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Differences in the symptomatic phase preceding 
ACPA-positive and ACPA-negative RA: a longitudinal 
study in arthralgia during progression to 
clinical arthritis
Leonie E Burgers, Hanna W van Steenbergen, Robin M ten Brinck, Tom WJ Huizinga, 
Annette HM van der Helm-van Mil

Abstract
Objective  Although anticitrullinated protein antibody 
(ACPA)-positive and ACPA-negative rheumatoid 
arthritis (RA) have different aetiopathology, the clinical 
presentation at the time of diagnosis is similar. This study 
evaluated whether there are phenotypic differences in 
the symptomatic pre-RA phase.
Methods P atients with arthralgia included in the 
Leiden clinically suspect arthralgia cohort who developed 
arthritis during follow-up were studied (n=67). 
Symptoms at symptom onset, symptoms and signs 
at presentation with arthralgia and time to arthritis 
development were compared between ACPA-positive 
and ACPA-negative patients.
Results I n ACPA-negative patients (n=37), the location 
of initial symptoms less often included the lower 
extremities (22% vs 50%, p=0.014). At presentation 
with arthralgia, ACPA-positive patients had a longer 
symptom duration (median 22 vs 14 weeks, p=0.005), 
less tender joints (mean 5 vs 9, p=0.007) and less 
difficulty making a fist (11% vs 43%, p=0.004). 
However, after presentation with arthralgia, ACPA-
positive patients developed arthritis more quickly 
(median 6 vs 18 weeks, p=0.015). A partial least squares 
regression analysis showed clustering of ACPA-positive 
and ACPA-negative patients based on the above-
mentioned clinical variables.
Conclusion T his study is the first showing that ACPA-
positive and ACPA-negative patients have clinical 
differences in the symptomatic phase preceding clinical 
arthritis. This contributes to the notion that ACPA-positive 
and ACPA-negative RA develop differently.

Introduction
Anticitrullinated protein antibodies (ACPA)-posi-
tive and ACPA-negative rheumatoid arthritis (RA) 
are considered as different disease subsets with 
differences in aetiopathology because there are 
differences in underlying genetic risk factors and 
the best-known environmental risk factor, smoking, 
is confined to ACPA-positive RA.1–4 Intriguingly, 
despite the presumed differences in underlying 
biological processes, the clinical presentation at the 
time of diagnosis is similar.5–7

Autoimmune processes can start months to 
years before the diagnosis of RA.8 9 ACPA-posi-
tive RA has a phase in which autoantibodies with 

or without symptoms precede the phase of clinical 
arthritis, and  recent evidence revealed that also 
ACPA-negative RA has a symptomatic pre-arthritis 
phase in which subclinical inflammation may be 
present.10 11 Currently, it is unknown whether there 
are phenotypic differences between ACPA-posi-
tive and ACPA-negative RA in the symptomatic 
phase preceding clinical arthritis. Because of the 
differences in aetiopathology, we hypothesised 
that differences are present. To investigate this, we 
longitudinally studied patients who presented with 
arthralgia and progressed to clinical arthritis. Clin-
ical data at the time of symptom onset, at the time 
of first presentation with arthralgia to the outpa-
tient clinic and time to arthritis development were 
compared between ACPA-positive and ACPA-nega-
tive patients.

Methods
Patients
The Leiden clinically suspect arthralgia cohort is a 
population-based inception cohort that started in 
April 2012 at the outpatient clinic of the Leiden 
University Medical Center.12 Inclusion required 
the presence of recent onset (<1 year) arthralgia of 
small joints that was considered suspect to prog-
ress to RA according to the clinical expertise of the 
rheumatologist. Autoantibody status was generally 
unknown at first presentation as local and national 
guidelines for general practitioners (GP) discourage 
autoantibody testing, but instead encourage GPs to 
refer quickly.13 14 Hence, inclusion, which gener-
ally coincided with the first visit to the outpa-
tient clinic, was based on clinical information. At 
baseline, patients completed questionnaires; this 
concerned questions on initial symptoms that were 
present at symptom onset and questions on current 
symptoms. Rheumatologists completed a question-
naire on symptoms that they felt to be important 
for labelling a patient as having clinically suspect 
arthralgia and performed a physical examination. 
Laboratory tests were performed after inclusion 
and included determination of ACPA (EliA CCP, 
Phadia, Nieuwegein, The Netherlands, positive 
if ≥7 U/mL), IgM rheumatoid factor (RF) (positive 
if ≥3.5 IU/mL) and acute-phase reactants. Patients 
were followed until progression to clinical arthritis 
with a maximum of 2 years. The cohort has been 
described elsewhere in detail.12 At the time of 
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analysis (1  November 2016), 441 patients were included, 
of whom 74 had developed clinical arthritis. Seven of these 
patients participated in a placebo-controlled trial (NTR4853) 
and received either methotrexate or placebo; these patients 
were not studied here. Disease modifying antirheumatic drugs 
(DMARDs) (including steroids) were not prescribed in the 
phase of arthralgia outside this trial. Hence, 67 DMARD-naive 
arthralgia patients that progressed to arthritis were studied. The 
study was approved by the local medical ethical committee. All 
patients provided written informed consent.

