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RAlis a systemic disease of unknown etiology that is characterized by a symmetric inflammatory
polyarthritis, extra-articular manifestations (rheumatoid nodules, pulmonary fibrosis, serositis,
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Diragnosis
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- Insidious onset of pain, swelling, and morning stiffness in
the hands and/ or wrists or feet. O,=7ole L
Lo 00 36 Gnd stifes ) oS & Ul Ao s
* Synovitis may be evident on examination of the metacarpo-
phalangeal, proximal interphalangeal, v@, or other joints.

* Rheumatoid nodules may belpalpatedjmost commonly on

(extensor surfaces) —y Ju o4 S
U= T e .
* Suspect the diagnosis in patients presenting with symmetric

arthritis ir{ three or more joints'especially involving small joints

® = Very common

° °
ﬂ H @ = Common
/ \ @ = Uncommon

FIGURE 107-2 Patterns of joint involvement inscheumatoid

arthritis.

and associated with morning stiffness lasting more than 30 minutes.
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v Diagnostic Testing: CC/ ot LYy S@M‘I;ﬂ 5
. RF may be positive in 80% of patients. Cyclic citrullinated peptide (CCP) antibodies may be — .
\ detected in 50%-— 60% of patients with early RA. .[Af;AD ‘ s ’940
vCSU UIC;““".;VQ, — P
: « Hand and wrist radiographs may show early changes of érosions or periarticular osteopenia. )
e 5,50 ) TR Oty N . Cibvullinated
JRMUL Musculoskeletal MRI and ultrasonography may be used to demonstrate clinically inapparent L
vlad! Synovitis or erosions. : o ;_9 JP: g)]
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v" Most patients can benefit from an\early aggressive reatment program that combines me
ﬁ\n rehabilitative, and surgical services designed with three distinct goals: Jdbsr oy

hsical (early suppression of inflammation in the joints and o&ﬂ :mm:wm l. " swelliay )

mﬁ\amu * maintenance of joint and muscle function and prevention of deformities par n s
r . - . -

”m apy * repair of joint damage to relieve pain or improve function.

. i i rosions
v (DMARDs appear to alter the natural history of RA by retarding the ?omn%m_mw of bony eros
and cartilage loss| They do not reverse joint damage that has already occurred., nu

Ty 6 XL b5 50 0 pok revevsible gda RA Qye>l 1) ¢ )
v Because RA may lead to substantial long-term disability](and is associated .i:: increase ——
mortality), the standard of care is to initiate therapy with such agents/early in the oo_:,mm 0 1
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v' An established diagnosis of RA along with any evidence of disease aftivity is an indication to
initiate disease-modifying therapy. 2% ws B Qals Luasi b 25700
DMARDs
v' Initial monotherapy witf NSAIDs of steroid$ is no longer considered appropriate under usual \\Q,

circumstances. 2 _,._S Lol ypls ¢ AMC"A“’“PV UQD.,J Jyd &
2 Oale nodle Gubc) (UARDs I — =
4 ypically is thé'initial choice for me t '

v{Hydroxychloroquink orf sulfasalazine kan be used as th€initial choicl; i@ RA. )

[eflunomide is an alternative.
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v" If response to the initial agent is unsatisfactory after an adequate trial (or if limiting toxicity ]
supervenes), other DMARD:s or a biologic agent can be added or substituted. &l(f"' d| sl
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(3) previny Tail - Med:

Moderate-High Disease Activity
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TNF, tumor necrosis
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DAARDs — TNE —> Non- TNE

st RA is its most common indication.
7 o/‘a.ly 7.;(_.:-(,-4." )

A. Conventional DMARDs
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v Dosage and administration: Typically, methotrexate is administered as a single PO doseQ week

starting with 7.5— 10 mg. Clinical response is usually noted in 4-8 weeks.

