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Abstract

Introduction: We and others have previously shown that antibodies against cyclic citrullinated proteins (anti-CCP)
precede the development of rheumatoid arthritis (RA) and in a more recent study we reported that individuals
who subsequently developed RA had increased concentrations of several cytokines and chemokines years before
the onset of symptoms of joint disease. Here we aimed to evaluate the prevalence and predictive values of anti-
CCP antibodies of IgG, IgM and IgA isotype in individuals who subsequently developed RA and also to relate these
to cytokines and chemokines, smoking, genetic factors and radiographic score.

Methods: A case-control study (1:4 ratio) was nested within the Medical Biobank and the Maternity cohorts of
Northern Sweden. Patients with RA were identified from blood donors predating the onset of disease by years.
Matched controls were selected randomly from the same registers. IgG, IgA and IgM anti-CCP2 antibodies were
determined using EliA anti-CCP assay on ImmunoCAP 250 (Phadia AB, Uppsala, Sweden).

Results: Of 86 patients with RA identified as blood donors prior to the onset of symptoms, samples were available
from 71 for analyses. The median (Q1 to Q3) predating time was 2.5 years (1.1 to 5.9 years). The sensitivity of anti-
CCP antibodies in the pre-patient samples was 35.2% for IgG, 23.9% for IgA, and 11.8% for IgM. The presence of
IgG and IgA anti-CCP antibodies was highly significant compared with controls. IgG and IgA anti-CCP2 predicted
RA significantly in conditional logistic regression models odds ratio (OR) = 94.1, 95% confidence interval (Cl) 12.7 to
6954 and OR = 11.1, 95% Cl 4.4 to 28.1, respectively, the IgM anti-CCP showed borderline significance OR = 2.5
95% Cl 0.9 to 6.3. Concentrations of all anti-CCP isotypes increased the closer to the onset of symptoms the
samples were collected with an earlier and higher increase for IgG and IgA compared with IgM anti-CCP. IgA and
IgG anti-CCP positive individuals had different patterns of up-regulated chemokines and also, smoking brought
forward the appearance of IgA anti-CCP antibodies in pre-RA individuals.

Conclusions: Anti-CCP2 antibodies of both the IgG and IgA isotypes pre-dated the onset of RA by years; also, both

IgG and IgA anti-CCP2 antibodies predicted the development of RA, with the highest predictive value for IgG anti-
CCP2 antibodies.

Introduction to the development of the disease are not fully under-

Rheumatoid arthritis (RA) is a chronic autoimmune dis-
ease characterized by joint inflammation involving the
synovial tissue and ultimately leading to destruction of
cartilage and bone. The pathogenic processes that lead
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stood at this point.

We and others have shown that antibodies against citrul-
linated proteins/peptides (ACPA), analysed as anti-cyclic
citrullinated proteins (CCP2) antibodies, precede the devel-
opment of RA by several years [1,2] and that individuals
who had the combination of anti-CCP antibodies together
with either the human leukocyte antigen-shared epitope
(HLA-SE) alleles or with the protein tyrosine phosphatase
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non receptor type 22 (PTPN22) 1858T variant had a high
relative risk of developing RA [3,4].

In a more recent study we also reported that indivi-
duals who subsequently developed RA had significantly
increased levels of several cytokines and chemokines
years before the onset of RA [5]. The pattern of the up-
regulated cytokines, related factors and chemokines
represented the adaptive immune system (that is, Thl,
Th2 and Treg cell-related factors), while after disease
onset the involvement and activation of the immune
system appeared to be more general and wide-spread.

Currently little is known about the presence and prog-
nostic significance of different isotypes of anti-CCP anti-
bodies in RA. Studies have shown that anti-CCP2
antibodies of the IgG isotype are associated with radio-
graphic progression in RA [6,7]. Investigators have
shown that [gM anti-CCP2 antibodies are present in
both early and established disease [8] and one later
study showed that IgA and IgM anti-CCP2 antibodies
were present in RA and were similarly specific for RA as
IgG anti-CCP2 antibodies [9]. Patients with recent onset
RA and positive for IgA anti-CCP2 antibodies were
reported to suffer a more severe disease course over the
first three years compared with patients negative for IgA
anti-CCP2 antibodies [10] and the number of different
isotypes has recently been related to the long-term
radiographic progression in anti-CCP2 antibody positive
RA patients [11].

In this study we aimed first to investigate the presence
and predictive value of IgG, IgA and IgM isotypes of
anti-CCP2 antibodies in individuals who subsequently
developed RA and to assess their relation to rheumatoid
factors (RFs) cytokines and chemokines, genetic factors,
and smoking habits. Second, we evaluated the predictive
effect of these predating antibodies for radiological pro-
gression after disease onset.

Materials and methods

Pre-patients and controls subjects

A nested case-control study designed with a 1:4 ratio
was performed within the Medical Biobank of Northern
Sweden and Northern Sweden maternity cohort. All
individuals in the county of Visterbotten are continu-
ously invited to donate to the Medical Biobank, the
study cohort is population based and no one is
excluded. All pregnant women screened for rubella con-
stitute the maternity cohort. The conditions for recruit-
ment and collection and storage of blood samples have
been described previously [1] The register of patients
with early RA attending the Department of Rheumatol-
ogy at the University Hospital in Umea and fulfilling the
American College of Rheumatology classification criteria
[12] for RA was co-analysed with those of the cohorts.
The co-analyses identified 86 individuals (65 women
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and 21 men) who had donated blood samples before the
onset of any symptoms of RA. Samples were available
for analysis in this study from 71 of the 86 individuals
identified. The median (interquartile range) period of
time predating the onset of symptoms was 2.5 years (1.1
to 5.9 years). For every pre-patient, four control subjects
were randomly selected from the same cohorts and
matched for sex, age at the time of blood sampling, and
area of residence. A total of 276 control subjects of 284
were available for analysis. Blood samples, collected at
diagnosis of the disease, from 60 of the pre-patients
were also available for analysis. The mean age of the
patients at diagnosis was 54.3 years (range 27.9 to 68.3
years). Data on smoking history were collected and the
donors were classified either as non-smokers or ever
smokers (that is, either current and/or previous smo-
kers). The mean time + SD to diagnosis after the onset
of symptoms was 7.0 = 2.9 months. Anterior-posterior
radiographs of the hands, wrists and feet obtained at
baseline and after two years were graded according to
the Larsen score [13].