Sensitivity analyses
Sensitivity analyses were performed in patients with RA, defined 
as fulfilling the 2010 criteria and/or DMARD initiation at the 
time of arthritis development. The latter criterion reflects the 
expert opinion on RA and was added because patients with 
seronegative arthritis require  >10 involved joints to fulfil the 
2010 criteria, which may have been hampered by the early initi-
ation of DMARDs.15 16

Statistics
Student’s t-test, χ2 test and log-rank test were used when appro-
priate. The Benjamini-Hochberg method was used to correct for 
multiple testing.17 A partial least squares (PLS) regression anal-
ysis was used to study whether certain clinical characteristics 
frequently occurred together in ACPA-positive or ACPA-neg-
ative patients. PLS clusters variables into latent factors. Indi-
vidual patient scores on these factors were then plotted against  
each other to look for clustering. SPSS V.23.0 was used for all 
analyses.

Results
Of the patients with arthralgia who developed clinical arthritis, 
37 (55%) were ACPA negative and 30 (45%) were ACPA posi-
tive. The mean age in both groups was 45 years and the majority 
was female (73% and 77%, respectively).

Symptoms at symptom onset
Eighty-six per  cent of ACPA-negative patients initially expe-
rienced symptoms at the upper extremities, while only 22% 
reported initial involvement of the lower extremities. In contrast, 
50% of ACPA-positive patients reported initial involvement of 
the lower extremities (p=0.014, table 1).

Symptoms and signs at first presentation with arthralgia
At the time of first presentation with arthralgia, ACPA-positive 
patients had less tender joints (mean 5 vs 9, p=0.007, table 1), 
less difficulties making a fist (11% vs 43%, p=0.004, table 1) 
and a longer symptom duration than ACPA-negative patients 
(median of 22 compared with 14 weeks, p=0.005, figure  1). 
When splitting symptom duration in patient delay (symptom 
onset—first visit to the GP) and in GP delay (first visit to the 
GP—first visit to the rheumatologist), both patient delay (median 
10 vs 7 weeks) and GP delay (median 6 vs 3 weeks) were longer 
in ACPA-positive patients.

Although this study focused on clinical characteristics, acute-
phase reactants were routinely measured and were not different 
between ACPA-positive and ACPA-negative patients (C-reac-
tive protein mean of 9 vs 8 mg/L and erythrocyte sedimentation 
rate mean of 16 vs 15 mm/h).

Time to arthritis development
Although ACPA-positive patients had a longer symptom duration 
when first presenting with arthralgia, they developed arthritis 
more quickly (median 6 weeks vs 18 weeks, p=0.015, figure 1).

Clustering of patients
A PLS regression analysis was performed to look for clustering 
of ACPA-positive and ACPA-negativepatients. All clinical vari-
ables included in table 1, age, gender, symptom duration and 
time to arthritis development, were entered. Two latent factors 
were identified that together explained 51.3% of the variance 
between ACPA-positive and ACPA-negative patients. Individual 
patient scores on these factors were plotted against each other 

Table 1  Clinical characteristics of ACPA-negative and ACPA-positive 
patients in the symptomatic phase preceding clinical arthritis

All patients

ACPA negative 
(n=37)

ACPA positive 
(n=30) p Value

Symptoms at symptom onset

Symptom onset

 � Acute (<1 week) 8 (22) 8 (27) 0.53

 � Gradual 26 (70) 16 (55)