Scanned with

§ CamScanner"%


https://v3.camscanner.com/user/download

TNF, tumor necrosis L P op !
facto:)) A= s biologic +/- MTX. \ YY) 5557
=3 TME -
als /bl,b-/\o"ﬂ.e/ap\/ 0‘*—“" \’S“A —rNr( Uw
Lan bi; Lo o ol V=€ e
qwn‘o-&la(: 'TN{-;]. L R ——
“0d Tvauaah s )/ N A ahay,l e ‘
45 ¢ = . whati ¢
Hederaic D PMARD Rlogic & MTX deealib e
7 ; §
J'Jan'f e (2 T/_UFI -alA“'Ywab Bislog ¢ €= 5 29
achvte ATY a5l Jisy 3 addon &= b o
Dy““" TNFI - NTX ézoa:-‘o
L LY '«hjﬁ Buulogl(u\ - C)‘““rexl\o\'\ (_,9
@ Tofactiab £ MTX CTNED o dica L Z

ol e

A. Conventional DMARDs Olb >3 OS2 WMo B o aif )>_1»t’\1i‘ol.$J _9’_;—-
. . {' 1]
DMARD s — TNE ~—> Non- TN o

d anta JRA is its most common indication.
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v Dosage and administration: Typically, methotrexate is administered as a single PO dose yeek

starting with 7.5~ 10 mg. Clinical response is usually noted in 4-8 weeks weeks.

v" The dosage can be increased k& 2.5-10 5- mé increments we@s to a maximum f 25 mg/wee

wk or until improvement is observed.

v' Dosages abo are generally given b@njection to promote absorption.

v" Contraindications and side effects:
*  Methotrexate is teratogenic and should not be used during orefznanc}. '
It should also be avoided in patients with significant hepati impairment

Folic acid at a dosa may reduce toxicity without attenuating efficacy.
« Concomitant use of TMP- SMX should be avoided.

y Ge.rolog,m testing for hepatitis B and Ckhould be included before initiation of of therapy. ~
RILNE prX i ol w3 &

XPV% X TAD— SMX
X hepatic svenal
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* Minor side :
effe :
Cts include G intolerance, stomatitis, rash, headache, and alopecia.

Blood
9 a i th(; dand platelet counts should be obtained before initiation{ every 4 weeks during the first 3-4 months or
5 0se is changed, and every 8 weeks thereafter. | VUL J5 3,0 0L
5| Lol NS ulasey, [ ] - WA v e
CL . o g ) ) dose, et . YW VO I RS BY Lo
N, serious he S {OXiCIy and is an indication for folate supplementation,

-* Bone marro i
: W suppression may occur, particularly at higher doses.

e | AST, ALT and serum albumin should be obtained initially a@ntewals during the first 3-4
P'u tet months of therapy or if the dose is changed.

* Patients on a stable dose should be monitored every 8-12 weeks after 3 months of therapy and every 12 Q

weeks after 6 month .
nths of therapy. '_,.5.2,_' Swods
*  Alcohol consumption increases the risk of methotrexate hepatotoxicity. Qe s L:.'J .);Q“‘-
VLol |

/'- Hypersensitivity pneumonitis may occur but usually is reversible.

* Rheumatoid nodules may develop or worsen, paradoxically, in some patients on methotrexate.
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Sulfasalazine:

v It is useful for treating synovitis in the setting of RA.

v Dosage: Initial dosage is 500 mg PO daily, with increases in 500-mg incrementuntil a
total daily dose of 2000 3000 mg (given in evenly divided doses) is reached. __

v’ Clinical response usually occurs in 6 10 weeks.

v Contraindications and side effects:

Sulfasalazine should be used with extreme caution in patients with G6PDD.
Sulfasalazine should not be used in patients with sulfa allergy.

Nausea is the principal adverse effect, can be minimized by enteric-coated preparation.
Periodic monitoring of blood and platelet counts is recommended.
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Hydroxychloroquine: I/- P Vej
1 ] ‘ SM in SLE and mild
ISP that is used to treal ACTMALIHS, alopecia, and synovitisin )

v" Dosage: Hydroxychloroquine typically is given at a dosage of i:ﬁ“w daily (200-400
mg)eifer meaBs to minimize dyspepsia and nausea.

v Contraindications and side effects:

« Hydroxychloroquine should be used with caution in patients with porphyria, G6PDD, or
significant hepatic or renal impairment.

