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Number 1

* Do not test ANA sub-serology without

positive ANA and clinical suspicion of
immune-mediated disease

Negative ANA
Do Not Test Consider Testing
* Double stranded DNA * Jo-1
¢ Smith * SSA/Ro
* RNP * SSB/La
e Scl-70
¢ Centromere




Frequency of
Positive ANA
Disease Result, %
Diseases for which an ANA test is very useful for ciagnosis
SLE 95-
Systemic sclerosis (scleroderma) 60-50

Diseases for which an ANA test is somewhat useful for diagnosis
Sjogren syndrome 40-70
Idiopathic inflammatory myositis (dermatomyo-  30-80

sitis or polymyosits)

Diseases for which an ANA testis useful for monitoring or
rognosis

Juvenile chronic oligoarticular arthritis with ~ 20-50
uveits
Raynaud phenomenon 20-60

Condiion n which  posve ANA tes el i an o
part of the diagnostic criteria

nmwmn od SIE ~100
Autoimmune hepatic disease ~100
McTD ~100
Diseases for which an ANA test s not useiul in diagnosis
Rheumatoid arthri 50
Multple sclerosis 25
Idiopatic rombocytopenic pupura 10-30
30-50

525
Varies widely
s widely

Patients with silicone breast implants

Fibromyalgia

Relatives of patients with autoimmune discases
jerma)
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entry citerion

¥ absent, do ot cassiy 2 SLE
I present, poly addtve crtera
L

Additivecriteria

Occurrence of aciterion o at least one occasion s suffcent.

i need not occursimultaneously.
Ui cch ol re e ec eted tiinscomted ettt
E i

Clncal domains and.
Consitutional Antiphospholipid antibodies

Fever ‘Antcardilpin antbodles OR
Hematologic Ant 82691 antbodies OR

Leukopenia 3 | Lupus anticoagutant 2
Thiombocytopenia o [ Complement proteins

Auoimmune hemoysis 4| lowcsORlowca 3
Neuropsychitric o D owct i
Oclrium 2 [ Stespecic on

Peychosis 3 | Amcesonn oy on

Seizure s &
Non-scarring alopecia 2

Oratuiers 2

Subscute cutaneous OR disoid puz 3

Acutecutaneous lupus 6

Serosal

Pleuralorpercardia effusion s

Aecutepericardis 6

Wusculoskeletal

Jointinvolvement 6

Renal

Proteinuria >0.55/24h
Renal biopsy Clas l or V upus nephis
Rensl biopsy las Hlor Y upus nephrits 10

Totalscore:

!

Arthritis & Rheum. 2019 Sep;71(9;

400-12.
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ANA Testing

1. Only if autoimmune rheumatic disease
symptoms
— May be present in non-rheumatic diseases
—Seen in “healthy” control subjects

2. Consider ANA 1:80 as decision-making levels
— Negative <1:80
— Positive >1:80

3. Do not use titers to gauge disease activity

Arthritis & Rheum. 2019 Sep;71(9):1400-12.
Am J Clin Pathol. 2002 Feb;117(2):316-24.

*Number 2

* Do not gout out on gout: 2020 ACR guideline
for management of gout




Indications for urate-lowering therapy (ULT)

* Tophi, erosions, flares 22 annually
* Avoid in asymptomatic hyperuricemia

* Avoid in 1st flare except CKD stage >3, SU >9 mg/dl, urolithiasis
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PICO Certainty of
Recommendation question i

High
2 Moderate

3 Hgh
For 4 Moderate
recommend nitiating ULT over 1o UL
B Moderate
For patients experlencing their first lare and CKD stage 23, 5U1 >0 mg/l, or urolthiasis,we conditionally 5 Very low
recommend initiating UL,
n i 57 Hight

ISHGHRITEESmmenan Conditonally recommend
0 = populati "
+There is randomized clinical develop incident gout. However,

ULT lowers patients wh
based on the attributable risk, 24 patients would need to be treated for 3 years to prevent a single (Incident) gout flare leading to the
recommendation against nitiating ULT in this patient group.

