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Objective: To assess the value of coronal short-tau

inversion recovery whole-body MRI (STIR-WBMRI) for

screening osteonecrosis in patients with polymyositis

(PM)/dermatomyositis (DM).

Methods: The imaging andmedical records of 129 patients

with PM/DM who met the Bohan and Peter diagnostic

criteria were retrospectively analyzed. STIR-WBMRI was

performed in all patients. 18 patients had follow-up STIR-

WBMRI. 12 patients underwent regional knee and/or hip

MRI while 25 patients underwent radiography of the

lower extremities.

Results: STIR-WBMRI detected osteonecrosis in 15 (11.6%)

patients. 38 joints were affected (mean, 2.5 per patient;

range, 1–5 joints). Of the 38 joints affected by osteone-

crosis, 33 had no clinical symptoms. Among the

12 patients who underwent regional MRI, STIR-WBMRI

detected all 10 osteonecrotic sites seen on the regional

MRI. The location, shape and size of the osteonecrotic

lesions revealed on regional MRI were in accordance with

those displayed on STIR-WBMRI. Of the 15 patients with

osteonecrosis, 6 performed routine radiography of the

affected joints and revealed no osteonecrotic lesions.

Follow-up WBMRI detected new osteonecrosis in two

patients whose first WBMRI revealed that there was no

osteonecrosis in any skeleton.

Conclusion: In addition to displaying muscle inflammation,

STIR-WBMRI can efficiently detect early multifocal osteo-

necrosis in the whole bodies of patients with PM/DM.

Advances in knowledge: In patients with PM/DM, WBMRI

which takes 12–15 min can display muscular involvement

and detect early multisite osteonecrosis in the whole

body at the same time. Osteonecrotic lesions revealed by

WBMRI are in accordance with those displayed on

regional WBMRI.

INTRODUCTION
Polymyositis (PM) and dermatomyositis (DM) belong to
the idiopathic inflammatory myopathy group of autoim-
mune diseases characterized by symmetrical proximal
muscle weakness and inflammatory changes of skeletal
muscle.1 Conventional MRI is the best modality of imaging
to detect skeletal muscle abnormalities. Its values for di-
agnosing PM/DM, evaluating disease extent, monitoring
disease progression or regression and targeting potential
sites for biopsy have been widely recognized.2–4 On the
other hand, conventional MRI includes limited scans of the
proximal lower limb muscle girdle or scans of the proximal
upper limb girdle if the patient is symptomatic at this site.
Although the inflammation is clinically symmetric and
often involves the proximal muscle groups, muscle in-
volvement can be patchy and asymmetric, and the distal

muscles of the upper and lower limbs may be involved.5,6 A
limitation of conventional MRI is its inability to quickly
scan a large volume of muscle; therefore, only part of the
symptomatic muscles are imaged.

Reports in recent years have described the use of short-tau
inversion recovery (STIR) whole-body MRI (WBMRI) in
patients with PM/DM.5–7 STIR-WBMRI scans the entire
body in a reasonable amount of time and collects images of
the psoas, intercostal and neck muscles, which are not
collected using conventional MRI. STIR-WBMRI has the
advantage of evaluating entire body muscles as well as
subcutaneous fat tissue, thus providing a complete assess-
ment of the total inflammatory burden in patients with
PM/DM and helping the clinician choose the appropriate
treatment.
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PM/DM are potentially treatable myopathies. Corticosteroids are
not only the preferred treatment for patients with PM/DM but
also the primary cause of non-traumatic osteonecrosis.8 Osteo-
necrosis is most commonly found in the hip, followed by the
knee and shoulder.9 If untreated, 80% of patients with osteo-
necrosis will suffer articular surface collapse within a few years
of disease progression.10 Once articular surface collapse
occurs, osteoarthritis becomes inevitable and the function of
the joint will be seriously affected, which will eventually lead
to artificial joint replacement.11 Although hip replacement
is an effective approach for relieving pain and improving
hip function, its long-term performance remains un-
satisfactory.12 Joint preservation without joint replacement
depends on the diagnosis and treatment before subchondral
fracture and subchondral bone plate collapse occur. Thus,
screening early osteonecrosis in patients with PM/DM has
important clinical significance. MRI is the most sensitive
imaging tool with high specificity for detecting early osteo-
necrosis,13 whereas a STIR-WBMRI scan covers the bones of
the entire body. Thus, we propose the following hypothesis:
STIR-WBMRI can comprehensively display muscle in-
flammation and efficiently screen for early osteonecrosis in
patients with PM/DM.