* It is safe during pregnancy.

« The most common side effects are allergic skin eruptions and nausea. Serious ocular toxicity
(corneal deposits and retinopathy) occurs, but it is rare with currently recommended dosages.
f Ophthalmologic evaluation should be performed on an annual basis.
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Leflunomide:

v’ It is a pyrimidine inhibitor t|hat has been approved for the treatment of RA. Yo \_{j
v" Dosage and administration: Treatment is begun with 10 or 20 mg PO daily. COV\UM';"A‘?}(
sl i
v" Clinical response is generally seen within 4— 8 weeks. 7&1’ XSS._)” UE“*) MT)U JI
v' Contraindications and side effects: T i SE\L

A% SChsun: oo ¢
* Leflunomide is teratogenic and has a very long half-life: ot oye I o’

@ Women who plan to become pregnant must discontinue the drug and complete a course | Pt
of elimination therapy with cholest ramme 8 P&tld fo 1] days.] Wash out : !

—

&u;‘j’b daySapart beforeipreghancs LY Lol STt =4 2
c‘\é‘ * Leflunomide is contraindicated in patients with significant hepatic dysfunction or in those s 1,
[ who are receiving rifampin. . C‘;f
A .
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* Gl side effects are the most common:

>m occurs in up

i d then
« ( Elevations in serum transaminase levels'may occur and should be measured at baseline an
monitored periodically.

* The dosage should be reduced for confirmed twofold elevations, and greater elevations should be
[~ treated with cholestyramine and discontinuation of leflunomide.
e e L

* Rash anc{ alopecia_)m*ay occur during therapy.
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B. Anticytokine Therapies (Biologic DMARDS):
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< “TNFi
B. Anticytokine Therapies (Biologic DMARDSs):
W\Wf

L S o = TNF?
1) ( INF Inhibitors

v’ They have been approved for treatment of RA.

v These agents are used in patients with moderate to severe RA who have failed a trial of on
more DMARD:s.

€ Oor

v" The effect of these agents on synovitis can be dramatic, with responsive patients sometimes
reporting the onset of symptomatic benefits within|1— 2 Weeks:

i_
|
i
|
\;
i
|
%
‘\
v" In addition to their symptomatic benefits, these agents appear to retard joint damage significantly.
v’ They include etanercept, infliximab, adalimumab
——

——N

, golimumab, and certolizumab. \
S———n
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TNF Inhibitors:

Infliximab Adalimumab

ight | TR
ZSCL\‘M g
%
l | i
S5 .
Monoclonal
Constad antibodies i

Etanercept Certozumab
Pegol
s 7T

Receptor
o <

Recombinant_p75 PEGylated \&Q

H Umnanized TNF receptor/Fc (* Fab’ fragment/Fc-free

fusion protein
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v" Etanercept:

.

¢

'Ft is a fusion protein that consists of the ligand-binding portion of the hum
linked to the Fe portion of human IgG. It binds to TNF, blocking its intera
surface receptors, thus inhibiting the inflammatory

Receptor

an TNF receptor
ction with cell
and immunoregulatory properties of TN

It is given in a dosage of 25 mg SC twice a week or 50 mg SC weekly.

B
|

|
|
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i
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v Infliximab:

proinflammatory and immunomodulatory effects.

Itis a chimeric monoclonal antibody that binds specifically to human TNF-a, blocking its

IV infusion in conjunction with methotrexate (réduce production of neutral

against infliximab).

* Infliximab infusions of 3 mg/ kg at initiation, at 0, 2 and 6 weeks, and every 8 weeks

thereafter, along with methotrexate at a dose of at least 7.5 mg/ wk.

Infliximab Neutralization of TNFa

InFli kK mab

i~ Receptor-bound
- (,)SAA Macrophage TNFa

or activated

(~r*.L:> R | M T-cell i
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v" Adalimumab: (‘SC ',,\jed\'d!\

- It binds to TNF- o & blocks its interaction with the p55 and p75 cell surface TNF receptors.

+ Itisavailable as a prcﬁ]l’éd syﬁ% or pen for SC injection.

