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Newsletter – September 2010
TheraTest News: The EL-Anti-CCP/2™ kit is on the way to your lab
TheraTest Laboratories is going to start replacing the Axis-Shield anti-CCP kits with its own anti-CCP assay in October. The new kit has several advantages over the currently used one: 1) Shorter incubations save valuable work hours for lab personnel; 2) Break-apart wells (as opposed to the current strip format) allow economical plate arrangement and optimal use of the wells; 3) Price is controlled by TheraTest, not a foreign manufacturer, and thereby it is independent of EUR/USD volatility and potential price hikes (during the past few years we have absorbed several price increases). The new TheraTest assay performs the same way as the Axis-Shield kit, regarding both cut-off value and units. 

If you are current anti-CCP kit user, you will receive detailed instructions regarding the implementation of this new test, implementation material, technical support, and all the necessary information as required by CLIA. 
Anti-CCP autoantibodies are now part of the new ACR/EULAR classification criteria for RA, and positivity represents a significant portion of the scoring system. (2010 rheumatoid arthritis classification criteria: an American College of Rheumatology/European League Against Rheumatism collaborative initiative. Arthritis Rheum. 2010;62:2569-81.).
Spotlight: SLE incidence peaks after 50 years of age 
A recent study based on the UK General Practice Research Database (GPRD) found that the peak SLE incidence occurred at age 50-54 years for females and 70-74 years for males (Somers EC, Thomas SL, Smeeth L, Schoonen WM, Hall AJ. Incidence of systemic lupus erythematosus in the United Kingdom, 1990-1999. Arthritis Rheum. 2007;57:612-8.).
Let’s examine this surprising finding in greater details.

The study covered ~ 5% of the UK population. It estimated SLE incidence during the period of 1990-1999 among persons registered with practices contributing to GPRD, representing > 33 million person-years observation. SLE incidence during the 1990s was 7.89 (95% CI: 7.46-8.81) per 100,000 for females, and 1.53 (95% CI: 1.34-1.71) per 100,000 in males. Because the large number of participants, the study was able to classify age in 5-year bands. They also included pediatric patients. They found that the peak incidence among females occurred in the 50-54 year age group with 13.38 new cases per 100,000, whereas it peaked in the 70-74 year age group in males with 4.36 new cases per 100,000. Regarding sex-specific differences, the GPRD-based study demonstrated that sex-specific incidence rates became divergent with the 15-19 year age group, and the female to male ratio started to equalize again around age 70-74 years. 

Although SLE is often considered to be a disease affecting women in their reproductive years, other groups have also reported peak incidence among women to occur around or after menopause. A previous UK study reported a peak incidence of 18.4 per 100,000 women in the 50-59 year age group (Hopkinson ND, Doherty M, Powell RJ. The prevalence and incidence of systemic lupus erythematosus in Nottingham, UK, 1989-1990. Br J Rheumatol. 1993;32:110-5.), while a Swedish study found that SLE incidence peaked at 12.5 per 100,000 women at ages 55-64 years (Jonsson H, Nived O, Sturfelt G, Silman A. Estimating the incidence of systemic lupus erythematosus in a defined population using multiple sources of retrieval. Br J Rheumatol. 1990;29:185-8.). 
The consequences of these findings are multiple. First, we have to consider SLE among differential diagnoses when an elderly patient presents with symptoms that can be attributed to osteoarthritis, other rheumatologic or simply age-dependent conditions. Second, we have to be aggressive regarding diagnostic approaches in elderly patients, and shouldn’t accept age as a simple explanation for joint pain, fatigue, anemia, kidney function problems, etc. Finally, treating elderly patients may be challenging, as they may not tolerate aggressive treatment, and are more prone to infections, a well-known side effect of biological therapies.  
What’s New in Rheumatology/Immunology?
·    Updated CDC tuberculosis testing guidelines have been published recently, providing guidance to U.S. public health officials, health-care providers, and laboratory workers for the use of FDA-approved interferon gamma (IFN-) release assays (IGRAs) in the diagnosis of M. tuberculosis infection. (Mazurek M, Jereb J, Vernon A, LoBue P, Goldberg S, Castro K; IGRA Expert Committee; Centers for Disease Control and Prevention (CDC). Updated guidelines for using Interferon Gamma Release Assays to detect Mycobacterium tuberculosis infection - United States, 2010. MMWR Recomm Rep. 2010;59(RR-5):1-25.). This assay is suitable for initial screening and regular follow-up of rheumatology patients on biological therapies. TheraTest is planning to introduce the test in its service laboratory and offer it to customers in the near future. 
·    New classification criteria for RA were developed and published by ACR and EULAR (2010 rheumatoid arthritis classification criteria: an American College of Rheumatology/European League Against Rheumatism collaborative initiative. Arthritis Rheum. 2010;62:2569-81.). Antibodies to citrullinated protein antigens (ACPAs) - including anti-CCP - became an important part of the new criteria. The new system focuses on features at earlier stages with the goal of establishing early diagnosis and instituting effective disease-suppressing therapies. 
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