This study was approved by the Regional Ethics Com-
mittee at the University Hospital, Umea, Sweden, and all
participants gave their written informed consent.

Analyses of autoantibodies

IgG, IgA and IgM anti-CCP2 antibodies

IgG anti-CCP was determined using EliA anti-CCP assay
on ImmunoCAP 250 (Phadia Diagnostic AB, Uppsala,
Sweden), according to the manufacturer’s instruction.
All samples above the upper limit were diluted further
in order to obtain precise values. This equipment uses
wells coated with the CCP2 antigen, which has exactly
the same composition as in other anti-CCP2 assays, that
is, the Euro-Diagnostica ELISA assay (Arnhem, The
Netherlands) used in our earlier report [1]. Most anti-
CCP2 assays focus on quantitative measurements of
autoantibody levels in the high (positive) range, when
run according to the manufacturer’s instructions, and
do not always deliver quantitative results below the
company-defined cut-off. The used equipment was ori-
ginally developed for the measurement of specific IgE
antibodies, that is, very low quantitative levels in the pg
range. It also has a routine application for the measure-
ments of conventional anti-CCP2 of the IgG isotype and
also delivers quantitative values in the low range.

IgA anti-CCP was detected using the EliA IgA method
on the ImmunoCAP 250. The method used the standard
anti-CCP antigen solid phase from the same supplier as
for the IgG anti-CCP measurements with an adaptation
in the standard software. The method is used to detect
specific human IgA antibodies against various antigens,
by using an anti-human IgA detection antibody. All
samples were diluted 1:100 prior to assay with samples
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above the upper limit being diluted further according to
the manufacturer’s instruction. The EliA IgA method is
calibrated against WHO Ig reference preparation. Sam-
ple results were transformed from pg/l to U/ml accord-
ing to assay lot specific correction factors. At the time
of use no recommended cut off values were cited by the
manufacturer.

IgM anti-CCP2 antibodies were analysed in the same
way as IgA anti-CCP with a dilution of 1:100.

All analyses on the ImmunoCAP equipment were per-
formed in Uppsala on aliquoted samples which had
been stored at -70°C. In all preceding and actual proce-
dures, patient and control samples were treated equally.
Within-study reference ranges were defined by receiver
operating characteristic (ROC) curves based on the stu-
died population. Repeated analysis of individual samples
during the study period showed stable values.

The anti-CCP antibody analyses used the same anti-
gen as used in our earlier investigation of anti-CCP2
antibodies of the IgG isotype, and the IgG anti-CCP
antibody analyses is consequently a reiteration of our
earlier published anti-CCP2 data [1]. Rheumatoid factors
of the IgA, IgG and IgM isotypes were determined using
ELISAs, as previously described [1].

Analysis of cytokines, cytokine receptors, and chemokines
The concentrations of 29 cytokines, cytokine related fac-
tors and chemokines were measured in plasma samples
from 52 of the pre-patients, using multiplex detection
kits from Bio-Rad (Hercules, CA, USA) as previously
described [5]. The factors analysed were; Interleukin (IL)-
1B, IL-2, IL-4, IL-5, IL-6, IL-7, IL-8, IL-9, IL-10, IL-12,
IL-13, IL-15, IL-17, Eotaxin, IL-1 receptor antagonist
(Ra), IL-2 receptor(R)alpha, basic fibroblast growth factor
(FGE-basic), granulocyte colony stimulating factor
(G-CSF), granulocyte-macrophage colony stimulating
factor (GM-CSF), interferon (IFN)-v, interferon-inducible
protein (IP-10)/(CXCL10), monocyte chemo-attractant
protein (MCP)-1/(CCL2), macrophage inflammatory pro-
tein (MIP)-1a./(CCL3), MIP-1B/(CCL4), platelet-derived
growth factor-BB (PDGF-BB), tumor necrosis factor
(TNF)-a., vascular endothelial growth factor (VEGEF),
monokine induced by interferon-y (MIG/CXCL9), and
macrophage-migration inhibitory factor (MIF).

Analysis of genetic factors

HLA-DRBI genotyping for 0404 and 0401 was performed
using polymerase chain reaction (PCR) sequence-specific
primers from an HLA-DR low-resolution kit and a HLA-
DRB1*04 sub-typing kit as previously described [3]. The
PTPN22 1858C/T polymorphism (rs2476601) was deter-
mined using an ABI PRISM 7900HT Sequence Detector
System (Applied Biosystems, Foster City, CA, USA) as
previously described [4].
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Statistical analysis
Statistical calculations were performed using SPSS for
Windows version 17.0 (SPSS; Chicago, IL, USA). Continu-
ous data were compared by non-parametric analyses with
Wilcoxon’s signed rank test for matched pairs (pre-
patients versus RA patients) and conditional logistic
regression analyses (pre-patients versus matched controls).
Relationships between categorical data (positive versus
negative) were compared using Chi-square analyses or
Fisher’s exact test, when appropriate. Continuous data
within the patient group were assessed using the Stu-
dent’s t-test for independent samples when appropriate.
Variations over time of continuous data within and
between groups were assessed with the Kruskal-Wallis
test or with paired samples t-test (pre-patients versus
RA patients). P-value < 0.05 was considered statistically
significant. No correction for the number of compari-
sons was made unless explicitly stated so. Receiver oper-
ating characteristic (ROC) curves were constructed for
the three anti-CCP2 antibody isotypes to identify cut-
offs according to the value resulting in the combination
of the highest sensitivity and specificity based on sam-
ples from the patients together with the controls. The
cut-off for IgG anti-CCP was 15 U/ml, for IgA anti-CCP
2.5 U/ml and for IgM anti-CCP 90 U/ml.

Results

Characteristics of the individuals with samples before
disease onset (pre-patients) and population based
matched controls are presented in Table 1.

