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TheraTest News: The EL-Anti-TPO (microsomal) and anti-thyroglobulin, available for your lab
For about 17% of patients referred to rheumatologists for a positive ANA screening tests, the only explanation is the presence of thyroid autoimmunity. Therefore, as part of the serological evaluation, it makes sense to test for anti-TPO and anti-thyroglobulin, particularly when there is no other good explanation for the positive result. TheraTest kits for these two autoantibodies will be available in October 2011. Call to schedule implementation.  The tests are designed to be run either in screening mode (positive/negative) of to measure the levels in international units on a standard curve, your choice. 
Spotlight: looking for RA and SLE in the elderly? 
Considering RA and SLE in elderly patients with multiple “non-specific” complaints?  In a presentation at this year Annual European Congress of Rheumatology, Eriksson presented data from Karolinska Institute in Sweden regarding the annual incidence of RA as a function of age. The highest incidence in both men and women was in the 70-79 age group, 60 and 86 cases/ 100,000 per year. In the same study the numbers were 13 and 38, respectively, for the 40-49 group. Even in the group of >80 year old people the incidence was higher than in those in the 40-49 age group. In addition, the F/M ratio gets progressively smaller with advancing age. (http://www.rheumatologynews.com , August 2011, page 23)
The RA study is reminiscent of the study on the incidence of SLE in UK:  the peak SLE incidence occurred at age 50-54 years for women and 70-74 years for men (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.). 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 in RA and SLE are multiple. First, we have to consider SLE or RA (and possible other systemic autoimmune diseases) among differential diagnoses when an elderly patient presents with symptoms that can be attributed to osteoarthritis or other rheumatologic syndromes. Second, we shouldn’t accept age as simple explanation for joint pain, fatigue, anemia, poor kidney function, etc. Finally, treating of elderly patients may be challenging, as they may not tolerate aggressive treatment and are more prone to infections.  
What’s New in Rheumatology/Immunology Diagnostic Tests?
·    Some raise questions on the new classification criteria for RA that were developed 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.). One study looked at the possibility of including too many patients who may have self limiting disease. The study was presented at the 2011 Annual Meeting of the British Society for Rheumatology. http://www.rheumatologynews.com/ August, 2011, page 2).  Almost twice as many patients with early synovitis were identified by the new criteria as having RA compared to the 1987 ACR criteria. However, it appears that after 18 months of treatment about 28% were no longer identified as having RA. 
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. The combined measurement of anti-CCP and rheumatoid factor isotypes (IgM, IgG and IgA), as we proposed, may provide an additional dimension of reliability in the process of diagnosis (http://www.ncbi.nlm.nih.gov/pubmed/20516016) (Free full text article).
·    More interesting observations on Vitamin D.  
25-(OH) D levels may be significantly lowered by an inflammatory insult such as knee surgery.  (http://www.ncbi.nlm.nih.gov/pubmed?term=Am%20J%20Clin%20Nutr%202011%3B93%3A1006)  
There is no good explanation for this finding, but it may shed some light on the relatively low levels of 25 (OH)D in patients with RA, SLE and other chronic inflammatory conditions.. 

Another puzzling observation, that may be of some practical use, is that of the value of vitamin D in statin tolerance. For patients with myositis-myalgia caused by statins, with <32ng/ml of 25(OH)D   the statins were stopped, were treated to normalize the level to a mean of 43 ng/ml for 3 months, then started again on statins; 62 of 68 now tolerated the statins.(Abstract in Am Fed for Med Research 2011;59:714 by Gal A et al)
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