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Recently, during a sunny spring day in Chicago, several of the SAA staff and Board Members joined with the Chicago

support group folks to welcome a packed auditorium of patients, their families and friends to share information about

“life with spondyloarthritis (SpA)” and to hear what the experts had to say about the best approaches to treatment and

management. In addition, we were deeply grateful to be able to honor Dr. Muhammad Asim Khan as the first recipient

of the Greg Field Award which was made possible by the Fallowfield Family.

QUESTION:

If you do not have the radiographic proof or are
not showing any fusion and even on MRI (mag-
netic resonance imaging) is there something
such as a pre-AS condition?

ANSWER:

A pre-AS condition would require documen-
tation of those changes on MRI. For treat-

ment with TNF-blockers, the recommenda-
tion is that you have to have definite disease;
and that recommendation requires that you
have to have x-ray evidence of sacroiliac
joint inflammation. For the time being, given
that these drugs are costly, and that there are
a lot of side effects, you don’t want to
include people with diseases that are not
actually ankylosing spondylitis.

“Spondylitis is not just a pain in the back!”

w
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There is not yet a set of standards for diagno-
sis using MRI, but papers are being pub-
lished where we could probably agree that
some patients can be diagnosed as having
very early stages of the disease. However, the
“gold standard” for the diagnosis of ankylos-
ing spondylitis for the purpose of TNF-block-
er treatment is the presence of x-ray evidence
of sacroiliac joint inflammation.

QUESTION:

How can I tell if I am getting the best care
from my doctor?

ANSWER:

There are some things that a doctor can do to
improve the patient experience. From my
perspective, I believe that it is important for
the doctor to take time with the patient. This
means, no clock watching while the patient is
telling his/her “story” — and certainly, no
interrupting during the history taking. If you
let the patient speak, you will be able to make
a correct diagnosis of ankylosing spondylitis.
One of the problems with how we practice
medicine today is that we don’t allow ade-
quate time to hear the patient out. It is nice to
hear spontaneously from the patient rather
than hurrying them and nudging their
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answer. Also, every physician should ask one

specific question of every patient at the end
of “history taking” and that is, “Is there any-
thing else you want me to know”? You would
be surprised how often important aspects
come up, and then you address that concern
without being in a hurry. [ am a patient first
and a physician second. /Dr. Kahn]

QUESTION:

How can I approach my doctor with informa-
tion that I may have found from other sources,
such as from the Internet?

ANSWER:

That is a good question since much of this
current information is really new, and it takes
a while to get new information about an old
disease. Hence, patients should just say, “Well,
what do you think about this and that?”

QUESTION:
Question: Is spondylitis a rare disease or is it
more common than is generally accepted?

ANSWER:

To dispel some of the myths and misconcep-
tions about spondylitis, it is important to

2

know that it is not a disease of “older people

— everyone get it, and that also it is a very
common disease, contracted by 1:200 adults
in the United States, alone. However, it is
problematic in that so many remain undiag-
nosed. /Dr. Adams]

QUESTION:

Could you please explain to us the difference
between TNF-blockers and other drugs, for
example, Immuran, and how they each modi-
fy the immune response?

ANSWER:

TNF-blockers actually have been a very big
breakthrough because they are much more
focused and targeted on a very specific
chemical mediator, which we know to be
important in the inflammatory process for
AS as well as other diseases. Immuran © is
much more non-specific in that it does sort
of a general down regulation of the whole
system and is not nearly as specific. As you
might imagine, there are more side effects
with a drug like that. Even so, it is a good
drug, and we find it very useful for many dis-
eases, but TNF-blockers are very targeted.

QUESTION:

I would like to know about the wisdom of
using drugs during pregnancy and even

J
Dr. Elaine Adams

Dr. Muhammad
Asim Khan

“Spondylitis

is a common disease,
contracted by

1:200 people

in the U.S, alone.”

during the period prior to pregnancy where
there might be an overlap?