Samples from the 71 individuals before they presented
with any symptoms of joint disease and 276 matched con-
trols analysed for the presence of anti-CCP2 antibodies of
the IgG, IgA and IgM isotypes showed significantly
increased levels, and the concentrations were further
increased when these individuals were diagnosed with RA
(Table 2). The sensitivity for the different isotypes was in

Table 1 Characteristics of the pre-patients (individuals
before the onset of any symptoms of joint disease) and
matched controls

Pre-patients Controls
Number (% female) 71 (80.3) 276 (80.1)
Age (range), years 486 (19.6 to 66.9) 50.0 (18.6 to 69.1)
Smoking ever, n (%) 49 (69.0)*** 122/271 (45.0)
HLA-SE alleles, n (%) 38/68 (55.9)** 39/116 (33.6)
PTPN22 1858T, n (%) 28 (39.4)** 47/210 (22.4)
Anti-CCP2 antibodies® (%) 23 (32.4)** 4 (1.5)
IgM RF, n (%) 17 (22.4)%%% 14 (5.1)
IgA RF, n (%) 28 (36.8)*** 12 (43)
IgG RF, n (%) 15 (19.7)%** 14 (5.1)

**pP < 0,01, **P < 0.001, F analysed with a kit from Euro-Diagnostica. HLA-SE,
human-leukocyte antigen - shared epitope; PTPN22, protein tyrosine
phosphatase non-receptor type 22; Anti-CCP, anti-cyclic citrullinated peptide;
lg, immunoglobulin; RF, rheumatoid factor.
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Table 2 Concentrations (U/ml) (median values (IQR)) of
anti-CCP2 antibodies in pre-patients, matched controls
and RA patients

IgA-CCP2  19G-CCP2 IgM-CCP2
Controls (n = 276)° 0.8 1.2 18.5
(I0R) (05t 1.1)  (08to 2.1) (111 to 34.3)
Pre-patients (n = 71)°  1.1% 34 %% 216 *
(IQR) 0610 21) (1210 550) (10.1 to 55.3)
Patients (n = 53)° 1.8 140 ** 51,94
(IQR) (09t068) (114107155 (298 to 127.0)
p value' <0001 <0001 <0.001

2 Analysis of IgM; n = 263 controls °, Analysis of IgM; n = 68 pre-patient
samples, “‘Analysis of IgA; n = 54 and of IgG-CCP2; n = 59, * P < 0.05, ** P <
0.01, ***P < 0.001 pre-patients vs. controls or RA patients vs. controls,' P-values
obtained from Kruskal-Wallis analysis comparing all three groups. Anti-CCP,
anti-cyclic citrullinated peptide; IQR, inter quartile range; Ig, immunoglobulin.

the pre-patients, 35.2% for the IgG, 23.9% for IgA, and
11.8% for IgM with a specificity of 98.9%, 97.1%, and
93.9%, respectively (Table 3). The sensitivity for IgG and
IgA anti-CCP were highly significant in samples from pre-
RA patients compared with controls, whereas IgM anti-
CCP did not reach statistical significance (Table 3). The
sensitivity for all anti-CCP2 antibody isotypes were highly
significant in samples when patients were diagnosed with
RA compared with controls (Table 3).

The predictive value of various factors for developing
RA analysed in simple conditional logistic regression
was highest for the IgG anti-CCP2 test followed by IgA
anti-CCP. Smoking had a higher odds ratio for develop-
ing RA than HLA-SE, carriage of the PTPN22 1858T
variant and IgM anti-CCP (Table 4). In multiple condi-
tional regression analyses adjusted for HLA-SE, PTPN22
1858T variant and smoking, respectively, only the odds
ratio for IgM anti-CCP increased to 3.89, 95% CI 1.36
to 11.10, P < 0.05 when adjusted for the PTPN22 1858T
variant. In multiple conditional logistic regression ana-
lyses including IgG and IgA anti-CCP antibodies the
only isotype that remained significant was the IgG iso-
type, P < 5.9 x 10 (data not shown).

Table 3 Sensitivity and specificity for various anti-CCP2
antibody isotypes for 71 pre-patients, 274 matched
controls and 60 patients

Anti-CCP antibody Sensitivity Sensitivity Specificity
pre-patients patients

IgG" 33.8%** VAWane 989

IgAP 23.9%%% 43.3%%% 97.1

Igve” 118 32.8%%% 939

IgGF 32.4%%% 7128 985

The cut-off values for positivity for the antibodies were calculated using ROC
curves.

?Analysis of IgM in pre-patients; n = 68, in patients; n = 58, and controls; n =
263, F analysed with a kit from Euro-Diagnostica,  analysed with a kit from
Phadia.***P < 0.001. Anti-CCP, anti-cyclic citrullinated peptide; ROC, receiver
operating characteristic; Ig, immunoglobulin.

Page 4 of 10

Table 4 Simple conditional logistic regression analyses of
the different isotypes of anti-CCP2 antibodies, RFs, HLA-
SE, PTPN22 1858T and smoking in pre-patients and
matched controls

Factors OR (95%Cl) P-value
IgG-CCP2 94.11 (12.74 to 69541) <0.0001
IgA-CCP2 11.07 (436 to 28.09) <0.0001
IgM-CCP2 249 (098 to 6.29) 0.054

IgG RF 701 (282 to 17.42) <0.0001
IgA RF 15.87 (6.53 to 38.58) <0.0001
IgM RF 6.56 (2.77 to 15.50) <0.0001
HLA-SE 291 (147 to 5.76) 0.002

PTPN22 1858T 218 (1.15 to 4.12) 0.017

Smoking 3.12 (1.73 to 5.63) <0.0001

Only one sample from each individual has been included in the analyses.

Anti-CCP, anti-cyclic citrullinated peptide; HLA-SE, human-leukocyte antigen -
shared epitope; PTPN22, protein tyrosine phosphatase non-receptor type 22;
lg, immunoglobulin.

The accumulated percentage of positive samples
(above cut-off according to ROC-curves) for each analy-
sis is presented in Figure la. The accumulated positivity
for IgG anti-CCP2 test was in almost complete concor-
dance with the previously analysed IgG anti-CCP2 test
using Euro-Diagnostica [1] while the positivity for both
IgA and IgM anti-CCP were lower (Figure 1a). Positivity
for IgA was apparent before that of IgM and was higher
during all time points preceding the onset of symptoms.
This pattern for the three isotypes was quite different
from that for RF isotypes where the first isotype to
appear was IgA followed by IgG and IgM; the two latter
were almost in complete concordance until less than
0.5 months before disease onset (Figure 1b). In pre-
patients the presence of anti-CCP antibodies, [gG and
IgA isotypes, was significantly associated with RA, irre-
spective of positivity for IgM, IgG or IgA-RFs (data not
shown). IgM-RF was independent of IgA anti-CCP anti-
body isotype associated with RA but not of IgG anti-
CCP isotype in pre-patients. In the RA patients both
anti-CCP antibodies (IgG and IgA isotypes) and IgM-RF
were independently associated with RA.

