
comorbidities are taken into account,
elderly RA patients have a significantly
lower chance of receiving anti-TNFα
therapy within the same time period
as younger patients despite fulfilling
NICE criteria.16,17 However biologic
therapy should not be denied to
patients who require it, purely on the
basis of age as studies have shown
that these drugs are safe and cost-
effective in the elderly.18

Ischaemic heart disease is the
leading cause of death in the RA
population and RA is an independent
risk factor for the development of
coronary artery disease.19 Therefore,
cardiovascular risk factors must be
monitored at least annually in these
patients and managed according to
local guidelines.20

Crystal associated arthritis
Gout: During an acute attack, the
British Society for Rheumatology
(BSR) guidelines recommend resting
the affected joint and the use of
NSAIDs or colchicine if tolerated.
Corticosteroids (oral, intramuscular or
intra-articular) may be used if there
are contraindications to the
aforementioned drugs. Recurrent
attacks of gout can lead to destruction
of the joint (see figure 3, opposite) and
hence it is important to prevent them.

Practical tip
Assess lifestyle factors, blood
pressure, renal function, serum urate
and glucose in all patients with gout.
Optimise weight, increase exercise,
advise dietary modifications, reduce
alcohol intake and increase fluid intake
in all patients.

Recurrent attacks should be
prevented by urate-lowering therapy
(allopurinol – titrate dose up to
900mg/day depending on serum
urate level). Allopurinol should not be
instituted during an acute attack and
another agent e.g. an NSAID, should
be given concurrently to avoid the risk
of disease flare. In the case of
intolerance to allopurinol or inefficacy,
referral to a rheumatologist is
recommended.21

Pseudogout: NSAIDs and intra-
articular steroids are helpful to reduce
the inflammation and shorten the
duration of acute episodes.

Practical tip 
NSAIDs should be used at a reduced
dose for the shortest possible time in

SYMPOSIUMCARE OF THE ELDERLY
JOINT PAIN

thepractitioner.co.uk

20

January 2010 – 254 (1725): 17-21

the elderly because of the increased
risk of hepatotoxicity, renal impairment
and gastric irritation. Drug interactions
should be considered especially with
diuretics and antihypertensives.
Gastric protection therapy should be
co-administered.14

Polymyalgia rheumatica
Prednisolone 15 mg daily is
recommended as the initial dose for
treatment of straightforward
polymyalgia rheumatica (PMR). This
should be continued for 3 weeks
followed by tapering to 12.5 mg daily
for 3 weeks and then 10 mg for 4-6
weeks. Then a reduction by 1 mg every
4-8 weeks can be made. 

The use of bone-protective therapy
is also indicated. An extensive
discussion of PMR is beyond the scope
of this article however the recent BSR
guidelines cover management of this
condition.22

Practical tip
Early specialist referral is indicated in
the case of atypical features at
presentation, and when there is
incomplete, poorly sustained or no
response to corticosteroids.

Soft tissue disease
There is some evidence to support the
use of physiotherapy for rotator cuff
disease and other tendinopathies.23

If symptoms persist, referral for further
management is warranted such as
intra-articular/bursal/tendon sheath
corticosteroid injections. In addition,
referral to occupational therapy may
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There are many potential causes of joint pain in older  
patients. The most likely aetiology is osteoarthritis.
However, the differential diagnosis includes conditions
which should not be missed such as septic arthritis and
inflammatory disease.

The pattern of joint involvement points to the diagnosis.
Bilateral symmetrical small joint pain, swelling and
stiffness should arouse the suspicion of rheumatoid
arthritis. The wrist and knee are commonly affected by
pseudogout and the first metatarsophalangeal joint or
knee joint involvement may represent gout. Stiffness in
the shoulder and hip girdles, worse in the morning,
suggests polymyalgia rheumatica.

In straightforward cases of OA no specific investigations 
are required. If doubt exists, however, tests may be
necessary including FBC, ESR and CRP, uric acid for
suspected gout and radiographs of the affected joints
especially following trauma, or pseudogout.

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.

Elderly onset RA differs from younger onset RA  
in the following ways: a more balanced gender
distribution; a higher frequency of acute onset; an
association with systemic features; more frequent
involvement of the shoulder girdle and higher disease
activity. DMARD therapy should be used according to
disease severity, as in younger onset RA. The current
approach is for early, intensive intervention with
combination therapy.  Corticosteroids may be very
effective in the elderly, however, prolonged use and/or
high dosage may lead to marked toxicity especially
osteoporosis and diabetes. Ischaemic heart disease is the
leading cause of death in the RA population and RA is an
independent risk factor for the development of coronary
artery disease.

During an acute attack of gout, the BSR guidelines 
recommend resting the affected joint and the use of
NSAIDs or colchicine if tolerated.  In pseudogout, NSAIDs
and intra-articular steroids are helpful to reduce the
inflammation and shorten the duration of acute episodes.

FIGURE 3
Erosion of the  first metatarsophalangeal
joint and soft tissue swelling in gout

C
ou

rt
es

y 
of

 G
ra

ss
i W

 a
nd

 th
e 

E
U

LA
R

 im
ag

e 
da

ta
ba

se




