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Table 1. Functional imaging techniques. 

Method Pros  Cons Source 

99mTc-MDP bone 

scintigraphy 

 

Easily available. 

Can help define a region for 

a biopsy.  

Non-specific and low 

sensibility: 

incomplete visualization of 

deposits; not possible to 

distinguish periarticular 

amyloid deposition and 

arthropathies of different 

origins.  

Sethi 1990 

 

Floege 2001  

 

Ketteler 2001 

Gallium-67  

SPET 

 

Detection of inflammatory 

lesions. 

Helpful for differentiating 

active from inactive deposits 

and for distinguishing 

articular-periarticular lesions 

from bone lesions.  

These techniques label 

inflammatory changes and are 

not specific for amyloid-

induced arthropathy. 

Yen 2000 

 

 
Thallium-201 SPET 

SAP scintigraphy 

(123I labelled) 

 

The tracer accumulates in 

B2M amyloid deposits. 

Uncertainties about specificity 

and sensibility: low 

accumulation in hips and 

shoulders. 

Spleen frequently labelled, 

while it is usually spared by 

B2M amyloidosis. 

Tan 1999 

 

β2 m scintigraphy: 

β2m  labelled 131I 

β2m  labelled  

111In  

rh β2m labelled 

111In 

High specificity 

demonstrated by tracer 

enrichment in amyloid 

fibrils. Good correlation 

between clinical/radiological 

and scan findings. 

Elevated radiation exposure  

and 

low resolution of deposits in 

small joints.  

Not reliable in the presence of 

residual renal function. 
Schäffer  2000 

 

Ketteler 2001  

 

 

 

In comparison with 131I :  

improved image quality and 

sensitivity. reduction in 

radiation exposure. 
Not widely available. 

 
-Safe and stable protein 

source 

-Scan specificity maintained  

-Enhanced sensibility  

-Lower  radiation exposure  

FDG-PET  

Can demonstrate areas of 

amyloid deposition through 

peri-articular inflammatory 

changes. 

Widely available. 

Non-specific, does not allow 

discrimination between DRA 

and other causes of 

periarticular and articular 

inflammation. 

Kecler-Pietrzyk  

2014  

 

Piccoli 2017 

Supplementary Table 1: scintigraphic and nuclear medicine imaging methods employed for the 

detection of dialysis- related amyloidosis. 
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Supplementary Figures 

 

 

Figure S1. a) Empirical identification of the combined score. The MIS, multiplied by different factors, 

is added to the clinical amyloid score; b) Empirical identification of the combined score. 
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Variables AUC (CI) 

Clinical MIS*1.5 0.895 (0.800 - 0.955) 

Clinical MIS*2 0.896 (0.802 - 0.956) 

Clinical MIS*2.5 0.903 (0.810 - 0.960) 

Clinical MIS*3 0.904 (0.811 - 0.961) 

Variables AUC (CI) 

Clinical.MIS*2.5 0.903 (0.810 - 0.960) 

Clinical.MIS*2.6 0.904 (0.811 - 0.961) 

Clinical.MIS*2.7 0.906 (0.813 - 0.962) 

Clinical.MIS*2.8 0.904 (0.811 - 0.961) 

Clinical.MIS*2.9 0.903 (0.810 - 0.960) 

Clinical.MIS*3 0.904 (0.811 - 0.961) 
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Figure S2. Leave-one-out validation. 


