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The assessment of any arthritis disease
requires clarif ication of the specific
disease as well as evaluation ofthe stage
and act iv i ty  of  the d isease and of
function of the joint involved. In doing
so, one can assess prognosis and adjust
the patient's therapy accordingly. This
can  be  c lass i f i ed  as  symp toma t i c
therapy, specific disease modifying
the rapy  and  rehab i l i t a t i on  w i t h
restoration of function.

Non-pharmaceutical therapy is an
essen t i a l  pa r t  o f  t r ea tmen t ,  and  a
multidisciplinary approach is ideal. This
encompasses physiotherapy, occupa-
tional therapy and patient education, all
aimed at empowering the patient to
understand the chronic disease process.

Osteoarthrit is (OA) is perhaps the
rnodel degenerative disease, whilst
rheumatoid arthritis (RA) is a classic
inflammatory arthritis. Both diseases
warant symptomatic therapy, consisting
of  ant i - in f lammatory therapy and
analgesic therapy. However, in addition,
a d isease modi fy ing approach is
appl icable to both d iseases.  This is
particularly so for RA, where it is now
demonstrated to have revolutionised
treatment and improved outcome in
patients.

Ideally treatment of these diseases
should occur by or in consultation with
a rheumatologist, but this is not always

poss ib le .  The  gene ra l  p rac t i t i one r
should be seen as part of the team, and
should endeavour to acquire skills of
diagnosis and a sound understanding ol
d isease modi fy ing drugs and thei r
po ten t i a l  s i de  e f f ec t s ,  as  we l l  as
requirements for monitoring.

NON PHARMACOLOGICAL
THERAPY

This is provided by physiotherapists,
nu rses ,  educa to rs ,  occupa t i ona l
therapists, orthotists, dieticians, social
workers, and the families and patients
themselves.

The Physical Therapist plays a role
in assessing function and activity and
implementing a program to facilitate
pain relief initially and rehabilitation in
the long term. Acute management
includes resting or immobilising acutely
inflammed joints, and maintaining joint
range ofmovement by active movement
and passive stretch exercises. Heat, laser
and ultrasound provide reliefto the soft
tissues. Hydrotherapy plays a role in
mobi l isat ion and provides exerc ise in  a
non- impact ,  buoyant  envi ronment  [o
restore muscle tone and power. As the
joints become less inflamed, movement
is  encouraged wi th act ive exerc ise
against progressive resistance.

The Occupational Therapist looks at
the function ofthe patient in the context
ofhis or her disabil ity. They teach and
provide joint protection advice. They
also provide assis tant  devices and
splints. Resting splints are used during
the acute phase. Thereafter, serial splints
are used with semi-static, resting splints
with progression to dynamic splints. The
use of assistant devices and education
about the activit ies of daily l iving is
invaluable.

The  D ie t i c i an  p rov ides  adv i ce
regarding a balanced diet and weight
control, a major problem especially in
disease of large weight bearing joints,
especially in OA. There is no specific
diet for arthritis. However, red meat is
reduced and fish and vegetable intake
i s  e n c o u r a g e d .  I n  s o m e  p a t i e n t s
aggravation by ceftain foodstuffs may
be noted, and advice is given to avoid
these in individual cases.

The Orthotist provides a vital ser-
vice especially by providing devices,
such as arch supports for ankle and
subtalar disease and uretatarsal domes
for metatarsal disease.

PHARMACOLOGICAL

THERAPY

Symptomatic therapy is useful to relieve
discomfort. However, other than helping
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to rnaintain mobil ity and joint range of
movement, it has no influence on actual
disease control or influence on outcome.
Analgesia was previously seen as first
l i n e  t h e r a p y  i n  d i s e a s e .  b u l  r e c e n t
advances have changed the classical
teaching. ln RA, the early use of disease
mod i f y i ng  d rugs  (DMARDs)  has
changed d isease outcomc.  I t  is  not
considered sufficient to treat RA with
anal gesics or anti-infl arnmatories alone.
In  OA,  t he  f i r s t  l i ne  app roach  o f
analgesics has also been challenged.
Evidence suggests that OA is a hetero-
geneous condi t ion wi th s igni f icant
inflarnmation present, and not a sirnple
mechanical  or  degenerat ive d isease.
Evidence suggests that anti-inflamn-ra-
to r i es  a re  more  e f f i cac ious  than
analgesics in OA. Previous guidelines
for therapy of OA, advocating analgesia
as  f i r s t  l i ne ,  have  been  heav i l y
i n f l uenced  by  t he  s idc  e f f ec t s  o f
nonsteroidal anti-inflamrnatory drugs
(NSAIDs). The advent of specific COX-
2 inhibitor drugs have made effective,
sa fe r .  use  o f  an t i - i n f l ammato r i es
possible, even in the higher risk elderly
patient population seen in OA.

