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Rheumatoid arthritis (RA) is a chronic, systemic, 
inflammatory disorder, affecting around 1% of the adult
population. Although commonly diagnosed in the third
to fifth decades of life, the incidence and prevalence of
RA continue to increase up to the ninth decade. Age at
onset is particularly relevant as the presentation may
differ in elderly onset RA (EORA) compared with
young onset RA (YORA).

Patients with EORA frequently report a more acute 
presentation, especially if positive for rheumatoid factor
(RF). Fever, fatigue and weight loss appear to be more
common in EORA. Although small joints are most
frequently involved in the RA population overall, there 
is common involvement of large joints in EORA and 
these proximal symptoms may mimic polymyalgia
rheumatica (PMR).  

In YORA, approximately 80% of patients are seropositive 
for RF however a lower frequency has been reported 
in EORA. Anti-CCP antibodies have been detected 
in over 70% of patients with RA and are highly specific 
for RA. The value of anti-CCP antibodies is even higher
in patients with an atypical presentation (e.g. PMR-like
symptoms), or those who are RF negative. X-rays of the
hands and feet should always be performed in patients
with a suspected inflammatory arthritis. Baseline joint
erosions are present in a similar proportion in patients
with YORA and EORA.

In the elderly, the differential diagnosis of RA is extensive
as many conditions present in a similar way e.g. PMR,
osteoarthritis, polyarticular gout, pseudogout and
malignancy. Anti-CCP antibodies are very useful for
identifying EORA patients with a polymyalgic onset.
Ultrasonography or magnetic resonance imaging can
also be helpful in differentiating PMR from EORA.

Therapy for EORA should be instituted based on disease 
activity, 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. NSAIDs are effective in improving pain and
stiffness in RA, but their use in the elderly is limited by
comorbidities and adverse effects. Corticosteroids may
be very effective, however, prolonged use and/or high
dosage may lead to marked toxicity.
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SYMPOSIUMCARE OF THE ELDERLY
ELDERLY ONSET RHEUMATOID ARTHRITIS

anti-TNF alpha require regular blood
tests. In addition monitoring of 
blood pressure, fasting lipids and
glucose should be carried out at least
yearly in elderly patients with RA.

Prognosis
The presence of RF and anti-CCP
antibodies, elevated inflammatory
markers at onset, female gender,
erosions at baseline, a high swollen
joint count and impaired function at
presentation are associated with poor
outcome in both YORA and EORA.16 If
recognised and treated early however
the prognosis is excellent.

Comorbidities such as hypertension,
cardiovascular disease, diabetes and
neurological disorders can be an
important limitation for EORA
treatment and can contribute to
reduced quality of life. 

CONCLUSIONS
Because of its prevalence and chronicity,
as well as the impact on the individual,
RA has become an increasingly
important health issue. This is especially
true in elderly patients.

Overall  EORA differs from YORA in
a number of ways including:
•A more balanced gender distribution
•A higher frequency of acute onset
•More frequent involvement of large
joints (especially shoulders)
•Higher levels of inflammatory
markers
•Seronegativity in a higher
percentage of patients

It is questionable whether EORA
should be seen as a separate clinical
entity, however it may be as damaging
as classical RA. 

Primary care is pivotal in establishing
the correct diagnosis and instituting
treatment as early as possible to
maximise outcomes.

‘Biologic therapy
should not be
denied to patients
purely on 
the basis of age’
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