In a multiple logistic regression analysis including
IgM-RF and IgG anti-CCP isotype the relative risk for
development of RA was not significant for IgM-RF
alone, but the odds ratio for IgG anti-CCP isotype was
32.4 (9.0 to 116.9), P < 10°°. The odds ratio further
increased to 71.2 (9.9 to 566.7), P < 107 by combination
of IgM-RF and IgG isotype suggesting an interaction of
IgM-RF with IgG anti-CCP antibody isotype in pre-
patients. In similar analysis of IgM-RF and IgA isotype
of anti-CCP antibodies the combination yielded a higher
odds ratio ((38.7 (4.6 to 321.6), P < 0.001) than for the
individual antibodies alone (odds ratio 3.8 (1.5 to 9.5),
P < 0.01 and 6.9 (2.6 to 18.4), P < 0.001, respectively).
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Figure 1 Accumulated percentage positive samples of IgA, IgG and IgM isotypes. (a) Accumulated percentage positive samples of IgA, IgG
and IgM anti-CCP2 isotypes analysed using Phadia (P) and IgG anti-CCP2 using Euro-Diagnostics (E-D) in individuals before onset of symptoms
and at diagnosis of RA. (b) Accumulated percentage positive samples of IgA, IgG and IgM isotypes antibodies of rheumatoid factor in individuals
before onset of symptoms and at diagnosis of RA.

The concentration of IgG anti-CCP2 antibodies ana-
lysed in comparison for every separate individual
increased significantly over time and until the onset of
RA (P < 0.0001). The increase was already detectable in
samples from individuals collected up to five years
before onset of symptoms and thereafter the concentra-
tions remained fairly constant until 0.25 years before

onset of symptoms. Individuals sampled at the time
point of diagnosis compared with those 0.25 years
before onset of symptoms had significantly higher con-
centrations of IgG anti-CCP (P < 0.05; Figure 2). There
was also a significant gradual increase in the concentra-
tion of IgA anti-CCP until 0.25 years before onset of
symptoms (P < 0.05, including all time points before
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onset of symptoms) and, analyzing all time points
including data at diagnosis (P < 0.01). There was no
significant increase in concentrations of IgA anti-CCP
just before and when the disease was diagnosed in con-
trast to the increase in concentration of IgG anti-CCP
(Figure 2). There was also a significant increase in the
concentration of the IgM anti-CCP over time until 0.25
years before onset of symptoms (P < 0.02) and at diag-
nosis (P < 0.001, including all time points) although it
was evident that the increase started later than for the
other isotypes; that is, actually three years or less before
onset of symptoms (Figure 2).

In pre-patients stratified for the absence or presence of
the different anti-CCP2 isotypes the pattern of signifi-
cantly increased cytokines was rather similar in IgA and
IgG anti-CCP2 antibody positive individuals with
increased concentrations of cytokines involved in general
immune activation such as IL-2 and IL-6, the Th1 related
cytokine IL-12, several Th2 related cytokines (IL-4, IL-9
and Eotaxin) and VEGF compared with antibody nega-
tives (Table 5). In IgA anti-CCP2-positive individuals
there was also significantly increased concentrations of
IL-1B8 and GM-CSF, whereas in IgG anti-CCP2 antibody
positive individuals the concentrations of IL-15, IFN-y
and IL-17 was significantly increased (Table 5). However,
after correction for multiple comparisons only IL-2Ra
and IL-2 in IgG isotype positive individuals remained sig-
nificantly increased P < 0.05 and P < 0.01, respectively).
There was a difference in the patterns of chemokines
related to the different anti-CCP isotypes, where the
only chemokine significantly increased in IgG anti-
CCP2-positive individuals was MIG, whereas in IgA posi-
tive individuals the concentrations of MCP-1, MIP-1f,
IP-10 and MIG were all significantly elevated compared
with IgA negative individuals (Table 5). MIG was the
only chemokine remaining significantly increased after
correction for multiple comparisons. There were no
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Figure 2 Concentrations, in percentage of cut off value of anti-
CCP2 antibody isotypes before and at disease onset.
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significant differences in the concentrations of cytokines
and chemokines between IgM anti-CCP2 positive and
negative pre-RA patients (data not shown).

Pre-patient smokers had increased risk for developing
IgG anti-CCP (P = 0.04), while there was no relationship
between smoking and the other anti-CCP isotypes.
Although, in pre-RA patients who were smokers, IgA
anti-CCP antibodies appeared significantly earlier than
in non-smokers. The mean time was 2.4 years before
the onset of symptoms in smokers compared with
0.6 years in non-smokers. (P = 0.01). There was no dif-
ference for IgG and IgM anti-CCP in smokers versus
non-smokers. Also pre-RA patients who were smokers
were significantly more often IgA RF positive (P = 0.02).
There were no differences for the other RF isotypes
related to smoking habits (data not shown).

The predictive effect on radiological destruction at
disease onset and after 24 months of the different anti-
CCP2 isotypes in pre-patients was evaluated. The Larsen
score (mean + SEM) at baseline (when diagnosed with
RA) was significantly higher in patients with IgG (6.6 +
1.4) and IgM (9.2 + 1.6) anti-CCP2 versus patients nega-
tive for the corresponding antibodies (3.4 + 0.7 and
3.8 £ 0.7, respectively) for these isotypes before symp-
toms of joint disease (P < 0.05 for both isotypes).
Twenty-four months after diagnosis the Larsen score
was significantly higher in patients positive for IgG and
IgA anti-CCP (13.4 + 2.4 and 13.6 + 3.7, respectively)
but not for IgM before symptoms of disease compared
with those negative for the corresponding antibody.
There were also significant differences in Larsen score
at baseline between individuals positive for 0, 1, 2 or
more anti-CCP isotypes before the onset of symptoms
(mean score 2.9, 4.9 and 8.2, respectively, P < 0.05). The
same was observed for Larsen score after 24 months
(mean score 6.9, 8.5, and 17.8 respectively, P < 0.05).
Overall there was a significant increase in Larsen score
in all subgroups after 24 months compared with
baseline.