ANAIGESIA

Ana lges i cs  a re  used  i n  a  s tepw ise
fashion, titrated according to severity of
pain. Mechanical problems are worse
through the day and with activity, and
analgesics may be used "as required".
They include paracetatnol, paracetamol-
codeine combinat ions and st ronger
rnedicat ions such as t ramadol  and
dextropropoxyphene. Advantages of the
analgesics include relative sparing of
gas t r i c  u l ce ra t i on ,  bu t  i nc reas ing
problems with constipation as well as
renal and hepatic impainnent have been
reported.

ANTI-INFI-AMMATORIES

These include the older, non specific
COX inhibitors and the newer COX- I
sparing, COX-2 specific drugs. These
provide an increased safety profile by
sparing the gastric f i lucosa, reducing
ulceration and also rnaintaining platelet
function. Anti-inflammatory drugs are
best used in patients who are mani-
fest ing symptoms of  in f lammat ion:
swelling, stiffness and local heat in the
joints.

The  conce rn  t ha t  NSAIDs  damage
hurnan car t i lage is  not  conf inned,
although indometacin may accelerate
deterioration in OA of the hip.

COXIB drugs, including celecoxib
(Ce lcb rex@) ,  ro fecox ib  (V ioxx@) ,
valdecoxib and etoricoxib. and lumi-
racoxib, are more expensive than non-
specific NSAIDs, but have been shown
to bc less tox ic  to thc gastr ic  lnucosa.
They constitute a whole new class of
NSAIDs .  They  have  a l t c red  thc
approach to early use of NSAIDs as
analgesic therapy, especially in at risk
population groups, such as the elderly,
previous peptic ulcer disease and co-use
of corticosteroids. Unfortunately health
funders, perhaps inappropriately, view
thesc as too expensive for general use.
Howeve r  comp l i ca t i ons ,  i nc lud ing
bleeding and transfusion requirements,
are reduced. In addition, the platelet
sparing effect make their use in the
perioperative environment much more
desirable than the oldcr NSAIDs. which
wcre associated with increased bleeding
and  haematoma fo r rna t i on .  S ince
osteoarthr i t is  occurs in  the e lder ly ,
COXIBS allow safer early use of anti-
inflarnmatory therapy.

Other strategies to reduce gastric side
effects of the oldcr NSAIDs. include co-
use with proton pump inhibitors or mi-
soprostol. Some of the oldcr NSAIDs,
(including meloxicam, diclofenac and
ibuprofen), have a more selective COX-
2 to COX-1 ratio than other NSAIDs
(such as piroxicarn or ketoprofen). They
are, however, NOT specific COX-2
inhibitors.

DISEASE MODIFYING

DRUGS

ln RA, there is a new recognized need
for disease modifying drugs early on in
the disease. In fact rhcurnatologists now
support the use of DMARDs as soon as
the diagnosis is rnade. The concept of
the pyramid approach to therapy is no
longe r  app l i cab le  i n  RA ,  and  the
pyramid approach is now inverted. (Fig.
r . )

DMARDs are used eithcr alone or in
combinat ion.  Some rheumatologis ts
advocate a step up approach, adding or
replacing should response be incom-
plete. The aim is re mission of disease.
(Table l, 2) This is only rarely achieved,
although amelioration of the disease is
experienced in the majority. Evidence
suggests that even short tenn exposurc
to DMARDs will irnprove long tenn
prognosis.

Rheumatologis ts  advocate ongoing
DMARDs, as long as there are no side
c f fec t s  and  e f f i cacy  i s  con t i nuous .
Without the drugs the result wil l be
recurrence within approximately threc
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Table 2: Criteria for remission

Duration of mornine stiffness not exceedins l5 minutes.

2 . No fatigue.

J . No symptoms ofjoint parn.

4. No joint tendemess or pain on motion.

5 . No soft tissue swelling in joints or tendon sheaths.