ANSWER:

There is a categorization that is applied to
drugs, that is a), b) and c¢). Most drugs are
what we call category c) in pregnancy. This
means that we have no controlled trials in
which we are actually studying the effects of
this drug in pregnancy. The reality is that this
is not the kind of study that we would do.
However, we can look at animal data. This
can be somewhat helpful. Most of the time
we are stuck with “natural observation.”

The TNF blockers or so-called biologics
do not cause tuberculosis (TB) or make
you get TB but if you are somebody who
has been previously exposed to TB and
have the dormant infection, like some of
us have, but don’t even know it, then

these drugs can reactivate it.

Dr. Elaine Adams
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where, for instance, there is a patient who
was not intending the consequence of preg-

nancy, who was on the drug and we follow it
along. There is growing data that these drugs
are reasonably safe during pregnancy. The
emphasis really is on “reasonably,” because
we don’t know for sure, but there is growing
evidence that there are patients before and
during pregnancy who are doing okay. All
other things aside, I have to say that it would
be safest if you can do without it. However,
as the data grows, there may be circum-
stances in which life is intolerable without it
and the risks are small enough that you can
go ahead and continue it.

(Reference Dr. Ostensen’s article, Jan/Feb
2005, in S+ which is available to members
through the online archive at
www.spondylitis.org)

The biggest group of drugs that we have histori-
cally used is called non-steroidal anti-inflamma-
tory (NSAIDs). Ibuprofen is the most common,
and is one of the oldest available over the count-
er. These drugs can reduce inflammation and
relieve pain. They are not potent enough to turn

the disease off but they do help.

Dr. Elaine Adams

QUESTION:

Could you please tell us about heart valve
inflammation and whether the rheumatologist
is checking for problems in this area?

ANSWER:

The question as it relates to AS is very specif-
ic since in AS it is the aortic valve that we are
talking about. That is the outflow valve
where the heart is pumping the blood into
the main blood vessels and into the rest of
the body. Heart problems in AS can be
detected with a stethoscope, and most of us
will listen carefully for aortic valve problems
in patients with AS since these are seen more
in the AS population than in unaffected peo-
ple. I don’t think that it is necessary for all
AS patients to have screening tests, but, that
said, your rheumatologist should listen to
your heart for this particular valve problem
and pay attention to any symptoms, includ-
ing shortness of breath. Granted, there are
many other causes of shortness of breath,
but shortness of breath or fluid retention
might raise a question about this valve. The
valve involvement is related to the duration
of the disease. In the early stages, it is very
uncommon for the heart valve to be affected,
though it can occur. Some patients may have
a “murmur” of the heart. Though not all.
With advanced disease, a person may be
short of breath. The other problem is associ-
ated with “heart block.” In those cases, one
of the symptoms will be a low pulse rate.
Some of those people will need a pacemaker
or valve replacement. It is important not to
be too worried about this problem because it
is relatively rare, but it is important for your
rheumatologist to listen to the heart to make
sure that there is not a problem. That said,
even when there is a problem, in most cases
it is very mild and does not have significant
consequences.

QUESTION:

If my children test negative for HLA-B27, does
that mean that my grandchildren will not devel-
op AS? How prevalent is the HLA-B27 gene?

ANSWER:

HLA-B27 is associated with AS, but the 90%
association that is always cited is true of
Northern European extraction, including the
Swedes and the northern part of England.
They are 90%, but in the South of France,
Spain, southern Italy, and the Mediterranean
region, the association is much weaker. So,
as part of the answer, the association
depends upon ethnicity, not just the color of
skin. Among Jews, and others, the associa-
tion is even weaker. Now, if we take
Americans of African descent as an example,
only 50% of those with AS have the gene.
Therefore, we cannot really use the gene as a
test. The point that I am making is that this is
a healthy, normal gene and that if a patient
has AS, he or she doesn’t have to be tested if
the diagnosis is obvious because, in fact, test-
ing for B27 has actually led to further delays
in diagnosis among B27 negative patients.
So, if we have the B27 gene, we do not need
to test our children because half of them,
roughly, will possess the gene, and even
though they have the gene, most of them will
never get AS. It is much better as an educat-
ed patient to know when to seek help if your
child starts getting the kinds of symptoms
that would suggest AS. Then, the gene typing
can be helpful. If you have no psoriasis, no
Crohn’s disease running in the family, no
ulcerative colitis running in the family, the
chances are that your children and grandchil-
dren will not be afflicted. In addition, it is
important to remember that once the test for
the gene has been done, there is no need to
retest since it cannot be acquired or lost, but
is something that a person has present at
birth or not.
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QUESTION:
How do TNF-blockers differ from other drugs?

