
FIGURE 2
Annual review of patients with rheumatoid arthritis
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conditions such as gout, calcium
pyrophosphate deposition disease
(CPPD, previously called pseudogout),
and osteoarthritis are common.

Autoantibodies
RhF has a relatively low specificity and
can be found at low titre levels in other
autoimmune rheumatological
conditions (such as systemic lupus
erythematosus, Sjögren’s syndrome),
infective disorders (tuberculosis,
hepatitis, bacterial endocarditis), 
non-autoimmune conditions
(osteoarthritis), and malignancies. 

RhF can also be found in healthy
individuals, in up to 15-20% of the
general population, and the prevalence
increases with age. A positive RhF
does not equate to a diagnosis of RA.

Anti-CCP antibodies are much more
specific for RA with a specificity of 
95-98% and sensitivity of 70-80%,
particularly at high titres (> 3 times the
upper limit of normal).4

The presence and titre of RhF and
anti-CCP antibodies correlate with

more progressive, erosive joint 
disease, and with development of
extra-articular manifestations.5

Individuals with positive
autoimmune serology for RhF and/or
anti-CCP antibodies may present with
symptoms of arthralgia without
synovitis for months to years before
the onset of RA. These individuals are
considered at higher risk of developing
RA compared with the general
population. 

High BMI, smoking and the presence
of the periodontal bacterium
Porphyromonas gingivalis have been
shown to maintain high levels of specific
autoantibodies in the blood stream
hence current recommendations
include weight optimisation, smoking
cessation and good dental hygiene,
including regular flossing.

In these predisposed individuals, the
risks and potential benefits of using
disease modifying antirheumatic drugs
(DMARDs) need to be weighed
carefully. Generally monitoring and
lifestyle advice is all that is required
until the onset of synovitis. 

Plain radiographs of the hands and
feet are unlikely to reveal evidence of
erosions early in the disease, but can
be useful in ruling out other diagnoses
such as polyarticular CPPD, and
inflammatory/erosive osteoarthritis,
particularly in the elderly population.

REFERRAL 
Early referral of patients with
suspected synovitis to specialist care,
via the rapid access early inflammatory
arthritis clinic, results in significant
improvements in long-term outcomes
for these patients. Hence it is important
to consider early referral for individuals
with suspected synovitis, particularly if
this is affecting small joints. However, 
if there is no rapid access clinic
available locally then GPs should make
it clear in their referral letter that they
are referring a patient with suspected
inflammatory arthritis so that the
patient can be appropriately triaged.

Routine blood tests, along with 
a basic autoimmune screen 
(ANA, RhF, anti-CCP antibodies) and
plain radiographs are valuable in
supporting the diagnosis, and excluding
other possible causes of joint pain 
and swelling.

Table 1

2010 ACR/EULAR diagnostic criteria for rheumatoid
arthritis*

A Joint involvement
1 large joint
2-10 large joints
1-3 small joints
4-10 small joints
> 10 joints (including at least 1 small joint)

B Serology
Negative RhF and anti-CCP
Low-positive RhF or anti-CCP
High-positive RhF or anti-CCP

C Acute phase reactants
Normal CRP and normal ESR
Abnormal ESR or abnormal CRP

D Duration of symptoms
Less than 6 weeks
More than 6 weeks

*To be applied to patients who have at least 1 swollen joint not
attributable to another disease. A score ≥ 6 points is required for
classification as definite rheumatoid arthritis
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