Editorial

Diagnosing Early or Rheumatoid Arthritis.
Which Is Better: Expert Opinion
or Evidence?

All clinicians know about the complexity in diagnosing the development of the 1987 ACR classification criteria,
rheumatoid arthritis (RA), especially early in the disease. controls had different sorts of rheumatic diseases, especial-
Because RA lacks pathognomonic features — that is, there |y osteoarthritis, whose expression differs greatly from that
are no clinical, biological, or radiological characteristics of RA. This limitation was acknowledged in the develop-
specific to RA diagnosis — doubt about the diagnosis may ment of the ACR criteria Moreover, even if a substantial
persist for some patieritd. Examples are patients with  number of patients were included in the development of the
“nude” polyarthritis [i.e., without positivity for serum  ACR criteria, their diseases encompass only a subset of
rheumatoid factor (RF), anti-citrullinated peptide antibod- rheumatologic diseases and not the whole spectrum of RA,
ies, typical erosion, or all 3], or even elderly people with or its differential diagnoses. Thus, the list of items resulting
erosive RF-positive polyarthritis associated with psoriasis or from the development of the ACR classification criteria
calcium crystal deposition disease features seen on joint likely reflected only the most usual features of RA and
radiography. When RA is neither obvious nor completely probably not atypical presentatidifs At the patient level,
excluded, the clinician strikes a balance between possible or the clinician likely considers other relevant characteristics
probable RA, depending on the level of confidence. In this favoring or not favoring RA diagnosis, the main reason for
context, in clinical research, RA classification criteria may be which Medicine is often compared to Art.
of some help because they ensure, at the group level, the The question, then, is how to incorporate clinical experi-
diagnosis of RA with minimal error. However, in clinical  ence in classification criteria, in other words, to join expert-
practice, RA criteria cannot be used as the gold standard, and evidence-based medicine. Because in daily clinical
especially in early arthritis (EA), as was previously shdwn practice physicians make a diagnosis on the basis of signs
In this issue ofThe Journal, Morvangt al report on a or symptoms in favor of a given diagnosis on the one hand,
cohort of patients with EA followed for 10 years to investi- and the absence of features in favor of other differential
gate discrepancies in RA diagnosed by American College of diagnoses on the other, the definition of exclusion criteria
Rheumatology (ACR) classification criteria and final diag- could help close the gap between criteria and expert opin-
nosis by an office-based rheumatologithe authors noted  jon. When used, exclusion criteria may represent uncom-
poor agreement at the onset of the disease, as has beemon clinical situations, probably not found in the control
shown, but also at 2 years, when ACR criteria are supposed group, used to develop the set of criteria but recognized by
to be more accurate. If one assumes that the rheumatologistexperts to be misleading. Such is the case with classifica-
is an expert, who is right: the expert or the criteria? tion criteria for Sjogren’s syndrome or adult Still’'s disease,
Eminence versus evidence? for examplé&10. Still, exclusion criteria are necessarily lim-
Morvan and colleagues assume that to improve sensitiv- ited in number and thus remain somehow restricted as com-
ity and specificity, the ACR criteria need to be “adjusted” pared with clinician experience.
with rheumatologist expertise evidence, that is, the diagno-  Another option could be to associate — rather than inte-
sis made by an office-based rheumatologist. The develop- grate — the classification criteria with a level of confidence
ment of classification criteria involves experts who express or certainty with regard to the targeted diagnosis, for exam-
their opinion about the final diagnosis for a sample of ple, RA. The development of the 1987 ACR classification
patients with the targeted disease, RA in this case, or other criteria involved such an evaluatitira 10-cm visual analog
diseases supposed to be potential differential diagnoses. Inscale, where 0 represented the absolute certainty that the

SeeChanges over time in the diagnosis of Rge 2428.
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patient did not have RA and 100 the absolute certitude thatrheumatologist and to have been among the numerous
the patient did. The resulting certainty score was 89, on people lost to followup at the 10-year assessment.
average, for RA patients and 6 for controls. The report by  The debate on expert- versus evidence-based diagnosis is
Morvan and colleagues did not point out, at least for some not closed. The lack of an easy option reinforces the con-
RA patients or controls, strong disagreement between clas-sensus recommending treatment decisions based not direct-
sification criteria and the certainty score. ly on the diagnosis but, rather, on the risks that may evolve
On the basis of this experience, as well as knowledge of throughout the course of the disease. With EA, the key
the poor performance of RA classification criteria in EA, we objective is to determine whether the disease will be per-
recorded such a score at each visit for patients included insistent or self-limiting, which will allow rapid initiation of a
the ESPOIR cohort, the EA cohort developed in France DMARD able to control inflammation and block structural
since 2002L At inclusion, 71% of included patients satis- damage, whatever the exact nature of the rheumatism. At a
fied the 1987 ACR criterif. When using the certainty VAS ~ more established stage, more accuracy is required to deter-
with a score > 75, we could identify 49 additional patients at mine the longterm risks associated with the disease and,
their inclusion in the cohol; all these patients subsequent- subsequently, the optimal therapeutic strategy.
ly received a diagnosis of RA, with, as a gold standard, sat-
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