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opinion should be sought in all cases
of septic arthritis because of the
significant morbidity and mortality
associated with this condition.9

MANAGEMENT
The management of arthritis in the
elderly depends upon the underlying
pathology and may differ from that of
younger patients because of an
increased prevalence of comorbidities. 

Osteoarthritis
NICE guidelines advise that treatment
of OA should take into account an
individual’s needs, risk factors, and
preferences. Patients with OA should
be offered education, advice and
access to information about their
condition as well as strengthening
exercises and aerobic fitness training
(if physically possible). If the patient is
overweight, weight loss is critical,
especially in OA of the knee.

Paracetamol and topical NSAIDs are
the first-line pharmacological
treatments. Other useful medications
include topical capsaicin, oral NSAIDs,
intra-articular corticosteroids and
opioids. All of these, however,  may be
associated with a degree of toxicity. 

Intra-articular corticosteroids e.g.
methylprednisolone and triamcinolone
acetate are useful for OA in the short
term for pain relief and increased
range of movement. They can be
administered every 3-4 months but
there are no long-term data on the
effect of the steroids on articular
cartilage. 

Non-pharmacological interventions

such as heat and cold applications and
TENS may be helpful but have a
weaker evidence base.10 Glucosamine
sulphate has shown some clinical
effectiveness in the treatment of knee
OA, however, its cost-effectiveness has
not been conclusively demonstrated.11

Practical tip
Referral to physiotherapy services
should be made early in most cases of
OA and a rheumatological opinion
should be sought if there is doubt
about the diagnosis, or the need for
invasive procedures.

Rheumatoid arthritis
Elderly onset RA (EORA: age of onset
>60 years) has been reported to differ
from younger onset RA (YORA) in the
following ways, EORA has:
• a more balanced gender
distribution
• a higher frequency of acute onset,
especially in rheumatoid factor (RF)
negative patients
• an association with systemic
features
• more frequent involvement of the
shoulder girdle 
• higher disease activity.12

Some cases of seronegative RA and
polymyalgic onset RA, however,
represent a different subtype with
milder disease.13 It is recommended
that therapy for EORA should be
tailored according to disease activity,
with the aim of achieving clinical
remission or the lowest possible level
of disease activity. Comorbidities and
drug toxicity profiles are major

considerations when choosing the
most suitable therapy for EORA
patients.14

Practical tip 
Refer all patients with suspected
inflammatory arthritis urgently to a
specialist.

Disease modifying anti-rheumatic
drug (DMARD) therapy should be
used according to disease severity, as
in YORA. The current approach is for
early, intensive intervention with
combination therapy.15 However, the
possible reduction in the functional
capacity of bone marrow, liver and
kidney noted in the elderly is of
particular importance as these drugs
have the potential for serious toxicity.
Furthermore, strict adherence to a
drug regimen is necessary and careful
monitoring, both clinical and
laboratory, is required.14 The
commonly used DMARDS in the
elderly include hydroxychloroquine,
sulfasalazine and methotrexate, see
table 3, below.

Corticosteroids may be very
effective in the elderly, however,
prolonged use and/or high dosage
may lead to marked toxicity especially
osteoporosis and diabetes. Thus,
careful consideration of dose and
indication is essential when
corticosteroids are prescribed to
elderly patients. Intra-articular
corticosteroids may be beneficial and
are extremely safe.

Several studies indicate that, when
disease activity, disease duration and

Table 3
Commonly used DMARDs in older patients
DMARD
Methotrexate

Sulfasalazine

Hydroxychloroquine

Dose
7.5-25 mg/week
orally, IM or SC

2-3 g/day orally  in
2-3 divided doses

200-400mg/day
orally (<7 mg/kg
body weight)

Time until effect
6-12 weeks

2-3 months

2-3 months

Side effects
Dyspepsia,
stomatitis, cough,
diarrhoea, anorexia,
alopecia, bleeding or
bruising, fever,
pneumonitis,
increased nodulosis
GI upset, diarrhoea,
dizziness, headache,
rash including
photosensitivity,
anorexia,  abnormal
liver function,
neutropaenia
Diarrhoea, anorexia,
alopecia, nausea,
rash, retinopathy,
neuromyopathy

Cautions and contraindications
Bone marrow suppression,
hepatic and pulmonary disease,
alcoholism, immunodeficiency,
active infection, pregnancy,
concomitant trimethoprim

Allergy to sulfa drugs, renal or
hepatic disease, blood
dyscrasias

Allergy to antimalarials, retinal
abnormality, G6PD deficiency,
pregnancy

Monitoring
FBC, LFTs
fortnightly. Once
stable dose, 4-8
weekly

Monthly FBC, LFTs
until stable dose
then 3 monthly

Yearly optometrist
review of vision