 � Intermittent 3 (8) 5 (17)

Symptoms started with*

 � Pain 34 (92) 29 (97) 0.41

 � Stiffness 26 (70) 17 (57) 0.25

 � Loss of function 16 (43) 10 (33) 0.41

Localisation affected joints

 � Small joints hand/feet 27 (73) 21 (70) 0.18

 � Large joints 5 (14) 1 (3)

 � Both 5 (14) 8 (27)

Localisation affected joints

 � Upper extremities 29 (78) 15 (50) 0.014

 � Lower extremities 5 (14) 4 (13)

 � Both 3 (8) 11 (37)

Localisation affected joints

 � Symmetric 22 (60) 22 (73) 0.23

Presentation with arthralgia

Family history of RA 13 (35) 11 (37) 0.90

Symptoms determining inclusion 
in the cohort

 � Inflammatory type of 
symptoms

14 (39) 18 (60) 0.089

 � Morning stiffness ≥60 min 9 (25) 2 (7)

 � Both 13 (36) 10 (33)

Physical examination

 � 68 TJC, mean±SD 9±8 5±3 0.007†

 � Difficulties making a fist 16 (43) 3 (11) 0.004†

 � Squeeze test

 � �  Positive for both MTP and 
MCP joints

8 (22) 4 (14) 0.48

 � �  Positive for MCP joints only 11 (31) 7 (24)

 � �  Positive for MTP joints only 4 (11) 2 (7)

 � �  Negative for both 13 (36) 16 (55)

HAQ score, mean±SD 0.8±0.6 0.7±0.6 0.57

All values are indicated as n (%), unless indicated otherwise.
Missings were as follows: symptom onset (1), symptoms determining inclusion in 
the cohort (1), difficulties making a fist (1), squeeze test (2), HAQ score (2).
*Multiple answers could be given, so the percentages can add up to >100%.
†Significant after correction for multiple testing.
ACPA, anticitrullinated protein antibodies; HAQ, health assessment questionnaire; 
MCP, metacarpophalangeal; MTP, metatarsophalangeal; RA, rheumatoid arthritis; 
TJC, tender joint count. 
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and showed clustering (figure 2). Variables contributing to this 
clustering included the same variables that were observed to be 
different between ACPA-positive and ACPA-negative patients 
in table  1 and figure  1 (identified by a variable importance 
projection >1, see online supplementary table 1). These find-
ings indicate that there are indeed clinical differences between 
ACPA-positive and ACPA-negative patients in the phase 
preceding clinical arthritis.

Sensitivity analyses
At the visit at which clinical arthritis was identified, 59/67 (88%) 
started on DMARD  therapy and/or fulfilled the 2010  criteria 
(2010 RA+/DMARD initiation− (n=3), 2010-RA-/DMARD-ini-
tiation+ (n=17), 2010  RA+/DMARD  initiation+ (n=39)). 
Analyses were repeated in these patients and showed similar 
results (online supplementary table 2; supplementary figure 1). 
None of the patients classified with RA had a spontaneous reso-
lution of arthritis.
Finally, as ACPA-negative patients can be RF positive, analyses 

were further stratified for RF. Although subgroups became small, 
this did not change the results (online supplementary table 3).

Discussion
This study identified phenotypic differences between ACPA-pos-
itive and ACPA-negative patients in the symptomatic phase 
preceding arthritis development. Initial symptoms in ACPA-neg-
ative patients were less often located in the lower extremities. At 
first presentation with arthralgia, ACPA-positive patients had less 
tender joints, less difficulty making a fist and longer symptom 
duration compared with ACPA-negative patients. However, 
ACPA-positive patients progressed to arthritis more rapidly. This 
study is the first showing that, in addition to the differences in 
underlying risk factors, there are also clinical differences in very 
early symptomatic disease phases. This suggests that ACPA-posi-
tive and ACPA-negative RA are intrinsically different.

Previous studies among patients with RA (classified with 
the 1987  criteria) revealed no clinical differences between 
ACPA-positive and ACPA-negative patients.5 7 This may be due to 
circularity as fulfilment of classification criteria requires certain 
clinical characteristics to be present, or to the disease stage, as a 
final common phenotype can have developed over time. A study 
on the symptomatic pre-arthritis phase does not have this draw-
back. Furthermore, whereas recall bias may be an issue when 
information on the earliest disease phases is collected at the time 
of diagnosis, most data in this study were collected prospectively. 
Only data on first symptoms were collected in retrospect, but 
symptom onset was recent.