Individuals carrying HLA-SE alleles also had to a
greater extent IgG anti-CCP2 antibodies than those
lacking these alleles, although the difference was not sig-
nificant (P = 0.070). None of the other isotypes of anti-
CCP2 was associated with the carriage of HLA-SE
alleles. There was no relationship between any of the
anti-CCP2 antibodies and the PTPN22 1858T variant
(data not shown).

Discussion

In this study, we analysed the concentrations of the IgG,
IgA and IgM isotypes of anti-CCP2 antibodies and con-
structed ROC curves for the studied population.
Furthermore, we also related the presence of antibodies
of each isotype with previously analysed IgG, IgA and
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Table 5 Concentrations of cytokines, cytokine related factors and chemokines (median, IQR, pg/mL) in pre-patients
stratified for the presence or absence of IgA and IgG isotypes of anti-CCP2 antibodies

IgA positive IgA negative P-value IgG positive IgG negative P-value
(n=14) (n = 38) (n =20) (n=32)
Cytokine/chemokine
General activation
IL-1B 7.2 (29 to 364) 34 (23 to 5.1) 0.025 59 (23 to 25.5) 33 (23t049) 0.071
IL-1Ra 164.6 (128.7 to 454.9) 144.1 (96.5 to 195.5) 0.089 162.9 (109.7 to 408.6) 144.1 (99.8 to 186.5) 0.136
IL-2Rat 66.9 (386 to 110.0) 334 (223 to 51.3) 0.008 60.9 (35.9 to 88.7) 322 (20.8 to 47.6) <0.001
TNFa 108.1 (3.0 to 506.7) 49.1 (25.7 to 118.6) 0.556 854 (27.2 to 224.0) 450 (208 to 112.9) 0.234
IL-6 19.8 (59 to 147.7) 43 (1.1t0 11.5) 0.009 162 36 to 111.6) 48 (1.1 t0 82) 0.019
IL-2 74.7 (2.8 to 141.5) 38 (1.1 t0 183) 0.020 49.1 (10.5 to 106.8) 14 (11 t0 11.7) <0.001
IL-15 24 (02 t0 96) 0.5 (02 to 4.2) 0.355 42 (0.8 to 4.2) 0.5 (0.2 to 4.2) 0.010
Thi related
IL-12 544 (210 to 135.2) 212 (13.7 to 32.3) 0.033 535 (214 to 1613) 205 (13.5 t0 29.3) 0.012
IFN-y 1134 (845 to 1711.0) 929 (50.5 to 150.1) 0.083 1522 (97.1 to 1167.6) 78.5 (504 to 130.8) 0.022
Th2 related
IL-4 44 (3.2 to 264) 30(22t042) 0.044 44 (3310 174) 29 (23 t0 4.0) 0.019
IL-5 56 (13 to 120) 58(33to77) 0.675 58(1.3t0 120) 58 (36t073) 0441
IL-9 1283 (22.7 to 283.6) 19.6 (5.7 to 85.9) 0.022 121.1 (24.7 to 2559) 176 (56 to 71.7) 0.012
IL-13 51 (36t0112) 44 (29 10 6.7) 0329 53 (391to 17.0) 40 (3.0 to 6.5) 0.089
Eotaxin 80.7 (43.2 to 429.8) 420 (26.1 to 53.1) 0.008 80.7 (44.0 to 363.8) 36.7 (26.0 to 47.6) 0.004
Th17 related
IL-17 313 (17.7 to 46.5) 223 (99 to 38.1) 0.082 315 (203 to 42.0) 21.2 (96 to 36.9) 0.040
Treg cell-related
IL-10 6.5 (3.8 to 19.8) 55(361t081) 0.279 6.2 (32 to 184) 53 (391to 7.6) 0.541
Bone marrow derived
IL-7 23.8 (19.2 to 36.8) 27.2 (186 to 374) 0.807 24.8 (134 to 42.1) 26.2 (20.8 to 36.6) 0.620
GM-CSF 23.0 (129 to 1034) 50 (25 to0 239 0.008 20.2 (5.5 to 62.0) 46 (2510 15.7) 0.054
G-CSF 57.1 (39.0 to 80.1) 58.7 (423 to 74.5) 0463 57.1 (388 to 83.1) 58.7 (436 to 72.7) 0527
Stromal cells and
angiogenic factors
bFGF 6.7 (2.2 to 14.1) 6.6 (22 t0 6.8) 0.187 29 (1610 11.2) 6.6 (3.5 to 6.8) 0519
PDGF-BB 1905.9 (7059 to 1985.6 (9976 to 0911 19759 (1109.6 to 1695.3 (9506 to 0312
2387.4) 3160.0) 34373) 2370.9)
VEGF 24.6 (10.0 to 63.7) 13.1 (5.7 to 23.9) 0.029 286 (120 to 53.1) 11.7 (49 to 15.0) 0.022
Chemokines
MIF 367.1 (90.8 to 538.2) 2230 (1421 to 461.5) 0919 3845 (163.2 to 5994) 207.8 (123.7 to 366.5)  0.095
MIG 4885 (319.0 to 1167.5) 2729 (1904 to 371.2)  0.004 4256 (279.1 to 741.3) 2729 (201.6 to 3640)  0.039
IL-8 7.7 (36t0 114) 50 (05t0 10.2) 0.263 64 (05 to 12.1) 6.6 (1.7 to 94) 0975
IP-10 962.1 (696.2 to 2214.2) 634.3 84250 to 1062.0) 0.014 957.0 (644.2 to 1855.8)  624.4 (420.0 to 1071.5) 0.061
MCP-1 230 (190 to 624) 185 (12.8 to 284) 0.028 258 (176 to 52.7) 17.3 (129 to 26.3) 0.085
MIP-Ta 72 (42t 117) 6.9 (4.8 to 10.0) 0.746 74 (29t0 119 6.9 (5.1 t0 9.3) 0.994
MIP-1B 44.2 (37.6 to 49.7) 357 (265 to 42.2) 0.030 429 (314 to 487) 36.5 (274 to 41.1) 0.200

IQR, inter quartile range; lg, immunoglobulin; anti-CCP, anti-cyclic citrullinated peptide; IL, interleukin; TNF, tumor necrosis factor; IFN; interferon, GM-CSF,
granulocyte macrophage colony stimulating factor; G-CSF, granulocyte colony stimulating factor; bFGF, basic-fibroblast growth factor; PDGF, platelet derived
growth factor; VEGF, vascular endothelial growth factor; MIF, macrophage-migration inhibitory factor; MIG, monokine induced by interferon; MCP, monocyte

chemoattractant protein; MIP, macrophage inflammatory protein.

