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We thank Deng et al for their interest in our study (1), in which we identified MRI interosseous 

tendon inflammation (ITI) in anti-cyclic citrullinated peptide positive at risk individuals (CCP+ at-risk) 

without clinical synovitis (2). Given the MRI appearances and absence of a tendon sheath on 

histological examination, we suggested ITI is a peritendonitis rather than a tenosynovitis. ITI was 

originally described as a tenosynovitis by Rowbotham et al (3). However, in the discussion it was 

acknowledged that this may not be the correct terminology as the MRI features were not typical of 

tenosynovitis and the microstructure of the tendons had not been well described (3). Indeed, it was 

conceded that ITI may be better described as periƚĞŶĚŝŶŽƵƐ ŝŶĨůĂŵŵĂƚŝŽŶ Žƌ ͚ƉĂƌĂƚĞŶŽŶŝƚŝƐ͛ ƌĂƚŚĞƌ 

than a true tenosynovitis. The lack of a tendon sheath demonstrated in the current study certainly 

supports this assertion. 

We were interested in the view that ITI represents a fasciitis which may be considered an extra-

articular manifestation of RA, similar to rheumatoid lung or rheumatoid vasculitis (1). We agree that 

ITI, like these other features, may be viewed as an extra-articular consequence of RA autoimmunity. 

However, other extra-articular manifestations in RA are not peri-articular and have different 

associations, generally seen in the setting of longstanding joint disease with increased prevalence in 

males and smokers (4). They are also very unusual to find in at risk individuals prior to the 

development of arthritis. Instead ITI appears to frequently precede arthritis and occurs adjacent to 

the metacarpophalangeal (MCP) joints, raising important questions about its role in the 

development of RA. 

Although, to the best of our knowledge, the current study is the largest MRI study in CCP+ at-risk 

individuals, we agree larger studies should be done to confirm our findings. We also agree that ITI 

may not be specific to RA, and may be associated with mechanical factors or other conditions; we 

could not assess these factors in our study and acknowledged this in the discussion of the 

manuscript.  Deng and colleagues questioned whether the results could be gender-biased as our 

subjects were predominantly female (1). However, RA is more frequent in females, with a sex ratio 



of around 3:1. As such we aimed to describe ITI and its associations in a population representative of 

the condition of interest rather than the general population. Similarly, the mean age of the RA 

patients included in our study was between 50 and 60 years, which is representative of the RA 

demographic (5). Whether ITI is as prevalent in different age groups is an interesting question which 

could be addressed in future work. 

In describing histological findings, we followed the Histological Terminology of the Federative 

International Committee on Anatomical Terminology (2008) (6). We regret that some of the 

abbreviations were accidentally omitted from the figure legend (EPM, epimysium; MF, muscle 

fascicles and EM, endomysium).  

Finally, we agree that it would be interesting to know if peritendinous inflammation or fasciitis is a 

generalised phenomenon found at other sites in symptomatic at-risk individuals. For example, CCP+ 

at-risk individuals often present with foot pain without synovitis (7) and it is possible that extra-

capsular inflammation may be responsible. Further imaging studies would certainly be useful in this 

regard.   
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