In ACPA-negative patients, symptoms often started in the upper 
extremities only. A previous study that compared ACPA-negative 
and ACPA-positive RA at the time of diagnosis (hence studying 
different individuals) revealed the same.5 Although it was then 
unclear if this finding was due to multiple testing, the present 
data on patients in a different disease phase support the validity 
of this finding. The observation that ACPA-negative patients 
had more difficulties making a fist prior to developing clinical 
arthritis is in line with these findings as well.

Both patient and GP  delay were longer in ACPA-posi-
tive  patients. This is in line with previous studies showing a 
longer delay in ACPA-positive RA.6 18 This may be explained 
by a difference in symptom onset. It has been reported that 
autoantibody-positive RA has a more gradual onset and that 
initial symptoms more often ‘come and go’.6 19 This tendency 
was also present in the current data, although not statistically 

Figure 1  Time from symptom onset to presentation with arthralgia 
(left part) and from presentation with arthralgia to arthritis development 
(right part) in ACPA-positive and ACPA-negative patients. This graph 
shows that ACPA-negative patients have a shorter symptom duration 
at the time of first presentation with arthralgia, but that ACPA-positive 
patients progress to arthritis more quickly thereafter. Three data 
points were not shown (but were included in the analyses): two ACPA-
positive patients had a symptom duration of ≥120 weeks and one 
ACPA-negative patient developed arthritis ≥120 weeks after inclusion 
in the cohort. Symptom duration was unknown in one patient. ACPA, 
anticitrullinated protein antibodies.

Figure 2  Clustering of anticitrullinated protein antibody (ACPA)-
positive and ACPA-negative patients based on a partial least squares 
regression analysis that included only clinical information. Scores on 
latent factor 1 are plotted on the Y-axis, scores on latent factor 2 are 
plotted on the X-axis. Together these factors explain 51.3% of the 
variance in ACPA-positive and ACPA-negative patients. Importantly, 
results of laboratory tests were not included. This figure shows that 
especially the first latent factor partially clusters ACPA-positive and 
ACPA-negative patients. Important variables contributing to a higher 
score on factor 1 were initial symptoms in both upper and lower 
extremities, initial symptoms in both large and small joints and 
inflammatory type of symptoms. Variables contributing to a lower 
score on factor 1 were initial symptoms in the upper extremities only, 
morning stiffness ≥60 minutes as a reason for inclusion in the cohort, a 
shorter symptom duration, a higher TJC, problems making a fist and a 
positive squeeze test of the MTP joints. ACPA, anticitrullinated protein 
antibodies; MTP, metatarsophalangeal; PLS, partial least squares; TJC, 
tender joint count.
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significant. Interestingly, after presentation, ACPA-positive 
patients progressed to arthritis quicker and the total time period 
between symptom  onset and arthritis development was not 
different. Together, these results suggest that ACPA-positive 
patients present in a later part of the symptomatic pre-arthritis 
phase.

This study only evaluated arthralgia patients who developed 
arthritis. A previous study compared patients with clinically 
suspect arthralgia who developed arthritis with those who did 
not develop arthritis to identify predictors,20 which is a different 
study question than addressed here.

The sample size (n=67) may be considered as a limitation and 
may lead to false-negative results. In addition, we cannot exclude 
false-positive results as replication in independent datasets was 
not available. However, this is the first time that ACPA-positive 
and ACPA-negative patients were identified in a symptomatic 
pre-arthritis phase and were followed to arthritis development. 
Comparison of these disease phases reveals novel insights in the 
pathophysiology of RA development.

In conclusion, ACPA-positive and ACPA-negative patients 
have clinical differences in the symptomatic phase preceding 
arthritis development. This contributes to the notion that 
ACPA-positive and ACPA-negative RA are disease subsets that 
develop differently.

Contributors  All authors contributed to the design of the study, the interpretation 
of the results and gave feedback on the manuscript. All authors approved the final 
version and agreed to be accountable for all aspects of the work. HWvS, RMtB and 
LEB contributed to the acquistion of data. LEB analysed the data. LEB and AvdH-vM 
drafted the manuscript.