« Typical dosing for RA is 40 mg every 2 weeks when used with methotrexate. The dose can be

increased to 40 mg weekly if it is not being used with methotrexate.

N\
v" Golimumab: movthly o/ W@UW SWQQ[(;Z “’l@( VO] Lo X

+ It is d human monoclonal antibody that binds to human TNF-a.!

* It can be given as a monthly injection or an/infusion every 8 wksl after a

initial loading dose

[ wi
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v" Certolizumab pegol: /(,Lomikely

IY/}n‘ul (B of fl/\o)/bv\l‘( ‘l/\C‘Cdllu./\
v" Contraindications and side effects of TNF inhibitors: : 5

* These drugs are contraindicated in patients with acute or chronic infections, and if serious

infection or sepsis occurs, the drug should be stopped. Hepedis ,TAIC
\___\’\-—'\M

* Those with a history of recurrent infections and those with underlying conditions that may
i 3 N;\o predispose to infection should be treated with caution and counseled to b for signs
| gAmND 5 dlsymptoms of infection. - . g
I Csmpﬂ""\itd YA v 4 lul-_-,e./coulul.l

'\
' @EMMMMHMWME? Most common. TB has also been noted, and a
tuberculin skin test and CXR should be obtained before beginning therapy.

onjestive HE —
( * These agents are also contraindicated in patients with| CHF (usually with 4 LVEF < 30%).]
" (Wovsing HE)

* Patients undergoing elective surgery should discuss with their rheumatologist regarding the
optimum duration to hold medications peri-operatively, this may depend upon the half life of
the drug and post operative wound healing.

.............. l--------------;
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. RS icularly during the
* Local injection site reactions are common wu@ldmlmstmuon, particularly g
fust month of therapy.

. s )s T i ion of therapy.
» Reactions are generally self-limited and do not require discontinuatio P

. . . . . . o e ‘OJ
i ab infusions.=W iMusi
* Serious systemic allergic reactions ar¢ rare put may occur with inflixim

g multiple

~ : i reexistin
l &—A demyelinating disorder has been described as well as exacerbations of p
vt sclerosis.

.0 i . . i ckers.
Zl% The risk of nonmelanoma skin cancer,is increased in patients who receive TNF blo

o 9 . ' ho
« It is unclear whether the frequency of occurrence of lymphoma is increased in pl::tlent_s :ert -
receive these agents. A black box warning, however, has been placed on the package 1n

these agents. O%a0 Q) Zwly _U'LS_LL.() =)
CRam alslg e L‘/mﬂnow\a I o
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| Interleukin Inhibitors: .
®% Nosignal e |IL

| .
v' Anakinra:

i
|+ Itisarecombinant IL=1 receptor antagonist that is () Aesaklunre
! approved for use in RA. @ ‘
s ; |
' * It blocks binding of IL-1 to its receptor, thus inhibiting & @ ) _a
IL-1 proinflammatory and immunomodulatory actions. S e
e . P
* Itis given in a dosage of 100 mg SC daily. o @ e \“D |
* Similar to TNF blockers, it should not be prescribed to (A) | (B)

patients with ongoing or recurrent infections.

3 !
* Adverse effects include an increased frequency of | ' ® "
|

bacterial infections and injection site reactions. Stgrat

No signal

e ! Scanned with |
i & CamScanner’;


https://v3.camscanner.com/user/download

A o 1 R TENe LT I §

B-Cell-Directed 1 herapy:
v Rituximab:

®

-+ CD2Q-positive B cells in peripheral blood are rapidly
depleted after two infusions of 1 g rituximab 2 wks apart. [ \Y
* Methotrexate is generally used as background therapy. &‘mj )

* The infusion can be repeated-in6=to 12-month intervals

based on patient symptoms. m@ /N:/m
Infusion reactions are more common with the first dose ‘.\V
N ——
and rarely fatal. @ Afeies ’ ( > >
. . . . . x ) ‘
. Anu‘hlstam.mcs, lY sterqlds, and acetaminophen are @ E’o l‘“_/
routinely given prior to infusion. o

Itis a monoclonal antibody directed against CD20, a cell
surface receptor found on B cells.

