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Paraneoplastic arthritis 
This is a seronegative inflammatory
arthropathy which may present in a
similar fashion to RA. The temporal
relationship between arthritis onset
and malignancy, as well as
improvement of arthritis following
treatment of the tumour are
arguments for the existence of
paraneoplastic arthritis as an entity.10
Practical tip: Refer all patients with
suspected inflammatory arthritis
urgently to a specialist. Many
rheumatology departments offer rapid
access clinics for such patients.

Table 2

Commonly used DMARDs in older patients9

MANAGEMENT
Therapy for EORA should be instituted
based on disease activity (often
reflected by the DAS 28 score), 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.

Nonsteroidal anti-inflammatory drugs
NSAIDs are effective in improving pain
and stiffness in RA, but their use in the
elderly is limited by comorbidities and
adverse effects on the central nervous
system, cardiovascular, renal, and
gastrointestinal systems. 

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 the dose and indication is essential
when corticosteroids are prescribed to
elderly patients. 

The British Society for Rheumatology
recommends that all patients who are
prescribed corticosteroids, should take
calcium and vitamin D supplements
concomitantly. Furthermore, patients
over 65 and those with a prior fragility
fracture should also be prescribed a
bisphosphonate.11 Intra-articular
corticosteroids may be beneficial and
are extremely safe. 

Disease modifying anti-rheumatic drugs 
The current approach is for early,
intensive intervention with

combination therapy. 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.
Strict adherence to a drug regimen is
necessary and careful monitoring,
both clinical and laboratory, is
required. The commonly used disease
modifying anti-rheumatic drugs
(DMARDs) in the elderly include
hydroxychloroquine, sulfasalazine and
methotrexate, see table 2, above. 

Several studies have shown that,
when disease activity, duration and
comorbidities are taken into account,
elderly RA patients have a significantly
lower chance of receiving biologic
DMARDs such as anti-TNF alpha
therapy within the same time period
as younger patients despite fulfilling
NICE criteria.12,13 However, biologic
therapy should not be denied to
patients purely on the basis of age, as
studies have shown that these drugs
are safe and effective in the elderly.14

As ischaemic heart disease is the
leading cause of death in the RA
population, cardiovascular (CV) risk
factors must be monitored at least
yearly in these patients and managed
according to local guidelines. Primary
care is pivotal to this process and CV
risk assessment in patients with RA 
is one of the indicators for the Quality
and Outcomes Framework (QOF), 
see box 1, left.15
Practical tip: All patients on DMARDs
(exception: hydroxychloroquine) and

Box 1

QOF indicators for rheumatoid arthritis

Records
RA001 The contractor establishes and maintains a register
of patients aged 16 or over with rheumatoid arthritis 1 point

Ongoing management
RA002 The percentage of patients with rheumatoid
arthritis, on the register, who have had a face-to-face review
in the preceding 12 months                                                  5 points
RA003 The percentage of patients with rheumatoid
arthritis aged 30 or over and who have not attained the age
of 85 who have had a cardiovascular risk assessment 
using a CVD risk assessment tool adjusted for RA in the
preceding 12 months                                                               7 points
RA004 The percentage of patients aged 50 or over and
who have not attained the age of 91 with rheumatoid
arthritis who have had an assessment of fracture risk using
a risk assessment tool adjusted for RA in the preceding 
24 months                                                                                    5 points

DMARD

Methotrexate

Sulfasalazine

Hydroxychloroquine

G6PD = glucose-6-phosphate dehydrogenase FBC = full blood count LFTs = liver function tests

Dose

7.5-25 mg/week
orally, IM or SC

2-3 g daily orally 
in 2-3 divided 
doses

200-400 mg daily
orally (<7 mg/kg) 

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

Caution 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


