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Clinical and laboratory data (mean values) after 30 weeks.

Conclusion Our data show that, after 30 weeks of treatment,
combination therapy with methotrexate and infliximab is a safe
and efficient treatment for patients affected by chronic polyarthritis, not responding to other DMARDs. In most patients a
remarkable improvement of clinical activity (VAS for pain, VAS
as a global assessment by patient and physician, swollen and
painful joint count, HAQ score, morning stiffness) and laboratory tests (ESR, CRP) have been observed. The updated data
will be presented.

months. After 2 years follow-up, 36% of patients included in
1994 were still without DMARD-treatment, and of 36% who
started on antimalarials, 60% were still on those drugs. Of the
patients included in 1998, 4% had received no DMARDs in the
next 2 years, and 63% resp. 13% received sulphasalazin resp.
methotrexate as first drug. Of the 20% who started on antimalarials, 60% had discontinued and started another DMARD after
on average 6 months. The average progression of the Sharp/van
der Heijde score was 36.5 for the patients included in 1994, and
9.5 for those included in 1998.
Conclusion Changes in perception of how to treat RA, inspired
by less fear for side effects of DMARDs and awareness of early
joint destruction, have resulted in less erosion progression in the
patients.

FRI0045 DEVELOPMENT OF AN EVIDENCE-BASED REFERRAL
RECOMMENDATION (ERR) FOR THE OPTIMUM DMARD
TREATMENT OF PATIENTS WITH EARLY STAGE
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Background For years, patients with rheumatoid arthritis were
treated with DMARDs only if they showed severe disease progression with insufficient relieve with NSAIDs. Anti-malarials
were prescribed more often than methotrexate and sulphasalazin. However, since side effects of DMARDs and NSAIDs have
been shown to be similar, and because it is apparent that radiological damage occurs early in the course of rheumatoid arthritis,
rheumatologists have gradually become more aggressive in the
treatment of RA: DMARDs, especially methrotrexate and sulphasalazin, are prescribed earlier and in higher dosages, sometimes also in combinations. Do the patients benefit from this
change in attitude?
Objectives
Methods Since 1993 patients with recent onset arthritis are seen
and followed up in our Early Arthritis Clinic. In a retrospective
study of all patients who were diagnosed in 1994 (n = 28) and
1998 (n = 52) with RA and probable RA (1 in 1994, 2 in
1998), we evaluated the erosion progression (Sharp/van der
Heijde method) between the time of presentation and 2 years
later.
Results in 1994, 28 patients and in 1998, 52 patients were diagnosed with RA or probable RA (n = 1, n = 2, resp.). At presentation, there were no differences in sex distribution, mean age,
duration of symptoms, number of inflamed joints, mean ESR,
percentage positive for Rheumatoid Factor-IgG, or Sharp/van
der Heijde score. Mean duration after presentation before a
DMARD was started in 1994 was 7.9 months, in 1998 1,8
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Background In patients with active rheumatoid arthritis (RA),
early diagnosis and initiation of DMARD therapy can substantially improve the long-term outcome of disease, as well as overall quality of life. However, delay in referral to a rheumatologist
for an accurate diagnosis of RA is a major obstacle to early treatment initiation. A clinical guideline that facilitates early referral
of the patient with active RA, and thus the early initiation of
DMARD therapy, is required so that treatment is initiated at the
most appropriate time to positively impact on long-term morbidity and mortality.
Objectives To develop an ERR for early RA that would serve as
a clinical guide for primary care physicians to identify patients
with suspected RA during the early inflammatory stages of the
disease.
Methods A literature search targeting early RA, early RA clinics
(EACs), DMARD therapy for early RA, prognostic disease progression, early RA clinical trials and quality of life was performed. Published clinical evidence was reviewed and classified
into categories I-IV (I = meta-analysis of/or randomised control
trial; IV = expert opinion) and graded (A = category I; D =
category IV) according to the methodology defined by Shekelle
et al. (BMJ 1999;318: 593–6). Key points supported by relevant
clinical evidence were developed and critically evaluated. Using
an iterative process, participants’ views were incorporated into a
final draft, resulting in a consensus statement.
Results Clinical evidence (Grade C) derived from EACs, prognostic factors for RA, and the consensus of the authors, resulted
in the formation of the ERR, which states that rapid referral to
a rheumatologist is necessary in the event of clinical suspicion of
RA, which may be supported by the presence of any of the following: more than or equal to 3 swollen joints, metacarpophalangeal/metatarsophalangeal
involvement
and/or
morning
stiffness of more than or equal to 30 min. This recommendation
is strongly supported by graded clinical evidence that structural
damage occurs early in RA (Grade B&C) and that early DMARD
therapy improves the long-term outcome of the disease (Grade
A).
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