< Rituximab’
y Callutar-mediated
\

\

* SEs: Upper RIs, nasopharyngitis, UTI, serious infections, bronchitis, infusion reactions, bowel

obstruction/perforation, blood cell disorders, and CV events.

* A@BQwith differential should be ébtained before treatment, with 'egicﬁ ihﬁxéﬁpn, & every 2-4 months.

"

O Lt o) ass Pod)i s

O sl 231550 (20 % CD-20 Lode B lymphoty Ji Lic¥
(Monoclovat ARy 04 vivah |
o> 23pld CP-20 Dy by

3&‘4([&’0‘4{' Pa-n\way_cq Ce’ I L),J-’;'J

LET 550 YA 5 aums

Sluble, LI HS S VI recpte/ Il 45, y

Tocili';%(lﬁ;t{% -j:ﬁ“%’wﬁimﬁn}g:\:?d SR ‘ , ' \ i Sebi nm-c;pm Tocilizumab
' Starm | Tyasduckis? rareing o) [\ ¥ P - &

v Itisan antagonist of:soluble and membrane-~ X e I : ‘15 4 /‘ }“ y
bound IL-6.receptors. {, LK * S R B R B S e .

.4 It'iéiéi'\;en as ant FI)V infusio or as an SC injection &w wm%kﬁ&jﬁ%
at a dose of 162 mg either weekly or every other l '\4 R ’l< )l(
week depending on the patient’s weight (100 kg). &TZ‘HA il

v" The most common SEs: upper Rls, ERT mg?m
nasopharyngitis, headache, hypertension, [inflammatory stom
increased liver enzymes, and injection site reactions.

v" Tocilizumab can also cause GI perforation, neutropenia, thrombocytopeni'a. serious infections and
malignancy. )

v Baseline monitoring: neutrophils, platelets, lipid panel, AST, and ALT.

v

Neutrophils, platelets, and liver enzymes should also be monitored 4 to 8 weeks after starting
therapy and every 3 months thereafter. A lipid panel should be repeated after 4 to 8 weeks of
treatment and every 6 months during treatment.

v Tocilizumab has the potential to increase the metabolism of drugs that ard CYP45() substrates,

particularly CYPS&
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| Abatacept:

v' It blocks selective co-stimulation of T cells (inhibits

) 'I’-gcllgctivation by binding to CD80 & CD86). P/CS\M')
It is given as zu}‘ IV infusion of 500-1000 mg every Ce“
4 weeks) Ards
v ll.IS also available as an SC formulation that can be
given 125 mg SC weekly with or without an initial | x
Macrophage

loading dose. A
v' Itis approved in patients with an inadequate v
response to biologic or nonbiologic DMARD:s. -
v Infections occur slightly more often than in 'l”:ff(w L

placebo-treated patients. A
v COPD exacerbations and respiratory infections are

more common in patients with moderate to severe

obstructive lung disease when treated with

abatacept. \
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Tofacitinib: . ”

| v It,san oral agent that inhibits Janus Kinases or JAK

? that are needed for intracellular suondhng in immune
and hematopoietic cells.

v Tofacitinib can be used orally as 5 mg bid or an
extended release tablet at 11 mg daily.

v Tofacitinib can be used as monotherapy or in
combination with a synlhdlc DMARD as MTX. :

v Common side effects d@ dnﬁ hepatic enzyme ':' EUSM ‘ S?M“"!})' &‘” j
elevation. 8842 VP O oting) | LcU

re is an increased risk of shingles. : b-;d m'y ;

v [Lipid paneltshould be checked before and after start 01
thesaby; XCOCOCOCOCOE .
. 1 Ny
Cmbi{//
U
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D. Other DMARDs

v' Therapies such as azathioprine, cyclosporine, minocycline, and gold salts were previously used to
treat RA,

Y With the development of other DMARDSs and biologics, they are now used infrequently and have
no recent data to support their use.

