dependent on
it to certain extent, because you know the findings are
much more sensitive than anything clinically or sero-
logically. In the same way that cardiologists have be-
come dependent, in a good way, on echocandiograms
to make therapeutic decisions, rheumarologists with
access to eMRI become dependent on ir.

RMN: In terms of accreditation and addional rraining,
what is required?
Dr. Gaylis: A number of insurance companies have
started requesting cerification by a recognizable body
that has been deemed appropriate, such as the Amer-
can College of Radiology or the Intersocieral Commis-
sion for the Acereditation of Magnetic Resonance
Laboratories. This is good, as it raises the quality of
whit is expected from eMRI and can defer criticism of
study quality. It will enhance the field of eMRI by virmue
of creating a high standard, and ulimately reimburse-
ment will be tied 1o it.

With respect to training, ideally. you will have a tech-

T1 (left) and STIR (right) images show
bone marrow edema throughout the
carpal bones and synovitis in the carpus.

nician with some MRI background. That is not yet
mandared, Accreditation does require that the person
doing the procedure has significant CMEs and experi-
ence in the use of MR

RMN: How does the eMRI data compare with other im-
aging modalities?

Dr. Gaylis: Compared with x-ray and ultrasound, eMRI
offers more information and detail with respect ta ero-
sions and bone edema. Ultrasound is obviously more
economical, but it is limited in terms of the information
it can provide. Both ultrasound and MRI ane better than
standard x-ray. In terms of eardy diagnosis and measure
treatment impact, eMRI stands alone. Ultimately, [re-
liance on eMRI findings] may redefine the concept of
remission in BA.

BMN: When is eMR] inappropriate?

D, Gaylis: Obwiously, eMRI cannot be used for any-
thing beyond the extremity. And because it is less sensi-
tive than the large magnet, it does not provide the same
level of detail as standard MRI, but it's more than suffi-
cient for RA. In rheumatology, we do not need the same
level of detail that a neurologist might need when im-
aging the spinal cord or the brain. We need it to detect
erosions and bone marrow edema, and eMRI is rwice
as sensitive as standand radiography for that. n

Dr. Garus is @ wiuntary clinical associate professor at the
University of Miami. He is president and managing
partner of Arthritis and Rhewmatic Disease Specialties in
Avennera, Fla, It addition to mtembership on the ISEMIR
board aof directors, ke is an editorial advisor to
Rhenmatology News.

By Driama Mahoney, New England Bureau

Raprinted with permissions from the August 2008 issue of Rheumatology News. Copyright 2011, All rights reserved.
For more information on the use of this content, contact Wright's Media at 877-652-5295.

Momward B, GayoesiDe,

IRAGER CoRTESY DR

STEVEN MNEEDELL