KO = serum urate.

Arthritis Care & Research. 2020;72(6):744-760.

Recommendations for choice of initial ULT

* Allopurinol is 1t line especially in CKD stage >3

* Avoid Probenecid in CKD stage 23

PICO  Certainty of
Recommendation question __evidence

0 Moderate

7 Moderate
For probenecid, we conditionall recommend starting at a low dose (500 mg once or twice daily) with dose:
tiration over starting at a higher dose.
9 Moderate
9 Moderate
is experiencing a gout la 6 Moderate

[VE] p: re, we
‘conditionally recommend starting ULT during the gout flare over starting ULT after the gout flare has.
resolved.

[ e stuoney ecommend aganstoegoticaseasistinetherapy I G

Arthritis Care & Research. 2020;72(6):744-760.

« Start low dose ULT + concomitant anti-inflammatory prophylaxis (3-6 months)

Recommendations for all ULT patients

PICO  Certainty of

Recommendation question evidence
B Voderate
1 High
T protocol of ULT dose s Moderate
e
T topping ULT. 19 Very low
Recommendations for specific ULT
‘Ailopurinol
HUA-845801 12 Very low
can American patients, wivo have 2 higher prevalence of
E—
‘oral ULT.we: 23 Very low
Fabuxostat
S D oraRCT condtonalyracommend ! Moderte
3 et >
Uricosurics
i vryiow
Verylow

Arthritis Care & Research. 2020;72(6):744-760.




When to consider switching to a new ULT strategy

Gout flare management

For flare for whom other.

1L inhibition over PP

analgesic treatment)

For flare, treatment
‘over no adiwvant treatment.

Arthritis Care & Research. 2020;72(6):744-760.

PICO  Certaintyof
Recommendation question evidence
Taking their frst i 2% Very low
are notat SU target and/or ut flar
conditionallyrecommend switching the first XO1 to an alternate XO!
2 Moderate

Moderate
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Management of lifestyle factors

loss.

supplementation.

Management of concurrent medications

a8

PICO Certainty of
Recommendation question _evidence
For a Low
For t 2 Low
F ) Verylow
corn syrup.
For dless of 4 Verylow

For T o, regatdiess ol

We condtionall racormmend &

Sl o St s b vy
et edcaon o 0 weryow
veyiow

| Arthitis Care & Research, 2020,72(61:744:760

Management

* Indicationto start ULT:
~ Tophi, erosions, flares >2 annually
*  Avoid ULT in asymptomatic hyperuricemia
+ Avoid ULT in first gout flare except:
~  CKD stage 23, SU >9 mg/dl, urolithiasis
*  Allopurinolis 1¢t line especially in CKD stage >3

*  Targetserum uric acid <6 mg/dI

«  Concomitant anti-inflammatory prophylaxis + continue 3-6 months after achieving target

* Screen HLA-B*5801 before starting Allopurinol in Southeast Asian + African Americans

* Losartan is preferred antihypertensive agent

Clin Infect Dis. (2006) 43 (9): 1089-1134.
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Number 3

* Do not perform MRI of the peripheral joints
to routinely monitor inflammatory arthritis

Rheumatoid Arthritis

MRI Not Indicated MRI Indicated
« Diagnosis * May predict progression in
* Prognosis certain RA populations

* The 2008 American College of Rheumatology
recommendations for the use of non-biologic
and biologic disease-modifying anti-rheumatic
drugs in rheumatoid arthritis: Where the rubber
meets the road

* 2012 update of the 2008 American College of
Rheumatology recommendations for the use of
disease-modifying anti-rheumatic drugs and
biologic agents in the treatment of rheumatoid
arthritis.