Combinations of DMARDs [ VI L Tjle e okl Gl (Sne G"?]
Therapy ik =
v' Combinations of DMARDS can be used if the patient has mto the initial agent.

v" Common combinations include methotrexate with hydroxychloroquine, sulfasalazine, or both.
v" Methotrexate is commonly combined with TNF antagonists because there is evidence for additive

efficacy and for a decrease in the formation of human antichimeric antibodies against the TNF
blocker.

Methotrexate and leflunomide may have additive hepatotoxicity, and this combination should be
used cautiously. lo— Pl L ol
v" Combination therapy with two biolo
complications.

gic agents is contraindicated because of increased infectious

:2, b}alo&]c | 99— — y.

E. NSAIDs or selective COX-2 inhibitors

v" They may be used as an effective adjunct to DMARD therapy & can provide symptomatic relief of

pain and stiffness &P '50 U570
¥" They do not slow disease progression and should not be used ay{monotherapy 0 DUARDs I |
v" They have a more rapid onset of action than DMARDs and may be be
while DMARDs take effect.

v" They have been found to increase the risk ofscrious‘(',V thrombot@ events, including MI &
v' Their use is also associated with serious Gl bleeding and ulcerations.

F. Glucocorticoids " Gan-3ld /_S_e'—l-—e'g-ﬂ)' (“ls
31 050
v" They are not curative but may delay the formation of erosions with other DMARDs and are among
the most potent anti-inflammatory drugs available.
v Indications for glucocorticoids include:
*symptomatic relief while waiting for a response to a slow-acting immunosuppressive or
immunomodulatory agent
& * persistent synovitis despite adequate trials of DMARDs and NSAIDs

neficial to “bridge” patients

stroke.
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* severe
3 constitutional symptoms (e. g., fever and weight loss) or extra-articular disease
(vz&ulms Cpl%ClLrllIS or pleurisy).

v
Oral administration oﬁednlsone 5- ZO_é daily usually is sufficient for the treatment of
synovitis, whereas severe constitutional symptoms or extra-articular disease may require up to 1

mg/ kg PO daily. - 3[9rs | o5

¥ Although alternate- -day glucocorticoid therapy reduces the incidence of undesirable side effects,
some patients do not tolerate the increase in symptoms that may occur on the off day.

v Intra-articular administration may provide temporary symptomatic relief when only a few joints
are inflamed. " - .

v The beneficial effects of intra-articular steroids may persist for days to months and may delay or
negate the need for systemic glucocorticoid therapy.

§ Yoo & Undesrile elted 3T cr0 Sl S 5 colith e c,%U
GHelnale - -day = Tl (5D (Ses S
“few JW\*S 0@6&&0‘59 W - avticiter O

Nonpharmacologic Therapies

v' Nonpharmacologic approaches for the treatment of RA include referrals to occupational and physical
therapy, mental health, social work, reviewing pain coping skills, and providing patient education.

v Physical and occupational therapy can be effective and provide several benefits to improve pain and
function such as exercises, appropriate footwear, splinting, adaptive equipment, assistive devices,

orthoses as braces, and mobility aids.

v" Weight loss can help decrease the stress on joints.
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D. Other DMARDs

v' Therapies such as azathioprine, cyclosporine, minocycline, and gold salts were previously used to

treat RA,

v" With the development of other DMARDs and biologics, they are now used infrequently and have

Nno recent data to support their use.
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& Therapy =
¥ Combinations of DMARDS can be used if the patient has alpartial responsé to the initial agent.

v" Common combinations include methotrexate with hydroxychloroquine, sulfasalazine, or both.
v' Methotrexate is commonly combined with

efficacy and for a decrease in the formatio
blocker.

n of human antichimeric antibodies against the TNF

v Methotrexate and leflunomide may have additive hepatotoxicity, and this combination should be

used cgutif)usly. lo— Yol 1 Py
v Combination therapy with two biologic agents is
complications.