The imaging and medical records of 129 patients with PM/DM
who underwent a STIR-WBMRI scan were retrospectively ana-
lyzed in this study. The objective was to assess the value of STIR-
WBMRI for screening early osteonecrosis. To our knowledge,
there is only one individual case report in the literature on the
use of STIR-WBMRI to diagnose osteonecrosis in a patient with
PM/DM.14

METHODS AND MATERIALS
Study population
The following were the inclusion criteria: (1) clinically diagnosed
with PM/DM; (2) received muscle biopsy; (3) underwent a
WBMRI examination; and (4) willingness to participate in the
study. The study was approved by China-Japan friendship
hospital ethics committee, and all patients signed the informed
consent form. In our hospital, patients who were suspected to
have PM/DM and who had no contraindications of the MRI
examination routine underwent WBMRI. From August 2013 to
April 2015, 165 patients underwent WBMRI. Of them,
129 patients met the inclusion criteria and were enrolled in this
study, including 30 with PM and 99 with DM. There were
42 males and 87 females with a mean age of 43.3 6 15.3 years
(range, 12–86 years). The mean interval from the PM/DM
symptom onset to the time of the first WBMRI examination was
30.8 6 47.9 months (range, 10 days to 19 years). Of the
129 patients, 66 were newly diagnosed with PM/DM and 63 were
previously diagnosed with PM/DM. 13 of the 66 newly diagnosed
patients and all 63 of the previously diagnosed patients had
a history of corticosteroid use before the first WBMRI examina-
tion. In addition, 12 patients underwent regional knee or hip MRI
and 25 patients underwent radiography of the lower extremities
within 1 week of the WBMRI examination.

MRI examination
All patients underwent a whole-body coronal MRI scan using
a Philips-Ingenia 3.0-T MRI machine (Philips Medical Systems,
Best, Netherlands) which employs an orthogonal body coil and
an automatic moving bed technology. 18 patients underwent
WBMRI twice or more. The time interval between the first and

Figure 1. Osteonecrosis of the bilateral femoral heads in a 50-year-old female with dermatomyositis. (a–e) Short-tau inversion

recovery whole-body MRI (STIR-WBMRI) (a), the hip area of coronal STIR-WBMRI (b), corresponding regional hip MR T2 weighted

spectral pre-saturation inversion recovery (T2W SPIR) (c), T1 weighted (T1W) images (d) and anteroposterior radiograph (e). The

necrotic region (white arrows) is surrounded by a distinct high-intensity rim on STIR-WBMRI, T2W SPIR and is surrounded by a low-

signal band on T1W. A high degree of consistency was demonstrated between STIR-WBMRI and regional hip MR on necrotic lesion

size, shape and position. Radiography did not detect the osteonecrosis shown on STIR-WBMRI.
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second WBMRI was 3–6 months. The WBMRI coronal scan used
the STIR sequence with a repetition time (TR) of 3996 ms, echo
time (TE) of 70 ms, inversion time of 230 ms, echo-train length of
53, field of view (FOV) of 512 3 320 mm, slice thickness of 7
mm, interslice spacing of 0.7 mm and slice number of 20. A
coronal head-to-toe scan was performed in six consecutive seg-
ments, and the breath-holding technique was applied in the chest
and abdominal scan. The scanning time for each segment was
17.8 s. Coronal WBMRI using STIR sequence took a total of
10–12min, which included the time taken to position the image,
move the bed, shimming etc. After the coronal scan was complete,
the built-in Mobi View™ software (Philips Healthcare, Best,
Netherland) was used to integrate the six segmental images into
coronal whole-body images (Figure 1a).