2010 ACR/EULAR Diagnostic criteria for RA

Categories. Score

Pationts wh nead o ba investigaled
1) AL ledst o ot svolved weh deft Cirical synovis
(2) Pasints presenting Wi synoviis nat expiained by any ather dsease

Classificatin crera for RA (s scores of calegories A-D; defirita RA = & score of $8/10)

+ 2-10 rgo o
13 smal ks { weh or wihout Large jiet imvovornent)
« 24-10 smal joints (weh or wehout targe ot involvament)
10 joints (weh atfeast 1 smal joint invoived)

B )
« Negotie RF 80 negalie ACPA
+ Low positve RF of bow posthe ACPA
' High positie RF or high posne AGPA 3

@wn—-o

+ Normal CRP and normal ESR 0
+ Abnomal CRP o abnormal ESR 1

D) Daration of symploms
+ <Bwesks

+ 2wmeks 1

Abbreviaticas:
AcPA:
Fleutatod anerss: RF Rheuratod ice

For urther etais regarciag he above cras ete 1 rlarace

R A0 . N T, Gm ., o1 2010 Rvornano ATV Csscaton Cotora
z e

Sapsntar 2010 (), 59 2505-581
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Enter Patient 10 { for printing)

Joint Scores Tender Joints Swallen Joints

1 Measures

DAS28

=y

Recommendation

* Clinical examination is gold standard for detecting arthritis
« Ultrasound and MRI may help in detecting synovitis in difficult cases
— Greater sensitivity for synovial thickening
— Ultrasonography is more sensitive for synovitis in knees
— Limited evidence for detecting early arthritis
— MRI more sensitive than exam and radiograph for detecting early arthritis
— Synovitis, bone edema, erosions may predict radiographic progression
— Level of evidence is low
— Changes resembling synovitis or small erosions can be seen in healthy subjects

* Altogether, the expert committee thought that MRI and ultrasonography
are proi ing techniques that may become valuable in the diagnosis,
prognosis, and therapeutic monitoring of early arthritis. However, their
use is still experimental and sometimes controversial, and their merits in
routine clinical practice have yet to be defined.

Ann Rheum Dis2007;66:34-45.




Recommendation
* Monitor disease using tender and swollen joint count,
global assessments and inflammatory markers
« Arthritis activity assessed at 1-3 months intervals

* Structural damage assessed by x rays every 6-12 months
during 15t few years

* Functional assessment used to complement the disease
activity and structural damage monitoring

e Target DAS<2.4

« Intensive care based on regular monitoring of DAS
associated with better outcomes

Ann Rheum Dis2007;66:34-45.
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* Do not prescribe biologics for rheumatoid
arthritis before a trial of methotrexate (or
other conventional non-biologic DMARDs)

DMARDs

Non-Biologics (3 months trial)  Biologics

¢ Methotrexate (MTX) * High disease activity
 Sulfasalazine (SS2) * Poor prognostic features
 Plaquenil (HCQ) — Functional limitations

— Extra-articular disease
— Seropositive (RF and/or CCP)
— Bony damage/erosions

* Leflunomide
¢ Minocycline




2012 Update of the 2008 American College of Rheumatology recommendations for the use
. ptaiied e oo °

of
its in the of rthriti

Target
Low
Disease
Activity or
[Remission|

Early RA

Disease Activity”

Moderate

Features of Poor
Prognosist
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Cnmhu;al.mn OMARD | |t rp monotherapy| |75 TNE mm;; without MTX|

therapy
DMARD monoinerapy (double and triple . [Combination DMARD therapy
therapy)t (doubie and triple therapy)+

Arthriis Care & Research
Volume 64, Issue s, pages 625639, 2 APR 2012 DO 10.1002/acr 21641
I /doi/10.1 1641fuligl

Established RA

fow Disoase Acthiy
wthout
Poor Prognosist

[T momerr | [ svang |

Taget
o
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fieoreed i ot T boogie . o swich
e | I il | Pt i
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| G. Switch 10 anothe type or category of ant- TNF or non-TNF biclogc |