6. ESR < 30 (female) and <20 (male)

NB Require 5 or more criteria for at least 2 consecutive months. There must be
no clinical manifestation of active vasculit is, pericarditis, pleurit is, or
myositis or unexplained recent weight loss or fever attributable to
rheumato id  a r th r i t i s .
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weeks. Patients are thus advised NOT
to stop their medication.

There is a rank order of efficacy
(Table 3) and generally, stronger drugs
have a greater side-effect profile. Side
effects and monitoring are therefore
drug dependent. In practical terms, the
gold standard DMARD is rnethotrexate,
but  most  rheurnato logis ts  a lso use
su lphasa laz ine  and  an t ima la r i a l s
(hydroxychloroquine,  ch loroquine
sulphate, chloroquine phosphate). Gold
and penicil lamine are not frequently
used any longer, due to their toxicity
profiles. Newer DMARDs now deve-
loped include leflunomide (Arava@).

For resistant disease drugs such as
azathioprine or cyclosporine were used
in the past, but biological agents against
cytok ines.  especia l ly  turnour necrosis
factor, and IL- 1 which promote disease,
have been developed. Anti-TNF agents
include etanercept (Enbrel@), infl ixi-
mab (Revel lex@, Remicaide@) and
adal imumab. These have provided
dramatic advances in treating resistant
disease, but are limited by cost and risk
of side effects, especially reactivation
of tuberculosis. Other biological thera-
peutic agents include anakinra (IL-1
receptor  antagonist ) .  These drugs
should remain for specialist usage.

Methotrexate is given as an injectable
or oral preparation. It is used at night
and the usual recommended starting
dose is  7.5-10 mg per  week wi th an
increasing dose versus response to 20
mg/week. The drug takes approximately
4-6 weeks for a response to develop.

It cannot be used in patients with
established or active liver disease, renal
impairment, significant lung disease and
excessive alcohol abuse. A history of
hepatitis should be determined prior to
therapy and a chest X-ray should be
performed. Urine analysis is required
every 3-6 months.

The s ide-ef fects inc lude nausea,
d iarrhoea,  rashes,  a lopecia,  mouth
ulcers and stornatitis.

More severe effects include bone
marow suppression, liver toxicity and
pulmonary toxicity (pneumonitis).

To prevent nausea, doses should be
adminis tered in  the evening.

The usc of folic acid with the drug
can also reduce side effects. In South
Africa it is common practice to use 5mg
per day. Folic acid does not interfere
with drug activity.

Liver biopsy is not considered essential
for baseline assessment or for routine
follow up after a predetermined total
dose. Guidelines are now available for
follow up and need for biopsies.

Routine monitoring must be done
using blood count and liver function
assessments (ASl ALT, GCT and full
blood count). Blood tests must be done
at baseline, at one month, and thereafter
every 2 months. If levels are persistently
increased 50olo above normal, consider
biopsy ifthe drug is to be continued.

Pregnancy: Teratogenicity is re-
porled and therefore, males and females
on methotrexate should be taken off the
drug for 3 months before conception.
The drug is also contraindicated in
lactation.

Sulphasalazine consists of two agents -

a sulphur (sulfapyridine) and a salicylate
component, (5 amino salicylic acid).
The drug is introduced slowly over the
first month to avoid problems of nausea
and gastrointestinal irritability - starling
with 0.5 g daily for one week, then I g
daily for one week, then 1.5 g daily for
one week, and thereafter 2 g per day.
Response takes between l-6 months.

Adverse events are reported more
often in the first three rnonths of use and
have a generally low profi le with no
long term effects reported. The drug is
gene ra l l y  we l l  t o l e ra ted .  Dose
reductions are usually effective for
rninor side effects.

. Gastrointestinal discornfort, with
nausea, vomiting, loss of appetite,
and abdominal pain.

. Skin rashes and allergic manifesta-
tions are comfilon.

. Headaches, mood alterations.

. Reduced spem counts may be seen,
but  th is  is  revers ib le

. Marrow suppression.

. G-6-PD deficiency manifesting as
anaemia with haemolvsis.

. Nephrotoxicity.

. Hepatotoxicity.

. Pulmonary toxicity.

. Major allergic rashes - including
Stevens-Johnson syndrome.
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Table 3: Relative strensths of DMARD.