ANSWER:

TNF-blockers were a very big breakthrough
because they are much more focused and tar-
geted on a very specific chemical mediator
that we know to be important in the inflam-
matory process for AS as well as other dis-
eases. In the past this wasn’t possible.

QUESTION:

With the biologics, how long should one wait
to find out if they are working if you feel that
Yyou aren’t getting any positive results?

ANSWER:

First of all, whenever a person doesn’t
respond the way you think they should, it is
important to make sure that we are on the
right track and have a correct diagnosis.
Assuming that we have the right diagnosis,
then there is the possibility that a patient
may not respond for some reason. TNF-
blockers usually work fairly quickly.
Therefore, one should know within three
months of treatment whether or not a person
is responding. If there is still evidence of
active inflammation after a given period of
treatment, [ may consider switching drugs —
for example, we might try one of the other
TNF blockers. Sometimes a person may
respond to one rather than the other. Even
though they all have a similar effect, they do
it in a slightly different way. Therefore, we
do see patients who respond to one and not
to another.

QUESTION:

Does the forward stooping position in the
upper part (neck area) of the spine mean that
fusion of the spine has already occurred?

ANSWER:

Forward stooping of the spine is a sign that
the neck is showing the result of the inflam-
mation. That said, it was interesting for the
researchers to observe during the clinical tri-
als of the TNF-blockers that some of the
patients, many of whom had 10-15 years of
documented disease, were able see improve-
ments in neck flexibility and chest expansion
as a result of taking these drugs, in addition
to an improved ability to bend forward,
backwards and sideways. It seems that part
of the limitation is a direct result of the mus-
cle pain associated with AS, which causes
muscle spasms, and because of these, there is
an inability to properly use these muscles,
which in turn causes fibrous adhesions and
so on, even before bony fusion takes place.
That is why many patients will show
improvement on the TNF-blockers.
However, if there is a totally fused spine with
no joints left, then we do not expect to see
these types of results.

QUESTION:

When are TNF-blockers prescribed to a person
with AS?

ANSWER:

TNF-blockers can potentially be prescribed
to a person with AS when a diagnosis of
active inflammation has been observed and
other medicines have been tried and failed,
such as non-steroidal anti-inflammatories
(NSAIDs). Two or more of these drugs need

€¢

t is not a disease
only of men, lots of
women out there
getit.”

to be tried over a period of three months
because people react individually to them,
which means that one might work better
than another.

)))

The SAA would like to thank Elaine Adams,
M.D., Muhammad Asim Khan, M.D., and
Perry Nicassio, Ph.D for graciously sharing
their time, experience and energy during this
program. Many thanks to our supporters in
Chicago for assisting with this program, in
particular Board Member, Ann Howat and

Support Leader, Michelle de Long.

“Our goal in 2005 is not to allow the postural changes of severe AS

to happen any more.”

www.spondylitis.org



Answers

Questions

QUESTION:

Although we know that non-steroidal anti-
inflammatory drugs (NSAIDs) can be really
good drugs for AS, what are the downsides of
these medications?

ANSWER:

The primary downside of NSAIDs is
gastrointestinal distress: 48% on NSAIDs
will have dyspepsia or irritated stomach from
their NSAIDs, and 2-3% will have serious
gastrointestinal complications, such as
internal bleeding. The COX-2 inhibitors such
as Celebrex, reduce that by half. Another
issue is the potential for long-term heart
problems. It is important to be very careful
with people who have established heart
disease or who are at high risk for heart dis-
ease because of blood pressure or cholesterol
problems. If you can get by with a lower dose,
that is probably the best way to do it. The
third possible side effect is dizziness. In addi-
tion, NSAIDs can affect the liver, although the
incidence is low. If you are taking NSAIDs on
a regular basis, you need to have your blood
checked once or twice a year.