12 patients underwent regional knee and/or hip MRI using the
same MRI machine within 1 week of the WBMRI examination.
For the hips, coronal and sagittal T1 weighted (T1W) and T2
weighted spectral pre-saturation inversion recovery (T2W SPIR)
sequences and an axial T2W SPIR sequence were obtained. For
the knees, coronal and sagittal T1W and T2W SPIR sequences
were used. The T1W sequences were obtained using a TR of
543ms and TE of 10ms, whereas the T2W SPIR sequences were
obtained using a shortest TR and TE of 60ms. For the hips,
a slice thickness of 3mm, interslice spacing of 0.3mm, FOV of
3503 350mm and slice number of 22 were used. For the knees,
a slice thickness of 4mm, interslice spacing of 0.5mm, FOV of
2003 200mm and slice number of 24 were used.

Image analysis
Osteonecrosis was defined as circumscribed lesions with a distinct
rim of high signal intensity in the normally low-intensity marrow
on STIR-WBMRI, T2W SPIR images (Figures 1b,c and 2) and
circumscribed lesions with a distinctly low-intensity rim in the
normally high-intensity marrow on T1W images (Figure 1d).15,16

Two experienced radiologists blinded to the patients’ clinical
manifestations and medical history independently judged whether
osteonecrosis could be diagnosed on STIR-WBMRI, regional
MRI and radiographs. Disagreements were adjudicated by a
third radiologist with more than 20 years of experience in
musculoskeletal imaging diagnosis. To avoid mutual interfer-
ence on osteonecrotic diagnosis, the STIR-WBMRI, regional
MRI and radiographs were analyzed on different days, and the
observers were blinded to other imaging data from the same
patients. The kappa test was used to evaluate the agreement
between the two observers regarding the diagnosis of osteo-
necrosis on STIR-WBMRI.

The presence or absence of articular surface collapse was
observed in all cases of osteonecrosis. Osteonecrotic lesions
in the knee area were classified on the basis of whether the
medial, lateral femoral condyle and the medial, lateral tibial
condyle were involved. Additional characteristics of the
lesions located in the medial, lateral femoral condyle and the
medial, lateral tibial condyle included certain percentage
(,25%, 25–50%, or .50%) of the articular surface was in-
volved. Osteonecrotic lesions affecting the proximal femur
were categorized according to the method of Sugano et al,17

which included an analysis of the osteonecrotic lesion

Figure 2. Osteonecrosis of the bilateral femoral heads in a 43-

year-old male with dermatomyositis. A distinct high-intensity rim

(white arrows) in the normally low-intensity marrow surrounds

the osteonecrotic lesions at the bilateral femoral heads.
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affecting the proportion of the weight-bearing volume of the
proximal femoral epiphysis.

RESULTS
STIR-WBMRI detected osteonecrosis in 15 (11.6%) patients.
Among them, 3 patients were newly diagnosed with PM/DM,
and 12 patients were previously diagnosed with PM/DM. The
lesion involved the hip or knee in all 15 patients with osteo-
necrosis, and osteonecrosis involved the hip and knee in
3 patients. All patients with osteonecrosis had a history of using
corticosteroid before the WBMRI examination. Until the di-
agnosis by WBMRI, the total dose of steroid ranged from 3100
to 18,950mg prednisolone or its equivalent (mean 6354mg) and
the duration of steroid treatment ranged from 1 month to
84 months (mean 23.5 months). A total of 38 joints were af-
fected (mean, 2.5 per patient; range, 1–5) (Table 1). The hip
joint was the one most often involved (Figures 1a and 2), fol-
lowed by the knee (Figures 3, 4b and 5), ankle (Figure 3) and
shoulder. Osteonecrotic lesions were detected in both calcanei in
one patient who had osteonecrosis of the bilateral knee joints
(Figure 4d). 33 of the 38 joints with osteonecrosis had no related
clinical symptoms. Among the 38 joints with osteonecrosis, only
1 hip joint showed articular surface collapse.