Recommendation

MTX is the anchor drug and has lower discontinue rates

MTX has better toxicity profile than other DMARDs

MTX is one of the first conventional DMARDs

MTX has proven efficacy on radiographic progression

MTX almost as effective as TNF blocker monotherapy in early severe arthritis
MTX + TNF blockers has greater efficacy than monotherapy

MTX + SSZ has not been shown to be superior to single drug treatment
Leflunomide and SSZ have similar clinical efficacy to MTX

Leflunomide is as effective as MTX in slowing radiographic damage

SSZ may be inferior to Leflunomide and MTX

Although formal evidence that prioritizes methotrexate as the first DMARD in early arthritis or early rheumatoid
arthritis is lacking, the expert committee recommends that treatment should be started with methotrexate (unless
contraindicated) in patients at risk of persistent or erosive disease. This recommendation is based on its clinical and
radiological efficacy in combination with the relatively beneficial safety profile, and on its beneficial properties in
treatment combinations. Leflunomide, and to a lesser extent, are the best

Ann Rheum Dis2007;66:34-45.




Jefferson’s *Number 5

* Do not avoid HLA B27 testing in the
appropriate clinical scenario

6/21/2023

Table 2. Characteristics of Inflammatory Back Pain.*

Characteristic

Age at onset, <45 yr
Duration, >3 mo

Insidious onset

Morning stiffness >30 min
Improvement with exercise
No improvement with rest

Awaking from pain, especially during second half of night, with improvement
on arising

Alternating buttock pain

* The presence of two or more of these features should arouse suspicion for in-
flammatory back pain, and the presence of four or more features can be con-
sidered diagnostic. The sensitivity of inflammatory back pain for the diagnosis
of axial spondyloarthritis is 70 to 80%. The specificity varies, depending on
the population being studied.®®

N Engl J Med 2016; 374:2563-2574

10



Features

* Enthesitis
* Dactylitis * NSAID responsive

Sterile pyuria

e Uveitis ¢ Peripheral arthritis
* Psoriasis ¢ Family history
* Nail pitting ¢ Elevated ESR

¢ Inflammatory bowel C-reactive protein

6/21/2023

Relevance of several findings for the diagnosis of axial spondyloarthritis.

LR+ according t0[9,10]  Score if test result i positive

Inflammatory type of back pain [12, 13] 31 u
Heel pain (enthesitis) 34 n
Peripheral arthritis 40 14
Dactylitis a5 15
Irtis or anterior uveitis 73 2
Psoriasis 25 9
18D (Crohn's disease or ulcerative colitis) 40 1
Positive family history of axial SpA, reactive arthitis, psoriasis, IBD or anterior uveitis 6.4 19
Good response to NSAIDs 51 16
Raised acute-phase reactants (CRP/ESR) 25 9
HLAB27 90 2
Sacriliitis showin by MRI 90 2

Definite axial SpAif sum of scores >51 (probability > 909%)

Probable axial SpA it score sum>43 (probability

Axial SpA improbable if score sum <13 (probability < 159%)

Rheumatology 2013;52:1648

| 1 1 1
oz No Negate bositive nespe

Consider other
diagnoses

Aoial
< pondyioarhritic

N EnglJ Med 2016; 374:2563-2574
van den Berg R, et al. Ann Rheum Dis 2013;72:1646-1653
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5 Things Physicians and Patients
Should Question

Don’t test ANA sub-serologies without ANA and clinical suspicion
of immune-mediated disease

Don’t gout out on gout: 2020 ACR guidelines of gout management
Don’t perform MRI of the peripheral joints to routinely monitor
inflammatory arthritis

Don’t prescribe biologics for rheumatoid arthritis before a trial of

methotrexate (or other conventional non-biologic DMARDs)

Don’t avoid HLA B27 testing in the appropriate clinical scenario
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