Drug strength Rank order Weak

Strong

Auranofin (oral gold) I

Hydroxychloroquine / Minocycline 2

Chloroquine 3

Sulnhasalazine / Intramuscular eold / D-Penicillamine 4

Methotrexate / Leflunomide 415
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Moni tor ing requi res basel ine b lood
count and liver function assessment.
including eASl ALI GGT and Urine
analysis. The monitoring must be done
rnonthly for 3 rnonths and tlren three to
six rnonthly.

P regnancy :  No  l e ra togen i c i t y  i s
reported fi 'onr over 2000 reports of
p regnan t  pa t i en t s  us ing  the  d rug ,
(mainly in inflamrnatory bowel disease
patients). But, it is generally advised that
the drug be discontinued in pregnancy
unlcss considered essential because of
severe disease. The drug is considered
safe during lactation, with l itt le sulpha-
salazine in the rnilk and sulfapyridine
levels 407o of plasrna levels.

3. Antimalarials
Thcsc are chloroquine salts/hydroxy-
chloroquine. Thcy are generally seen as
milder drugs.

The use of chloroquine is generally
for rnilder disease or in combination
therapy and it takes about three to six
rnont l rs  to dernonstrate ef f icacy.
Hyd roxych lo roqu ine  has ,  on  n re ta -
ana l ys i s  rev iew ,  been  s l rown  to  bc
s l i gh t l y  weake r  bu t  l css  s i de -e f t ec t
prone than chloroquine.

Side effects:

.\ [ittot' idt rlftt-t i ttr/rrrlc

.  Nausea.

.  Rash  and  pho tosens i t i v i t y .  Sk in
pigrnentation in sun-cxposed areas
rnay develop.

. Diarrhoea

. Neurornyopathy is rcported rarely.

.\' ci rt t r s : I rlr r I i t tl.; :
The rnain problerns are ophthahnolo-
g i ca l .  P ro longcd  the rapy  has  becn
associated wi th f i rndal  defects wi th
maculopathy, especially loss o1- peri-
phcral vision and reduced night vision.
Thereforc legular  ophthal rnological
asscssnrent is recluired on a six monthly
to ycar ly  basis .  Bascl ine assessrncnt  is
requi rcd wi t l r in  t l rc  f i rs t  s ix  months.
Ear ly  exaur inat ion rnay reveal  dose-
rc latcd corncal  dcposi ts .  necessi tat ing
dose reduction. Rctinal changes are a
consequence ofan excessive daily dose,
and  no t  t hough t  t o  be  f ron r
accunrulation.

Dose recomrnendat ions -  Chloro-
quine - 4nrg / kg. Hydroxyclrloroquine
- 6.0-6.5 rrrg/kg.

These are calculated according to the
amount of chloroquine base in the drug.
Dose reductions must be considered in
the elderly. Once the condition has been
s tab i l i sed .  dose  reduc t i ons  can  be
considered by decreasing the fi 'equcncy
of adrninistration.

It is adviscd that the drug be takcn
with food to inrprove bioavailabil ity and
reducc nausea.

Pregnancy:
Litt le infonnation is available. as fewcr
than 100 reports exist ofpregnancy in
r h e u r n a t o i d  a r t h r i t i s  p a t i e n t s  o n
antimalarials. Howevcr, amongst these
there are no reports of adverse f-etal
ef fect .  The drug should bc stopped,
unless absolutely ncccssary.

4. Minocycline
Ant ib iot ic  thcrapy has bccn col l t ro-
versial but sonre studies now suggcst
that thcre is a responsc to minocycline.
It is scerr as an option in milder disease.

Trials have been contradictory but
the balance showed bcnef i t .  Radio-
logical progression has not been slowed
by usc ofthe drug.

Dosc recomurended is l00ms twice
dai ly .

Eflectivencss takes approx irnately 3-
6 rnonlhs to be established.

Side effects:
. Nausea, vonrit ing, taste disturbance

in 30%.
H y p e r p i g m e n t a t i o n  a n d  t o o t h
discolorat ion.
Skin rash.  photoscnsi t iv i ty .
Headaches.
Hyperscnsi t iv  i ty  prreurnorr i t is .
Hepatotoxicity.
Drug induced SLE and ant innclear
t-actor (AN F ) positivity.

P r e g n a n c y  a n d  l a c t a t i o l l :  c o n t r a -
indicated.