Among the 19 hips with osteonecrosis, the osteonecrotic lesion
affecting the proportion of the weight-bearing volume of the
femoral head is shown in Table 2. Among the 13 knees with
osteonecrosis, the range of lesion locations is shown in Table 3.
Lesions affecting .50% of the articular surface were present in
three cases of distal femoral osteonecrosis and two cases of
proximal tibial osteonecrosis.

Among the 12 patients who underwent regional MRI, STIR-
WBMRI detected all 10 osteonecrotic sites seen on the regional
MRI scan. Lesion location, shape and size on regional MRI were
comparable to those on STIR-WBMRI (Figure 1). Among the
15 patients with osteonecrosis, routine radiographs of the af-
fected joints were performed in 6 patients (14 joints), and no
osteonecrotic lesion was detected on radiographs (Figures 1e
and 4c).

Of the 18 patients who underwent follow-up WBMRI, the
follow-up WBMRI detected new osteonecrosis in 2 patients
whose first WBMRI did not reveal osteonecrosis (Figures 4a,b).
The follow-up STIR-WBMRI revealed that the number, shape
and size of the osteonecrotic lesion did not change in all five
patients whose first STIR-WBMRI displayed osteonecrosis.

Table 1. The distribution of 38 joints affected by osteonecrosis
in 15 patients with polymyositis (PM)/dermatomyositis (DM)

Patients
Number of joints/number of patients

Hip Knee Ankle Shoulder

PM 6/3 3/2 1/1 0/0

DM 13/8 10/5 2/1 3/2

Total 19/11 13/7 3/2 3/2

Figure 3. Coronal short-tau inversion recovery whole-body MRI

displaying osteonecrosis (white arrows) involving the bilateral

distal femurs, proximal tibia and right distal tibia in a 40-year-

old female with polymyositis.
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The two observers had excellent consistency in determining
whether osteonecrosis was present on STIR-WBMRI (kappa
5 0.963).

DISCUSSION
Osteonecrosis is a process that occurs due to insufficient blood
supply to the subchondral bone that leads to bone cell death.
Corticosteroid treatment is a common aetiological factor of
osteonecrosis. Corticosteroid-associated osteonecrosis has been
observed in various diseases including systemic lupus, rheu-
matoid arthritis, asthma, inflammatory bowel diseases and or-
gan transplantation. Osteonecrosis was described in various
series in 5–25% of patients taking corticosteroids.18

The preferred therapy for PM/DM is corticosteroid. Thus,
screening patients with PM/DM for early osteonecrosis has
important clinical significance. Conventional regional MRI is the

most sensitive imaging method for the diagnosis of early
osteonecrosis. It can identify early osteonecrosis that is invisible
on radiographs and CT scans.19,20 However, the early stage of
osteonecrosis generally lacks clinical symptoms, and steroid-
induced osteonecrosis always occurs simultaneously in multiple
body sites.21 Regional MRI examinations can image only a single
site at a time, therefore multiple regional MRI examinations are
required to capture all lesions. STIR-WBMRI is a sensitive,
a non-invasive and an efficient imaging method. Previous
studies have shown that STIR-WBMRI can provide a compre-
hensive assessment of muscular involvement in patients with
PM/DM.5–7 This study revealed that STIR-WBMRI could ac-
curately display multisite osteonecrosis regardless of its location
in the long bones of the lower and upper limbs and the small
bones of the feet. STIR-WBMRI is able to screen for osteone-
crosis of the entire skeleton within 12–15min, comparing with
conventional regional MRI, which requires 15–20min per joint.

Figure 4. Osteonecrosis of the bilateral knees and calcanei in a 55-year-old female with dermatomyositis. (a) The knee area of the

coronal short-tau inversion recovery whole-body MRI (STIR-WBMRI) before treatment, (b–d) the knee area of the coronal STIR-

WBMRI (b), anteroposterior radiograph of the bilateral knees (c) and the ankle area of the coronal STIR-WBMRI images (d) after

6 months of treatment with corticosteroids. The first STIR-WBMRI did not show osteonecrosis in bilateral knees before treatment

