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Rheumatoid arthritis (RA) classically causes a symmetrical,
small joint polyarthritis which left untreated can lead to
joint destruction and deformity. Patients typically present
with stiffness, pain and swelling of the small joints in the
hands and wrists which may lead to functional impairment.
However, RA can affect any synovial joints, apart from
sparing the distal interphalangeal joints. Prevalence is
around 1%, and women are more commonly affected than
men, the median age of onset is 58 years. Younger
patients are more likely to be positive to anti-CCP and
more likely to present with classical, symmetrical, small
joint polyarthritis.

The key aspect of assessment in primary care is to
ascertain if a patient’s musculoskeletal symptoms are
inflamnmatory or non-inflammmatory. Cardinal features that
suggest inflammation are: prolonged or severe early
morning stiffness lasting > 1 hour; episodic nature of
symptoms; presence of joint swelling and improvement of
symptoms on exercising the affected joints. Differential
diagnoses include seronegative arthritides; gout and
pseudogout; septic arthritis; connective tissue diseases;
sarcoidosis, paraneoplastic arthritis and viral infection.

RA is a clinical diagnosis, based on history, examination,
blood tests and imaging. Initial tests should include full
blood count; routine biochemistry; ESR and CRP;
rheumatoid factor; anti-CCP and anti-nuclear antibodies
(ANA) and antibodies to extractable nuclear antigens
(ENASs) as well as serum urate. Imaging should be
arranged at baseline and include plain radiographs of
hands, feet and chest. All cases of suspected inflammmatory
arthritis except gout warrant assessment by a rheumatologist.

NICE recommends that any adult with suspected persistent
synovitis of undetermined cause should be referred for

a specialist opinion. Patients should be referred urgently
(even with a normal acute-phase response, negative anti-CCP
antibodies or rheumatoid factor) if any of the following
apply: the small joints of the hands or feet are affected,;
>1joint is affected; there has been a delay of > 3 months
between onset of symptoms and seeking medical advice.

Classification criteria for RA consist of four domains:
pattern of joint involvement; duration of symptoms;
inflammatory markers and serology. Disease activity is
monitored by the DAS-28 score, a composite scoring tool
comprising four features: swollen joint count; tender joint
count; patient reported severity on a visual analogue scale
and the level of inflammatory markers (either ESR or CRP).

Early commencement of DMARD therapy is recommended
for both younger and older patients unless there are
contraindications. Methotrexate is recommended as the
first-line conventional synthetic (cs) DMARD. Corticosteroids
are also advised as bridging therapy as csDMARDs may
take up to three months to reach their full effect. A treat to
target approach is recoommended.