TNF antagonists because there is evidence for additive

contraindicated because of increased infectious
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E. NSAIDs or selective COX-2 inhibitors

v They may be used as an effective adjunct to DMARD therapy & ¢
pain and stiffness

v They do not slow disease progression and should not be used ay nmnothcraﬁ?.
v’ They have a more rapid onset of action than DMARDs and m
while DMARD:s take effect.

v" They have been found to increase the risk of
v' Their use is also associated with serious GI bleeding and ulcerations
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v They are not curative but may delay the formation of erosions with other DMARDs and
the most potent anti-inflammatory drugs available.
v Indications for glucocorticoids include:
* Ssymptomatic relief while waiting for
immunomodulatory agent
& * persistent synovitis despite adequate trials of DMARDs and NSAIDs

aresponse to a slow-acting immunosuppressive or

an provide symptomatic relief of
—————a— .
&0 o>y
O DMARDs I

ay be beneficial to “bridge™ patients

seriousi(‘,V lhromboliz_] events, including MI & stroke.
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@ * severe constitutional symptoms (e.g., fever and weight loss) or extra-articular disease
(vas\c‘ulms, epls\cllerltis, or pl\e'urisy).

v" Oral administration of prednisone 5-20 m‘g daily usually is sufficient for the treatment of
synovitis, whereas severe constitutional symptoms or extra-articular disease may require up to 1

mg/ kg PO daily. - 361 @5

v' Although alternate-day glucocorticoid therapy reduces the incidence of undesirable side effects,
some patients do net tolerate the increase in symptoms that may occur on the off day.

v' Intra-articular administration may provide temporary symptomatic relief when only a few joints
are inflamed.~ ; p

v The beneficial effects of intra-articular steroids may persist for days to months and may delay or
negate the need for systemic glucocorticoid therapy.
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Nonpharmacologic Therapies

v' Nonpharmacologic approaches for the treatment of RA include referrals to occupational and physical
therapy, mental health, social work, reviewing pain coping skills, and providing patient education.

v’ Physical and occupational therapy can be effective and provide several benefits to improve painand |
function such as exercises, appropriate footwear, splinting, adaptive equipment, assistive devices, '
orthoses as braces, and mobility aids.

v" Weight loss can help decrease the stress on joints.
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v Correc o Onleo (0 o o.\ajﬁ,
orrectve surgical procedures nuludm;, synovectomy, total joint replacement, and joint fusion

may be indicated patients with RA to reduce pain and to improve function.

Carpal tunnel syndrome is common, and surgical repair may be(urativg if local injection therapy
IS unsuccesstul.
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Immunizations

[vig

Live vaccines should not be given during treatment with biologics but instead should be given
before starting therapy when possible and avoided for at least 3 months afier ; Immunosuppressants
are discontinued.

v' Live vaccines can be given to patients on methotrexate, leflunomide, sulfasalazine, and HCO.

v Inactivated vaccines can be administered while patients are on conventional DMARDs. TNF and
non-TNF biologics, and tofacitinib; however, efficacy of the vaccine may be reduced if patient is
on methotrexate or biologic agents.

————————————

—

v" Influenza and pneumococcal vaccinations should be considered for patients receiving DMARD:s,

v' Hepatitis B vaccination is recommended if risk factors for this discase exist and if hepatitis B
vaccination has not previously been administered.
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v’ Patients with RA and a single joint inflamed out of proportion to the rest of the joints must be
evaluated for coexistent septic anhr&'l’his complication occurs with increased frequency in RA
and carries 20%- 30% mortality. U LAl .

L35 (5 !

v Approximately 70% of patients show irreversible joint damage on radiography within the first 3

years of disease. Work disability is common, and life span may be shortened.

v CV discase is accelerated in RA and is the commonest cause of death. RA is considered a CAD

risk factor equivalent to diabetes and aggressive risk factor management should be instituted.

& Prowimmune ducare ‘ . . "
V( Sjseren syndrome, characterized by failure of exocrine glands, occurs in a subsct of patients with

| RA, producing sicca symptoms (dry eycs and mouth), parotid gland enlargement, dental caries,
and recurrent tracheobronchitis.

v Felty syndrome: The triad of RA, splenomegaly & granulocytopenia also occurs in a small subset
of patients, & these patients are at risk for recurrent bacterial infections & nonhealing leg ulcers.
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