IgM REFs, cytokines, cytokine related factors and chemo-
kines collected at the same time points. In samples from
individuals before onset of joint symptoms, IgG and IgA
anti-CCP, with a higher frequency of individuals positive
for IgG anti-CCP, were the first antibodies to appear
before disease onset. I[gM anti-CCP2 appeared later and

with a lower frequency. The anti-CCP isotype pattern
was quite different compared with RF. Sporadic cases
positive for all RF isotypes appeared much earlier in
time with the highest accumulated frequency of positive
individuals for IgA RF. IgG and IgM RF were very simi-
lar until less than 0.25 years before onset. Then just
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before the onset the frequency of IgA and IgM RFs
markedly increased. To our knowledge, this is the first
study analyzing different isotypes of anti-CCP2 antibo-
dies before onset of symptoms of disease, thus there are
no comparable data. However, there are data published
on patients with established RA showing the same pat-
tern for anti-CCP2 isotypes with the highest frequency
of IgG (74.8%), followed by IgA (52.9%) and IgM
(44.5%) [9]. Also, it was shown that antibodies against
anti-viral citrullinated peptide of IgG and IgA isotypes
had a high specificity for discriminating RA [14]. In line
with Verpoort et al., the frequency of individuals posi-
tive for IgA anti-CCP2 was higher in RA than in undif-
ferentiated arthritis (UA) [8]. However, in our study of
individuals before onset of RA no limitations of included
subjects were performed compared with Verpoort et al.,
where only IgG anti-CCP positive subjects were
included [8]. In comparing the contribution from the
separate antibodies, we found that IgG and IgA were
associated with RA independent of IgM-RF both in pre-
patients and RA patients. IgM-RF was dependent of IgG
anti-CCP isotype in predicting RA in pre-patients but
not in RA patients. The analyses (both of IgG and of
IgA anti-CCP isotypes, respectively) and IgM-RF in
combination indicated an increase in odds ratio for
developing RA compared with having each antibody
separately, which is in line with the findings by loan-
Facsinay et al. [15].

In this paper the diagnostically most important anti-
CCP isotype was IgG, followed by IgA and IgM in pre-
patients. This order differed totally from our earlier
published RF isotype data, where IgA RF had the stron-
gest diagnostic impact, followed by IgM and then IgG
RF [1]. This inconsistency partly reflects the routine
clinical use of these antibodies where IgG anti-CCP and
IgM (and sometimes IgA) RF have the major diagnostic
strength; whereas IgG RF has a very low diagnostic sen-
sitivity. Hypothetically the IgM-dominated RF response
might represent a non-isotype switched T cell indepen-
dent immune response whereas the IgG-dominated CCP
pattern might reflect a mature T cell dependent immune
reaction. The pattern is, however, complex, as the IgM
anti-CCP increase appeared late, just a few years before
onset, in pre-patient samples, as could be expected in a
normal T dependent immune response, and as IgA RF,
representing a more mature isotype, appeared before
IgM RF.

As this study on ACPA in pre-RA samples concerns
the gradual increase from within the normal range to
highly positive levels and most ELISA based anti-CCP
assays focus on measurement of autoantibody levels
in the high (positive) range, we decided to instead apply
a fluorescence-based assay to be able to deliver
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quantitative levels also in the normal range. By adjusting
this equipment that routinely measures IgG anti-CCP
we were able to measure also IgA and IgM anti-CCP
levels in pre-RA and control samples.

In our previous paper we found higher levels of cyto-
kines and chemokines in IgG anti-CCP positive patients,
[5] which was in line with the publication by Hueber et al.
[16]. Therefore, we undertook analyses of the cytokine and
chemokine concentrations stratified for the different anti-
CCP2 isotypes. In both IgA and IgG anti-CCP2 positive
individuals there was a similar pattern with increased
levels of proinflammatory cytokines (IL-2 and IL-6),
related factor (IL-2Ra), Th1 related cytokine (IL-12), Th2
related cytokines (IL-4, eotaxin and IL-9), and VEGF. On
the other hand, there was a striking difference in pre-RA
patients between individuals with IgA and IgG anti-CCP2
antibodies, where the levels of a number of chemokines
(IP-10, MCP-1 and MIP-113) were significantly increased
only in IgA anti-CCP positive individuals. The only che-
mokine remaining significant after correction for multiple
comparisons was MIG in IgA anti-CCP positives. We are
not sure how to interpret these results. In one study a
patient group were described to cluster together in micro-
array analysis having lower levels of IFN-y and TNF but
high expression of MCP-1 and MIP-1{ and was unlikely
to associate with anti-CCP2 antibodies (that is, of the IgG
isotype) compared with other groups related to anti-CCP2
antibodies [17]. These findings are interesting in the light
of our findings, that is, individuals with positivity for IgA
isotype who did not have increased concentrations of
TNF-and IFN-y but of MCP-1 and MIP-1{3. Of the IgA
anti-CCP positive individuals analysed for cytokines and
chemokines, 78.6% were also IgG positive in this study.
Given our limited cohort size it is difficult to separate the
effects of IgG and IgA anti-CCP, and these results should
optimally be repeated in a much larger pre-patient cohort.

In two studies it was shown that smokers had a higher
frequency of IgA [10,18] and IgM [18] anti-CCP2 antibo-
dies than patients who were non-smokers. In our study
there was an association between smoking and the devel-
opment of IgG anti-CCP2 antibodies and IgA RF pre-
diagnosis but not for the other autoantibody isotypes,
although the analysed subgroups were small. However, in
smokers IgA anti-CCP2 antibodies appeared with a sig-
nificantly longer predating time compared with non-
smokers positive for the IgA isotype. This could indicate
that smoking could be an environmental trigger for the
appearance not only of ACPA in general but especially
for the IgA isotype before onset of disease. The associa-
tion between smoking and IgA was not limited to anti-
CCP antibodies. Our finding that smokers were IgA
RF-positive significantly more often than non-smokers
among individuals before onset of symptoms of disease
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implies that smoking pre-diagnosis might have a connec-
tion with a humoral autoimmunity switch to IgA produc-
tion. The subgroups in this study are, however, small,
and the results have to be interpreted with caution.

