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Table 2

Differential diagnosis of elderly onset
rheumatoid arthritis1,3,5

•Crystal arthritis: gout and
pseudogout
•Polymyalgia rheumatica
•Peripheral spondyloarthritis including
psoriatic arthritis and reactive arthritis
•Osteoarthritis 
• Infections: viral arthritis, septic
arthritis
•Sarcoidosis 
•Paraneoplastic manifestations
(including hypertrophic pulmonary
osteoarthropathy)

Table 3

Challenges in the management of
elderly onset rheumatoid arthritis 

•Comorbidities frequently found in 
the affected population: heart disease,
malignancy, chronic obstructive
pulmonary disease, chronic kidney
disease, diabetes mellitus, osteoporosis
•Polypharmacy leading to:
— Poor treatment adherence
— Higher risk of drug interactions 
and toxicity
•Frailty
•Alteration of pharmacokinetics of
medications with aging

are not yet completely understood. The
genetic basis of EORA with regard to
the association with HLA genes is less
well established and it is speculated that
the cytokine profiles of the two groups
may be significantly different.3,4 The
currently available evidence indicates
that EORA is a distinct subgroup of RA
rather than a different disease.

DIFFERENTIAL DIAGNOSIS
Diagnosis remains a challenge in EORA.
One reason is the higher prevalence of
seronegative disease. There are also a
range of commonly occurring
conditions in this age group that have a
similar presentation. These include
crystal arthritis (both gout and
pseudogout - polyarticular forms),
inflammatory osteoarthritis, polymyalgia
rheumatica and less commonly,
paraneoplastic arthritis, see table 2,
below, right. 

These conditions are more common
and may present with constitutional
symptoms, large joint mono- or oligo-
arthritis and predominant involvement
of the proximal large joints.

Practical tip 1: Poor response to
corticosteroids in a patient with typical
inflammatory joint symptoms/signs
raises the index of suspicion for
paraneoplastic arthritis, particularly if the
inflammatory arthritis is accompanied
by a systemic inflammatory response.

DIAGNOSTIC WORK UP
Investigations in primary care should
focus on trying to establish the cause of
the symptoms and ruling out differential
diagnoses. They should include
inflammatory markers, serum uric acid,
full blood count, rheumatoid 
factor/anti-CCP antibodies, and X-rays
of the affected joint as well as hands (see
figure 1, p11) and feet. 

The possibility of malignancy should
always be borne in mind and screening
investigations guided by the history and
examination.

Practical tip 2: Consider testing for
rheumatoid factor and anti-CCP
antibodies in older patients presenting
with shoulder or hip girdle pain and
inflammatory stiffness.

Practical tip 3: Consider PSA screening
in older men with new onset
inflammatory arthritis. Prostate cancer
can sometimes cause an atypical
inflammatory arthritis.

REFERRAL
Referral to a rheumatologist should be
considered if no alternative explanation
can be found for the symptoms. This
recommendation is based on the
existing outcome data for patients with
EORA. Although it was earlier thought
that EORA had a better prognosis with a
milder clinical course compared with

YORA, evidence now suggests that this
is not the case.5,6

The outcomes and disability from
untreated disease are similar in EORA
and YORA. Therefore, early treatment 
is imperative. Urgent referral of all
suspected cases of RA has been
endorsed by NICE guidance on the
management of RA in adults.7,8

MANAGEMENT
Management is challenging for a variety
of reasons, see table 3, below. In general,
the pharmacokinetics of drugs differ in
the elderly partly as a result of declining
renal function and changes in body
composition with aging.9

In addition, older patients may have
multiple comorbidities and may be
taking a wide range of medications. 
All this translates to a higher risk of
adverse reactions, drug interactions and
complications caused by polypharmacy.

Further research into the
management of this group of patients 
is ongoing and no specific treatment
recommendations are currently
available. In theory, if the disease

Table 1

Comparison of clinical features of elderly onset rheumatoid arthritis (EORA) and young onset
rheumatoid arthritis (YORA)

Feature 

Age at onset

Female: male ratio

Onset 

Number of joints involved

Pattern of joint 
involvement

Symmetry 

Constitutional symptoms 
including fever

Serology

YORA

< 65 years with the peak at 30-50 years

3:1

Insidious/subacute

More likely to be polyarticular

Onset more commonly in small joints
especially of the hands

Largely symmetrical

Less likely

Majority seropositive (> 80%) 

EORA

≥65 years

2:1 or 1:1

Acute 

More likely than YORA to be
mono- or oligo-articular

Large joint onset is more
common than in YORA, for
example with shoulder and hip
joint involvement at onset

Largely asymmetrical

More likely

Less likely to be seropositive