QUESTION:

It has been my experience that every drug
stops working after a while. Is there an
explanation for that? Is there something
beyond TNF blockers? Are there other new
treatments that are in the works?

ANSWER:

You are going to see some trials on AS in the
next few years. There are chemicals in your
blood that cause inflammation. New medica-
tions are being developed to potentially
mediate these chemicals. Hence, a lot of
them are being looked at; they may do an
even better job than the TNF blockers.

It is thought that TNF blockers wear off over
time at least in part because the body forms
antibodies against the medicine. That is

why in inflammatory bowel disease when
using Remicade, patients are often put on
Methotrexate, because it helps to suppress
the formation of the antibodies. We see AS
patients who have started having break-
throughs where symptoms begin to come
back. Sometimes Methotrexate is adminis-
tered in AS, but unfortunately, it does not do
anything for the spinal disease. These issues
need further study.

QUESTION:

What are the side effects of Methotrexate?

ANSWER:

Methotrexate is an interesting drug. It is the
reason that Leukemia in children suddenly
stopped being a universally fatal disease in
the 1950s. In high doses, it is a potent anti-
cancer drug. They started using it for
Hodgkin’s disease in the 1970s, and the
people with rheumatoid arthritis (RA) along
with Hodgkin’s had their arthritis go away.
By 1985 it was shown to be very affective in
RA when given once a week and at relatively
low doses. It has also shown to work with
the peripheral arthritis of AS, although it has
not been well studied. It is a drug that can
have liver side effects, although the preva-
lence is low. It can also affect the blood
count, so we monitor that. In addition, it

can cause skin rash, mouth ulcers and hair
loss. Folic acid, a vitamin, seems to help the
hair loss issue, in some.

QUESTION:

I have heard that there is a higher risk of
cancer through use of Methotrexate.

10
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ANSWER:

I am not aware of any data in the study of
AS that has convincingly shown that. In the
study of RA there appears to be a high risk
of cancer, but there is a high risk of cancer in
RA because of lymphoma, due to chronic
stimulation of the lymph system because of
the RA itself. So, even if you are not on any
drugs at all and you have RA, your chances
of contracting lymphoma are twice that of an
unaffected person.

QUESTION:

| don’t appear to have gastric side effects or
at risk for heart disease, so would you say
the COX-2 inhibitors would be good for me?

ANSWER:

They can be good drugs for some people. It
is important to discuss all issues concerning
treatment with your medical team.

QUESTION:

My daughter is 18 and has significant dam-

age to the sacroiliac area. She has had pain

for 3-4 years. She has been on Celebrex and
everything else. Are the TNF drugs appropri-
ate for use in children and teenagers?

ANSWER:

A TNF-blocker would be necessary in this
setting if she is having continuous symp-
toms. Remember that 50% of people with AS
probably don’t require a TNF-blocker. There
are some data that show that structural
change over time is slowed down to a great
extent with the use of these drugs, according
to data from Europe, where the TNF-blockers
have been used for 5 years. If your daughter’s
disease is active, if she is having a lot of pain
and stiffness, if she has not responded to
non-steroidal anti-inflammatory drugs, if it’s
in her knee or hand, or if she took
Methotrexate or injections and didn’t get bet-
ter, then she is clearly a candidate for a TNF-
blocker. Her doctor can assess this in
conjunction with your daughter.

QUESTION:

How long can peo-
ple be on Enbrel?

ANSWER:

Are the TNF drugs appropriate
for use in children and teenagers?

Right now, the

long-term data looks

good. There is no evidence that this is a
major issue over time, but we have a lot to
learn; these drugs have only been available
since 1999.

QUESTION:

I am 63 years old, and I find that after
receiving a pacemaker in 1998 | now require
aortic valve replacement surgery due to
insufficiency. Since my slow heartbeat was
treated utilizing a pacemaker, is it the case
that my scarred aortic valve is only treatable
through replacement? Or does treatable
mean an alternative to surgery?