Funding  The research leading to these results was funded by a Vidi-grant of the 
Netherlands Organisation for Scientific Research, a grant of the Dutch Arthritis 
Foundation, a grant of the Dutch Organization of Health Research and the FP7 grant 
TEAM.

Competing interests  None declared.

Ethics approval  Local medical ethical committee Leiden University Medical Center.

Provenance and peer review  Not commissioned; externally peer reviewed.

© Article author(s) (or their employer(s) unless otherwise stated in the text of the 
article) 2017. All rights reserved. No commercial use is permitted unless otherwise 
expressly granted.

References
	 1	 Klareskog L, Stolt P, Lundberg K, et al. A new model for an etiology of 

rheumatoid arthritis: smoking may trigger HLA-DR (shared epitope)-restricted 
immune reactions to autoantigens modified by citrullination. Arthritis Rheum 
2006;54:38–46.

	 2	 Viatte S, Plant D, Bowes J, et al. Genetic markers of rheumatoid arthritis 
susceptibility in anti-citrullinated peptide antibody negative patients. Ann Rheum Dis 
2012;71:1984–90.

	 3	 Yarwood A, Huizinga TW, Worthington J. The genetics of rheumatoid arthritis: 
risk and protection in different stages of the evolution of RA. Rheumatology 
2016;55:199–209.

	 4	P adyukov L, Seielstad M, Ong RT, et al. A genome-wide association study suggests 
contrasting associations in ACPA-positive versus ACPA-negative rheumatoid arthritis. 
Ann Rheum Dis 2011;70:259–65.

	 5	 van der Helm-van Mil AH, Verpoort KN, Breedveld FC, et al. Antibodies to citrullinated 
proteins and differences in clinical progression of rheumatoid arthritis. Arthritis Res 
Ther 2005;7:R949–58.

	 6	 Derksen VF, Ajeganova S, Trouw LA, et al. Rheumatoid arthritis phenotype at 
presentation differs depending on the number of autoantibodies present. Ann Rheum 
Dis 2016. doi:10.1136/annrheumdis-2016-209794.

	 7	R önnelid J, Wick MC, Lampa J, et al. Longitudinal analysis of citrullinated protein/
peptide antibodies (anti-CP) during 5 year follow up in early rheumatoid arthritis: 
anti-CP status predicts worse disease activity and greater radiological progression. 
Ann Rheum Dis 2005;64:1744–9.

	 8	N ielen MM, van Schaardenburg D, Reesink HW, et al. Specific autoantibodies precede 
the symptoms of rheumatoid arthritis: a study of serial measurements in blood 
donors. Arthritis Rheum 2004;50:380–6.

	 9	R antapää-Dahlqvist S, de Jong BA, Berglin E, et al. Antibodies against cyclic 
citrullinated peptide and IgA rheumatoid factor predict the development of 
rheumatoid arthritis. Arthritis Rheum 2003;48:2741–9.

	10	 van Steenbergen HW, van Nies JA, Huizinga TW, et al. Subclinical inflammation 
on MRI of hand and foot of anticitrullinated peptide antibody-negative arthralgia 
patients at risk for rheumatoid arthritis. Arthritis Res Ther 2014;16:R92.

	11	 van Steenbergen HW, Aletaha D, Beaart-van de Voorde LJJ, et al. EULAR definition of 
arthralgia suspicious for progression to rheumatoid arthritis. Ann Rheum Dis 2016.

	12	 van Steenbergen HW, van Nies JA, Huizinga TW, et al. Characterising arthralgia 
in the preclinical phase of rheumatoid arthritis using MRI. Ann Rheum Dis 
2015;74:1225–32.

	13	 Janssens H, Lagro H, van Peet P, et al. NHG-standaard artritis. 2009. https://www.​nhg.​
org/​standaarden/​volledig/​nhg-​standaard-​artritis.

	14	N ewsum EC, de Waal MW, van Steenbergen HW, et al. How do general practitioners 
identify inflammatory arthritis? A cohort analysis of Dutch general practitioner 
electronic medical records. Rheumatology 2016;55:848–53.