Studies have shown that the presence of anti-CCP
antibodies is related to the radiographic progression in
RA [6,7] and the combination of IgA and IgG isotypes
have been suggested to identify a group of more severely
affected RA patients [10]. Recently a publication by van
der Woude et al. showed that in IgG anti-CCP2 anti-
body positive patients, the presence of more anti-CCP
antibody isotypes at baseline was associated with higher
radiographic score [11]. In our study we extend this by
showing that patients positive for more anti-CCP2 iso-
types already before onset of symptoms had a higher
radiographic score both at baseline and after 24 months
of disease compared with pre-RA individuals with fewer
or no anti-CCP2 isotypes before onset.

There are limitations to this study, such as the low
number of samples available, which makes it difficult to
stratify into subgroups. The effects of sample storage
time in small aliquots are also to be considered. This
was, however, compensated for by selecting controls
that were matched for the date of sampling and storage
conditions. The results of our analysis of IgG anti-CCP2
antibodies previously published [1] performed years
before the present IgG anti-CCP2 analysis was in almost
complete agreement with the present results, also
strongly arguing for the stability of the samples.

Conclusions

Anti-CCP2 antibodies of both the IgG and IgA isotypes
pre-dated the onset of RA by several years and also,
antibodies of both IgG and IgA isotypes predicted the
development of RA, with the highest predictive value for
IgG anti-CCP2 antibodies. There was a difference in the
pattern of up-regulated chemokines in IgA and IgG
anti-CCP positive individuals, and smoking brought for-
ward the appearance of IgA anti-CCP2 pre-RA; findings
that could indicate that these isotypes have different
functions in the pathogenesis of RA.

Abbreviations

ACPA: antibodies against citrullinated proteins/peptides; anti-CCP: anti-cyclic
citrullinated peptide; ELISA: enzyme linked immunosorbent assay; basic-FG:
fibroblast growth factor; Cl: confidence interval; G-CSF: granulocyte colony
stimulating factor; GM-CSF: granulocyte macrophage colony stimulating
factor; HLA: human leukocyte antigen; IL: interleukin; IP-10: interferon
inducible protein; IQR: interquartile range; MCP-1: monocyte chemo-
attractant protein; MIF: macrophage-migration inhibitory factor; MIG:
monokine induced by interferon; MIP-1: macrophage inflammatory protein;
OR: odds ratio; PCR: polymerase chain reaction; PDGF-BB: platelet derived
growth factor - BB; PTPN22: protein tyrosine phosphatase non receptor type
22; RA: rheumatoid arthritis; RF: rheumatoid factor; ROC curve: receiver
operating characteristic curve; SD: standard deviation; SE: shared epitope;
SEM: standard error mean; VEGF: vascular endothelial growth factor.

Page 9 of 10

Acknowledgements

This study was supported by grants from the Swedish Research Council
(K2010-52X-20307-04-3 and K2008-52X-20611-01-3), the Swedish Rheumatism
Association, Sweden and King Gustav Vth 80-year foundation, the
Groschinsky foundation, and by research funding from the European
Community FP6 funding project 018661 “Autocure”. The staffs of the
Medical Biobank, and of the Early Arthritis Clinic, Department of
Rheumatology, University Hospital of Umed are also gratefully
acknowledged.

Author details

'Departments of Public Health and Clinical Medicine/Rheumatology, Umed
University, SE-901 85 Umed, Sweden. “Division of Clinical Immunology,
Uppsala University, 751 85 Uppsala, Sweden. *Nutritional Research, Umea
University, SE-901 85 Ume4, Sweden. *Virology, Umea University, SE-901 85
Umead, Sweden.

Authors’ contributions

HK, the main investigator, performed the analysis of cytokines, carried out
the statistics and contributed to preparation of the manuscript. MM
established the IgA and IgM anti-CCP analyses, and carried out and
interpreted all anti-CCP antibody analyses on the Phadia platform. EB
participated in the radiological scoring of the patients. GH and GW are
responsible for the Medical Biobank and Maternity cohort, respectively. JR
participated in the design of the study, was responsible for the anti-CCP
antibody analyses and participated in finalizing the manuscript. SRD, the
principal investigator, was responsible for the Biobank samples, designed the
investigation and participated in data collection, statistical analysis and
drafting of the manuscript. All authors have read and approved the final
manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 13 September 2010 Revised: 8 December 2010
Accepted: 3 February 2011 Published: 3 February 2011

References

1. Rantapéa-Dahlqvist S, de Jong BA, Berglin E, Hallmans G, Wadell G,
Stenlund H, Sundin U, van Venrooij WJ: Antibodies against cyclic
citrullinated peptide and IgA rheumatoid factor predict the
development of rheumatoid arthritis. Arthritis Rheum 2003, 48:2741-2749.

2. Nielen MM, van Schaardenburg D, Reesink HW, van de Stadt R, van der
Horst-Bruinsma |, de Koning M, Habibuw MR, Vandenbroucke JP,

Dijkmans BA: Specific autoantibodies precede the symptoms of
rheumatoid arthritis: a study of serial measurements in blood donors.
Arthritis Rheum 2004, 50:380-386.

3. Berglin E, Padyukov L, Sundin U, Hallmans G, Stenlund H, van Venrooij W,
Klareskog L, Dahlgvist SR: A combination of autoantibodies to cyclic
citrullinated peptide (CCP) and HLA-DRB1 locus antigens is strongly
associated with future onset of rheumatoid arthritis. Arthritis Res Ther
2004, 6:R303-308.

4. Johansson M, Arlestig L, Hallmans G, Rantapaa-Dahlqvist S: PTPN22
polymorphism and anti-cyclic citrullinated peptide antibodies in
combination strongly predicts future onset of rheumatoid arthritis and
has a specificity of 100% for the disease. Arthritis Res Ther 2006, 8:R19.

5. Kokkonen H, Soderstrom |, Rocklov J, Hallmans G, Lejon K, Rantapaa-
Dahlqvist S: Up-regulation of cytokines and chemokines predates the
onset of rheumatoid arthritis. Arthritis Rheum 2010, 62:383-391.