ANSWER:

The medical management of aortic
insufficiency is one of the more daunting
challenges to modern cardiology, as is the
decision regarding the timing of Aortic
Valve Replacement. Medical management
can help the heart compensate, but the “hard
data” from imaging and catheterization are
not as definitive in this setting.

Furthermore, since the US cardiology
community is so focused on coronary artery
disease, it is not so easy to find a cardiolo-
gist/cardiac surgeon team that is truly experi-
enced with aortic insufficiency. That’s what
you need. With such a specialist you should
do well.

QUESTION:

When | was a young man of 22 years (1964),
I slipped on ice and injured my back. The
following year | developed severe pain in my
leg. I made an appointment with an orthope-
dic doctor, and he confirmed spondylitis in
my spine. After being treated with aspirin
(12 a day) and special exercise for several
months, the symptoms disappeared.

For the next 39 years, | had absolutely no
problems with my back or legs. Each morn-
ing | would do stretching and light exercise, |
would walk 3 to 5 miles each evening during
the summer months, play golf, basketball and
swim. Then in April 2003, | tripped over a
wire and landed on my back. Immediately |
felt pain in my back, neck and shoulder.

X-rays and an MRI showed severe spondylitis
and disc degeneration. This problem got
worse as time progressed, and today | can
only walk a short distance. I have pain in my
back, legs and neck 24/7. | received epidural
injections and have currently taken pain
relievers and nonsteroidal anti-inflammatory
drugs. Any advice would be appreciated.

ANSWER:

It is likely that there is a small fracture(s)
of your syndesmophytes and/or adjacent
vertebral structure consequent to the trauma
in 4/03. The “disc disease” is probably
irrelevant. A specific bone scan called single
photon emission computerized tomography
scan (SPECT), would help to localize the
likeliest lesions and then plain films and an
MRI of the “hot” spots would be helpful.
Once the fracture(s) are defined, then options
can be discussed. Not all are surgical.

Many thanks to the SAA Medical and
Scientific Advisory Board for answering
these patient questions. If you have questions
that are of a universal nature, please email
laurie.savage@spondylitis.org. We regret that
we cannot respond individually to questions,
but selected ones will appear in these pages
in future issues.

www.spondylitis.org
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Answers

Questions

QUESTION:

My 18-year-old son, who was diagnosed with
AS when he was 10 years old, has been
receiving TNF blocker therapy infusions for
the past 3 years and doing remarkably well.
All pain and symptoms have been greatly
reduced. We are pleased that he will be
attending college in a few months, which will
require him to live in the dorm during his
freshman year. The student health services at
the University are recommending that all stu-
dents who will be living in residency halls be
vaccinated against meningococcal disease. In
order to be sure that this was a safe option for
our son, we spoke with both his pediatrician
and the physician assistant in the rheumatolo-
gist’s office. As a result of our inquiry, we now
have conflicting advice. The PA says that he
should not have the vaccine because it is a live
virus, and since he is immune compromised as
a result of his TNF therapy, this would be put
him at risk. His pediatrician disagrees. She
highly recommends the vaccine.

We are now at a loss and do not know where
to turn for advice.

ANSWER:

There are two meningococcal vaccines avail-
able in the U.S. A polysaccharide vaccine has
been available for years, and a conjugate vac-
cine (MCV4) was released this year. Neither of
these is a live vaccine. In addition, meningo-
coccus is a bacterium and not a virus. No one
is at risk of infection from either vaccine.

I am aware of no data as to whether infused
TNF therapy will blunt the response to this
vaccination, and thus, render it less effective.
However, there is no reason to think that it
would confound the vaccination in any
other fashion.

QUESTION:

I have had AS for many years, and my neck is
fused and rigid. Sometimes after eating, it
feels like the food is stuck in my neck. Can

you please tell me if this is something that |
should have my doctor investigate?

ANSWER:

This is a very concerning complaint whether
or not a person has spondylitis. It demands a
visit with a physician and probably some test-
ing to sort it out. Trouble with swallowing is a
“red flag” complaint.