	15	N ordberg LB, Lillegraven S, Lie E, et al. Patients with seronegative RA have more 
inflammatory activity compared with patients with seropositive RA in an inception 
cohort of DMARD-naïve patients classified according to the 2010 ACR/EULAR criteria. 
Ann Rheum Dis 2017;76:341–5.

	16	 van der Helm-van Mil AHM, Zink A. What is rheumatoid arthritis? considering 
consequences of changed classification criteria. Ann Rheum Dis 2016.

	17	 Benjamini Y, Hochberg Y. Controlling the false discovery rate: a practical and powerful 
approach to multiple testing. J R Stat Soc Ser B Methodol 1995;57:289–300.

	18	 van der Linden MP, le Cessie S, Raza K, et al. Long-term impact of delay in assessment 
of patients with early arthritis. Arthritis Rheum 2010;62:3537–46.

	19	S tack RJ, van Tuyl LH, Sloots M, et al. Symptom complexes in patients with 
seropositive arthralgia and in patients newly diagnosed with rheumatoid arthritis: a 
qualitative exploration of symptom development. Rheumatology 2014;53:1646–53.

	20	 van Steenbergen HW, Mangnus L, Reijnierse M, et al. Clinical factors, anticitrullinated 
peptide antibodies and MRI-detected subclinical inflammation in relation 
to progression from clinically suspect arthralgia to arthritis. Ann Rheum Dis 
2016;75:1824–30.

group.bmj.com on December 7, 2017 - Published by http://ard.bmj.com/Downloaded from 

http://dx.doi.org/10.1002/art.21575
http://dx.doi.org/10.1136/annrheumdis-2011-201225
http://dx.doi.org/10.1093/rheumatology/keu323
http://dx.doi.org/10.1136/ard.2009.126821
http://dx.doi.org/10.1186/ar1767
http://dx.doi.org/10.1186/ar1767
http://dx.doi.org/10.1136/annrheumdis-2016-209794
http://dx.doi.org/10.1136/annrheumdis-2016-209794
http://dx.doi.org/10.1136/ard.2004.033571
http://dx.doi.org/10.1002/art.20018
http://dx.doi.org/10.1002/art.11223
http://dx.doi.org/10.1186/ar4536
http://dx.doi.org/10.1136/annrheumdis-2016-209846
http://dx.doi.org/10.1136/annrheumdis-2014-205522
https://www.nhg.org/standaarden/volledig/nhg-standaard-artritis
https://www.nhg.org/standaarden/volledig/nhg-standaard-artritis
http://dx.doi.org/10.1093/rheumatology/kev432
http://dx.doi.org/10.1136/annrheumdis-2015-208873
http://dx.doi.org/10.1136/annrheumdis-2016-209629
http://dx.doi.org/10.1002/art.27692
http://dx.doi.org/10.1093/rheumatology/keu159
http://dx.doi.org/10.1136/annrheumdis-2015-208138
http://ard.bmj.com/
http://group.bmj.com


progression to clinical arthritis
RA: a longitudinal study in arthralgia during 

ACPA-negativepreceding ACPA-positive and 
Differences in the symptomatic phase

WJ Huizinga and Annette HM van der Helm-van Mil
Leonie E Burgers, Hanna W van Steenbergen, Robin M ten Brinck, Tom

doi: 10.1136/annrheumdis-2017-211325
2017

2017 76: 1751-1754 originally published online June 12,Ann Rheum Dis 

 http://ard.bmj.com/content/76/10/1751
Updated information and services can be found at: 

These include:

References
 #BIBLhttp://ard.bmj.com/content/76/10/1751

This article cites 16 articles, 6 of which you can access for free at: 

service
Email alerting

box at the top right corner of the online article. 
Receive free email alerts when new articles cite this article. Sign up in the

Notes

http://group.bmj.com/group/rights-licensing/permissions
To request permissions go to:

http://journals.bmj.com/cgi/reprintform
To order reprints go to:

http://group.bmj.com/subscribe/
To subscribe to BMJ go to:

group.bmj.com on December 7, 2017 - Published by http://ard.bmj.com/Downloaded from 

http://ard.bmj.com/content/76/10/1751
http://ard.bmj.com/content/76/10/1751#BIBL
http://group.bmj.com/group/rights-licensing/permissions
http://journals.bmj.com/cgi/reprintform
http://group.bmj.com/subscribe/
http://ard.bmj.com/
http://group.bmj.com

