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hydroxychloroquine. Since the onset of
action of these medications can take up
to 12 weeks, glucocorticoids can be used
as bridging therapy. However, the
potential limitations of glucocorticoids 
in this age group, for example
comorbidities such as diabetes and
neuropsychiatric side effects such as
agitation, confusion or psychosis need
to be considered. 

In cases of failure to achieve remission
or low disease activity with conventional
DMARDs, addition of biologic DMARDs
is recommended, although generally not
as monotherapy. Biologic medication
classes approved for the treatment of
RA include IL-6 inhibitors (tocilizumab,
sarilumab), TNF inhibitors (etanercept,
infliximab, adalimumab etc), anti-CD20
antibodies (rituximab) and T cell
inhibitors (abatacept). Janus kinase
(JAK) inhibitors (tofacitinib and
baricitinib) have also been approved.

MONITORING
All adults with RA should be followed up
regularly in secondary care. In the initial
stages, monitoring should be more »

Table 4

Summary of the NICE  recommendations on the management of adult
rheumatoid arthritis, relevant to primary care7,8

•Refer to secondary care all patients with clinical synovitis of undetermined
cause. Refer urgently (within three days of presentation) if the small joints of hands
and feet are affected, more than one joint is affected, or there is a delay of three
months or longer in seeking medical advice

• Investigation with rheumatoid factor, anti-CCP antibody and X-rays of the hands
and feet is recommended in primary care, although negative results should not
preclude the referral of a suspected case

•Short-term glucocorticoids as a bridging therapy is recommended on initiation
of a synthetic DMARD

Table 5

Common misconceptions concerning the management of inflammatory arthritis

Steroid response reliably differentiates inflammatory arthritis from other
differentials: Many articular syndromes other than autoimmune inflammatory
arthritis can respond symptomatically to moderate doses of steroids including
osteoarthritis, mechanical back pain, gout and pseudogout

Steroids are safer than DMARDs such as methotrexate: In the medium to long
term, the side effect profile, including the infection risk, of steroids is far worse

Methotrexate causes interstitial lung disease (ILD) and is contraindicated in the
presence of lung disease: The current consensus in the rheumatology community
is that most cases of ILD in patients with RA are probably caused by their disease
rather than the treatment. Pre-existing lung disease alone does not contraindicate
the use of methotrexate

outcome of EORA is similar to YORA,
the treatment protocols should not be
any different and this concept is
supported by evidence.5,10 However, in a
practical setting this will be challenging
and older patients may be offered less
aggressive treatment. It has been shown
that as a consequence, patients with
EORA run the risk of being undertreated
resulting in poor disease control, see
figure 2, p14.6

The current recommendation would
be to follow the treatment guidelines for
RA but with more careful tailoring to the
individual patient taking account of any
comorbidities. Tailoring treatment
should not mean withholding treatment
purely based on age. The current NICE
treatment recommendations for adult
RA are summarised in table 4, below.7,8

Common misconceptions about the
management of inflammatory arthritis
are listed in table 5, below.

The backbone of treatment remains
methotrexate which is a conventional
synthetic disease modifying drug
(DMARD). Other options in this category
include leflunomide, sulphasalazine and
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Elderly onset rheumatoid arthritis (EORA) is defined as
rheumatoid arthritis (RA) with age of first onset  ≥65 years.
It comprises an acute onset proximal or large joint arthritis
with a prominent systemic syndrome represented by
constitutional symptoms and a higher ESR than in the
younger patient with RA. Currently available evidence
indicates that EORA is a distinct subgroup of RA which may
have a significantly different cytokine profile.

Diagnosis is difficult because of the higher prevalence 
of seronegative disease and a range of other conditions
have a similar presentation. These include crystal arthritis,
inflammatory osteoarthritis, polymyalgia rheumatica and
less commonly, paraneoplastic arthritis. Investigations
should focus on trying to establish the cause 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 the hands and feet. The possibility
of malignancy should always be borne in mind. PSA
screening should be considered in older men with new
onset inflammatory arthritis.

Referral to a rheumatologist should be considered if no
alternative explanation can be found for the symptoms.
Outcomes and disability from untreated disease are similar
in EORA and young onset RA so early treatment is
imperative. NICE recommends urgent referral of all suspected
cases. In EORAthe treatment guidelines for RA should be
followed but with more careful tailoring to the individual
patient taking account of any comorbidities.

The backbone of treatment remains methotrexate 
which is a conventional synthetic disease modifying 
drug (DMARD). Other options in this category include
leflunomide, sulphasalazine and hydroxychloroquine.
Since the onset of action of these medications can take
up to 12 weeks, glucocorticoids can be used as bridging
therapy. In cases of failure to achieve remission or low
disease activity with conventional DMARDs, addition of
biologic DMARDs is recommended, although generally
not as monotherapy.  

All adults with RA should be followed up regularly in  
secondary care with frequent monitoring in the initial stages
which can be extended to 12 monthly once the disease and
treatment regimen have become stable. Regular blood
monitoring is necessary for patients on DMARD therapy
(excluding hydroxychloroquine). An annual review is
recommended for all patients to assess disease activity,
functional ability, development of comorbidities
(hypertension, ischaemic heart disease, osteoporosis,
depression) or complications (vasculitis, disease of the
cervical spine, lung or eyes) and the impact the disease is
having on the patient’s life.