QUESTION:

I have been troubled by AS and what | have
come to know as a group of related diseases
since | was 15 years old. During the past 40
years, | have been treated for AS, Crohn’s dis-
ease, iritis and the nastiest of them all, pyo-
derma gangrenosum. You will have to take my
word for it that I am not a hypochondriac! In
May 1968, as part of a stress test and physi-
cal, | was told that | have a cardiovascular
conduction abnormally called a left bundle
block. 1 believe that this is the condition
described in a past Spondylitis Plus article,
The “Heart in Spondylitis?” | never realized
until just recently that there was potentially a
connection between this and my AS. In 2001, |
started on a TNF blocker, and it has been very
successful in controlling my pain and other
symptoms since then.

My question: “The Heart in Spondylitis”
article implies that the conduction abnormality
is related to inflammation. Since | no longer
seem to have the inflammation since starting
the TNF therapy, do I still have the conduction
abnormality?

ANSWER:

No one would accuse you of hypochondriasis.
To the contrary, you have withstood the
onslaught of nearly the entire spectrum of
spondylitis with your courage intact.

Thankfully, we now have agents such as TNF
blockers to assist you. Left Bundle Branch
Block (LBBB) is not one of the conduction
defects associated with inflammation of the
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aortic root in AS. You have no need to worry
on that score. Furthermore, you probably
have no need to worry about the implications
of LBBB for your cardiac health. LBBB is a
relatively common occurrence that usually
reflects a microscopic scarring process that
reroutes conduction but does not otherwise
interfere with cardiac function. There are
exceptions that | am sure your physicians
have addressed and excluded. Hopefully,
your LBBB is just one of those things.

QUESTION:

After a series of unsuccessful treatment

protocols for my AS symptoms, | am currently
getting a great deal of relief from a combina-
tion of Tramadol and Naproxen. These drugs
are not very expensive in comparison to

others. My rheumatologist says that she finds
these drugs to be very effective for many of her
AS patients. | would like to know your opinion.

ANSWER:

Tramadol (Ultram) is one of the many non-
opioid, nonsteroidal anti-inflammatory drugs.
The general experience is that it is no more
effective than are most others of that class.
In addition, it does not spare one of the
gastrointestinal toxicities (and may be more
predisposing in that regard) and has frequent
side effects, including somnolence, headache
and confusion. Therefore, most of us shy
away from its use, particularly as a long-term
option. I never prescribe it.

However, it is an option, and there are
patients for whom it is said to be particularly
effective. | cannot fault your doctor, or
question your perception. | also cannot
support a general recommendation for the
use of this agent in the AS patient.

QUESTION:

I am a 77-year-old male. | came down

with crippling pain in my lower back and
sacroiliac areas in my early 20s, circa 1950.
| experienced a serious urinary tract
infection at the same time. My diagnosis was
rheumatoid arthritis. | was in the military

at the time and wound up in an Air Force
hospital in St. Johns, Newfoundland. | was to
be medically processed out of the service.
My doctor there wrote a research lab that |
believe was at the University of Wisconsin,
and they referred him to a Canadian doctor
that happened to be practicing in St. Johns.
Their recommendation was that this doctor

claimed a cure for rheumatoid arthritis in a
male patient within a certain age group, if
the condition was isolated to the lower spine
area. At this time, my sed. rate was elevated
and the affected area was inflamed. Upon my
first visit, the doctor proclaimed he could
cure me, in that progression would cease and
my sed. rate would normalize and inflamma-
tion would disappear. | agreed to treatment
that consisted of lying under an X-ray
machine for long periods of time. After each
treatment he took a blood sample. After the
third treatment, he proclaimed success and
declared he had cured me of rheumatoid
arthritis. My acute pain subsided within 24
hours; my sed. rate has been normal since.
However, | have had serious arthritic pain
since, increasing with age. My best relief
came with a nonsteroidal anti-inflammatory
drug that the doctor put me on when it first
came out. | have cardiovascular disease and
therefore was taken off recently. Since then, |
have had excruciating pain in my lower
spine and sacroiliac areas. As of yesterday, |
put myself back on the anti-inflammatory
since | am not able to function without it.

I have yet to get any doctor to believe this
story. My concern is whether that radiation
treatment may have done some harm to my
bones and tissues.