6. Berglin E, Johansson T, Sundin U, Jidell E, Wadell G, Hallmans G, Rantapaa-
Dahlqvist S: Radiological outcome in rheumatoid arthritis is predicted by
the presence of antibodies against cyclic citrullinated peptide before
and at disease onset, and by IgA-rheumatoid factor at disease onset.
Ann Rheum Dis 2006, 65:453-458.

7. Syversen SW, Gaarder PI, Goll GL, @degard S, Haavardsholm EA,
Mowinckel P, van der Heijde D, Landewe R, Kvien TK: High anti-cyclic
citrullinated peptide levels and an algorithm of four variables
predict radiographic progression in patients with rheumatoid
arthritis: results from a 10-year longitudinal study. Ann Rheum Dis
2008, 67:212-217.


http://www.ncbi.nlm.nih.gov/pubmed/14558078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14558078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14558078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14872479?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14872479?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15225365?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15225365?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15225365?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16507117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16507117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16507117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16507117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20112361?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20112361?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16176994?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16176994?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16176994?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17526555?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17526555?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17526555?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17526555?dopt=Abstract

Kokkonen et al. Arthritis Research & Therapy 2011, 13:R13 Page 10 of 10
http://arthritis-research.com/content/13/1/R13

8. Verpoort KN, Jol-van der Zijde CM, Papendrecht-van der Voort EA, loan-
Facsinay A, Drijfhout JW, van Tol MJ, Breedveld FC, Huizinga TW, Toes RE:
Isotype distribution of anti-cyclic citrullinated peptide antibodies in
undifferentiated arthritis and rheumatoid arthritis reflects an ongoing
immune response. Arthritis Rheum 2006, 54:3799-3808.

9. Lakos G, Sods L, Fekete A, Szabo Z, Zeher M, Horvéth IF, Danké K
Kapitany A, Gyetvai A, Szegedi G, Szekanecz Z: Anti-cyclic citrullinated
peptide antibody isotypes in rheumatoid arthritis: association with
disease duration, rheumatoid factor production and the presence of
shared epitope. Clin Exp Rheumatol 2008, 26:253-260.

10. Svérd A, Kastbom A, Reckner-Olsson A, Skogh T: Presence and utility of
IgA-class antibodies to cyclic citrullinated peptides in early rheumatoid
arthritis: the Swedish TIRA project. Arthritis Res Ther 2008, 10:R75.

11. van der Woude D, Syversen SW, van der Voort El, Verpoort KN, Goll GL, van
der Linden MP, van der Helm-van Mil AH, van der Heijde DM, Huizinga TW,
Kvien TK, Toes RE: The ACPA isotype profile reflects long-term
radiographic progression in rheumatoid arthritis. Ann Rheum Dis 2010,
69:1110-1116.

12. Amett FC, Edworthy SM, Bloch DA, McShane DJ, Fries JF, Cooper NS,
Healey LA, Kaplan SR, Liang MH, Luthra HS, et a: The American
Rheumatism Association 1987 revised criteria for the classification of
rheumatoid arthritis. Arthritis Rheum 1988, 31:315-324.

13. Larsen A: How to apply Larsen score in evaluating radiographs of
rheumatoid arthritis in long term studies. J Rheumatol 1995, 22:1974-1975.

4. Anzilotti C, Riente L, Pratesi F, Chiment D, Delle Sedie A, Bombardieri S,
Migliorini P: 1gG, IgA, IgM antibodies to a viral citrullinated peptide in
patients affected by rheumatoid arthritis, chronic arthritides and
connective tissue disorders. Rheumatology 2007, 46:1579-1582.

15. loan-Facsinay A, Willemze A, Robinson DB, Peschken CA, Markland J, van
der Woude, Elias B, Ménard HA, Newkirk M, Fritzler MJ, Toes RE,

Huizinga TW, El-Gabalawy HS: Marked differences in fine specificity and
isotype usage of the anti-citrullinated protein antibody in health and
disease. Arthritis Rheum 2008, 58:3000-3008.

16. Hueber W, Tomooka BH, Zhao X, Kidd BA, Drijfhout JW, Fries JF, van
Venrooij WJ, Metzger AL, Genovese MC, Robinson WH: Proteomic analysis
of secreted proteins in early rheumatoid arthritis: anti-citrullin
autoreactivity is associated with up regulation of proinflammatory
cytokines. Ann Rheum Dis 2007, 66:712-719.

17. Hitchon CA, Alex P, Erdile LB, Frank MB, Dozmorov |, Tang Y, Wong K,
Centola M, El-Gabalawy HS: A distinct multicytokine profile is associated
with anti-cyclical citrullinated peptide antibodies in patients with early
untreated inflammatory arthritis. J Rheumatol 2004, 31:2336-2346.

18.  Verpoort KN, Papendrecht-van der Voort EA, van der Helm-van Mil AH, Jol-
van der Zijde CM, van Tol MJ, Drijfhout JW, Breedveld FC, de Vries RR,
Huizinga TW, Toes RE: Association of smoking with the constitution of
the anti-cyclic citrullinated peptide response in the absence of HLA-
DRB1 shared eptiope alleles. Arthritis Rheum 2007, 56:2913-2918.

doi:10.1186/ar3237

Cite this article as: Kokkonen et al: Antibodies of IgG, IgA and IgM
isotypes against cyclic citrullinated peptide precede the development
of rheumatoid arthritis. Arthritis Research & Therapy 2011 13:R13.

Submit your next manuscript to BioMed Central
and take full advantage of:

e Convenient online submission

e Thorough peer review

¢ No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

¢ Research which is freely available for redistribution

Submit your manuscript at ( -
www.biomedcentral.com/submit BiolVied Central



http://www.ncbi.nlm.nih.gov/pubmed/17133560?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17133560?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17133560?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18565246?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18565246?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18565246?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18565246?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18601717?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18601717?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18601717?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20439289?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20439289?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3358796?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3358796?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3358796?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8992003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8992003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17717033?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17717033?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17717033?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18821680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18821680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18821680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16901957?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16901957?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16901957?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16901957?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15570632?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15570632?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15570632?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17763436?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17763436?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17763436?dopt=Abstract

	Abstract
	Introduction
	Methods
	Results
	Conclusions

	Introduction
	Materials and methods
	Pre-patients and controls subjects
	Analyses of autoantibodies
	IgG, IgA and IgM anti-CCP2 antibodies

	Analysis of cytokines, cytokine receptors, and chemokines
	Analysis of genetic factors
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