(a). After 6 months of treatment with corticosteroids, STIR-WBMRI displayed osteonecrosis, but radiography did not show

osteonecrosis. Meanwhile, osteonecrotic lesions in both calcanei were displayed on STIR-WBMRI.
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Osteonecrosis is a potentially disabling disease. Once MRI detects
osteonecrosis, appropriate treatments should be taken into ac-
count. Conservative management of osteonecrosis includes rest
and reduction of weight-bearing. Minimize glucocorticoid dosage
as much as possible. During the early stage, an appropriate in-
tervention can prevent or delay progression of the disease. Joint-
preserving surgery should be a choice of treatment for young
patients.22 Articular surface collapse is the tipping point of disease
progression. Once it occurs, lesions enter the irreversible late
stage. Being able to accurately predict the risk of articular
surface collapse is critical to the selection of appropriate
treatment and improvement of prognosis. Studies have found
that the osteonecrotic lesion size and location are crucial fac-
tors of articular surface collapse and are best assessed by re-
gional MRI.23,24 In this study, STIR-WBMRI detected all
osteonecrotic sites seen on regional MRI, and the locations,
shapes and sizes of all sites detected on STIR-WBMRI were
comparable to those shown on regional MRI. Our study
findings suggest that STIR-WBMRI can confirm osteonecrosis
in sufficient detail, help predict the eventual osteonecrotic
outcome and select appropriate treatments.

There have been a few reports in recent years on the application
of STIR-WBMRI in patients with DM/PM, but the number of
cases was relatively small (the largest being 41 patients), and the
studies examined the performance of STIR-WBMRI for dis-
playing muscle and subcutaneous tissue inflammation.5–7 Here,
we performed a large case series of 129 patients to assess the
value of STIR-WBMRI for screening early osteonecrosis in
patients with PM/DM. Although STIR-WBMRI has been used to
detect osteonecrosis in various paediatric disorders such as
leukaemia21 and juvenile lupus,25 there was only one individual
case report in the literature on the use of STIR-WBMRI to
screen for osteonecrosis in patients with PM/DM.14

The present study has a few limitations. First, it was a single-centre
retrospective study. Second, several studies have confirmed the
value of STIR-WBMRI for detecting muscle inflammation.5–7 The
purpose of this study was to evaluate whether STIR-WBMRI can
simultaneously display muscle changes and screen for osteonecrosis

Figure 5. A 24-year-old female patient with dermatomyositis,

displaying inflammatory muscular oedema, and osteonecrosis

in both knees. Coronal short-tau inversion recovery whole-

body MRI (STIR-WBMRI) showed significantly increased mus-

cle signal at both the shoulders, thighs and legs (black arrows),

suggesting the presence of inflammatory oedema. Meanwhile,

coronal STIR-WBMRI displayed osteonecrosis involving the

bilateral distal femurs and proximal tibia (white arrows).

Table 2. The extent of necrotic lesions in 19 hips

Extent

The proportion of involvement of
the weight-bearing area Total

,1/3 1/3–2/3 .2/3

Number 2 4 13 19

Table 3. The location of necrotic lesions in 13 knees

Location
Simple
distal
femur

Simple
proximal
tibia

Distal
femur
and

proximal
tibia

Total

Number 0 1 12 13
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in patients with PM/DM. Patients who were newly and previously
diagnosed with PM/DM were included. Most patients who were
newly diagnosed with PM/DM had not used corticosteroids before
the STIR-WBMRI examination. Therefore, the number of steroid
therapy-related osteonecrosis (15/129) might be underestimated.
Third, we used only STIR-WBMRI and regional MRI to diagnose
osteonecrosis since bone biopsies were considered invasive and
impractical for multisite osteonecrosis. We used a MRI definition of
osteonecrosis that is characterized by the presence of the classic
band sign and has been validated by histological correlation.20

CONCLUSION
This study demonstrated that a relatively large proportion of
patients with PM/DM who were treated with steroids developed
multifocal osteonecrosis. Osteonecrosis is most commonly
found in the hip, followed by the knee and the shoulder. STIR-
WBMRI is a sensitive, a non-invasive and an efficient imaging
method. It can not only comprehensively display muscle in-
flammation but also efficiently screen for early multifocal
osteonecrosis (Figure 5), evaluate disease extent and monitor
disease progression.
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