Five years ago, | learned through my grand-
son that | had spondylitis. He suffered the
same as | at about the same age. He went to a
rheumatologist and was diagnosed with
ankylosing spondylitis. | then asked my doctor,
and he verified mine. | suffer from iritis, and
this year my eye doctor told me many people
with spondylitis have iritis. | suffer with pain
in my feet, hands, neck and shoulders. | have
a right hand I can’t make into a fist.

I would really love to know what you think
about all of this.

ANSWER:

I am not able to comment about this
gentleman’s current circumstance. He is
describing back pain and pain elsewhere of a
quality that one would not predict 55 years
into spondyloarthritis. He should be under
the care of an experienced rheumatologist to
help sort this out.

His recall of the events in Newfoundland is
fascinating. Since he had a coincident
“serious urinary tract infection,” he may well

have presented with “Reiter’s Syndrome,”
which is one of the forms of spondyloarthri-
tis and which shares many features with
ankylosing spondylitis. | am not surprised
that the initial diagnosis was “rheumatoid
arthritis,” as there was a debate as to whether
ankylosing spondylitis was a separate entity
or a form of rheumatoid arthritis, so-called
rheumatoid spondylitis.

In mid-century there was much use of
therapeutic radiation therapy for non-
malignant diseases. Ankylosing spondylitis
was one of the diseases so treated, resulting
in what was said to be dramatic relief of low
back pain. However, the treatment entailed
exposure to high doses of radiation, higher
than the ordinary x-ray machine can deliver in
30 minutes. If he was placed in a “cobalt
machine” or the like, | would have guessed
that this gentleman’s memory would be more
vivid. It is possible that his acute presentation
subsided spontaneously, as is most often the
case for acute Reiter’s syndrome.

It is perhaps of interest to note that
epidemiologists from Oxford University
published a very important paper in the
1960s documenting that radiation exposure
to the spine of patients with ankylosing
spondylitis was associated with an important
(though not overwhelming) risk of leukemia.
Since that paper, nearly all North American
radiation oncologists have been loathe to
treat any but patients with malignancy, with
rare exception and then with only low doses.
Radiation oncologists in Europe feel some-
what less constrained.

Hopefully this response will provide this
gentleman with the information he seeks.

We thank Dr. Nortin Hadler for generously
sharing his time and expertise in answering
these patient questions.

Dear readers, we welcome your questions
for this section of Spondylitis Plus. We
would ask that questions be of a general
nature and hence of potential universal
interest to others in that regard. Answers
to the questions selected will appear in
this column and also on our website,
rather than by personal communication.
We look forward to your participation.

www.spondylitis.org



Questions

Answers

from the

Spondyloarthritis Educational Seminar
San Diego, 2005

QUESTION

Are there any recognized differences seen on
magnetic resonance imaging (MRI) when
comparing HLA-B27 positive individuals
with HLA-B27 negative individuals?

ANSWER

I am not aware of any data addressing this
question. A German research group, which is
currently studying the usefulness of MRI in
AS, is not testing study participants for B27
positivity. When we compare standard (plain)
radiographs of people with AS, both B27 pos-
itive and B27 negative individuals, we have
found no difference between the two groups.

Bruce Clark, RPT

Note: Current scientific knowledge strongly
suggests that HLA-B27 probably accounts
for about 40% of the overall risk, though
there are other genes working in concert with
B27 as a causative factor in the disease.

QUESTION

Are people with AS at greater risk for
disc lesions?

ANSWER

There is no evidence to suggest that people
with AS are at greater risk for disc lesions.
In fact, the risk most likely is less in more
advanced AS where there is fusing of the
spine and the vertebrae have grown together
following inflammation due to the AS.
People with AS can have herniated discs. If
they are not fused, then their chances of this
are about the same as unaffected persons
would be.

QUESTION

Can the newer biological treatments
(TNF-a inhibitors) help those who have long-
standing AS? Is there any chance to believe

that they can reverse our advanced condition?

ANSWER

No, we are sorry to say that the newer
treatments cannot reverse the damage of
long-standing AS. Though, if a person with
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