5. Lellunomide
This is uretabolized to activc metabo-
l i t e s  t h a t  i n h i b i t  d i h y d r o - o r o t a t e
dehydrogenase. This is the ratc-l inrit ing
e n z y n r e  i n  p y r i r n i d i n e  n u c l e o t i d e
synthesis. In rheurnatoid arthrit is, the
activation and prolif-eration ol'T cells
is  therefore i rnpai red.  Cl in ica l  t r ia ls
show a reduct ion in  jo int  counts and
irnprovements in physician and paticnt

global assessment and function. Trials
sugges t  e f f i cacy  i s  sus ta ined .
Cornparison with methotrexate suggests
equ i va len t  e f f i cacy ,  as  we l l  as  an
i rnprovernent  wl ren cornpared to
placebo.  There is  a lso ev idence for
reduction in erosions. Trials are ongoing
rega rd ing  comb ina t i on  t he rapy .
including with methotrexate.

Side effects:
. Gastrointeslinal syurptor.ns, (diar-

rhoea).
. Skin rash.
.  A lopecia(revers ib le) .
. Elevation of l iver enzymes.
. Severe teratogenicity.

Serious adverse events in trials are seen
in approximately  20 %r of  pat ients,
rcquiring stopping the drug in l5% of
patients. lf therc are side-effects, drug
lcvels can be rcduced or c' l irninated by
cholestyrarn ine.

P regnancy  i s  abso lu te l y  con t ra -
indicated (fbr rnale and fernalc patients)
and therc is  a nr in inruur  three year
rccourmendation off thc drLrg beforc
irrit iating a prcgnancy. Altematively thc
drug can be e l inr inated,  but  the drug
lcvel should then be r.rreasured to cnsure
completc e l i rn inat ion pr ior  to  s topping
contraception.

SYSTEMIC

CORTICOSTEROIDS

Tlrcse have their place in inflarnnratory
arthrit is. in low doses in anicular disease
but  i r r  h igh doscs fo l  systern ic  cxt ra-
ar t icu lar  involvcrnent  of  RA.

For arl icr.rlar disease. the dose should
bc kept low at or below 7.5rng per day
ot 'prednisone.  I t  should be taken in the
rurorning. Alternate day use is not well
tolerated by RA patients. as the disease
is serrs i t ivc to smal l  changes in dosc.

Systenr ic corticosteroids are paft icu-
larly usetirl fbr thc treatnrent of stiffhess
and swel l ing whi ls t  DMARDs are being
init iated. prior to effect. Thereafler the
p redn i sone  shou ld  be  reduced  and
possibly stopped. where possible. over
2-3 rnonths.

DMARD therapy in

Osteoafihritis
T rc rnendous  l esea rch  i s  ongo ing  i n
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osteoarthr i t is .  and the d isease is  seen as
seve ra l  subca tego r i es  i nc lud ing  an
intlammatory subtype associated with
early onset. genetic background and
swelling and a soft t issue component on
examination.

Glucosantine Sulphate
There is some accurlulating evidence
that glucosamine sulphate has efficacy
in osteoarthrit is, with trials showing
pain relief but also chondroprotection.
Three and five year follow up in patients
treated for osteoarthrit is of the knee
show a s l ight  increase in jo int  space.
compared to loss in placebo groups.
Glucosamine sulphate is made from
shrimp and crab shells and consists of
the building block of the glycosamino-
g l ycans ,  t he  g round  subs tance  o f
carti lage. It has been shown to increase
proteoglycan synthesis. It is absorbed
well and is excreted in the lung and
kidneys. The recommended dose is
1500mg/day.

The consumer is faced with a large
choice of products. Unfortunately there
is no quality control regarding the
bioavailability of the active ingredient.
Most studies showing efficacy are based
on the SULPHATE moiety, and there is
no  ev idence  tha t  t he  CHLORIDE
product is as efficacious. Similarly,
studies ofchondroitin sulphate are not
definitely conclusive and this consti-
tuent, derived from bovine sources, adds
considerably to the price.

Diacerltein
This is  a compound der ived f rom
rhubarb and is the acetylated form of
anthraquinone, rhein. The drug has been
shown  i n  some  t r i a l s  t o  reduce
symptoms  as  we l l  as  reduce  the
in f l ammato ry  response  o f  I L - l  i n
chondrocytes. There is evidence that it
may reduce carlilage loss in OA of the
hip, compared to placebo. The product
is not yet available in South Africa.

Otltet disease nodifving
rhcrapies in OA
Trials of tetracycline and antimalarial
therapies are in the process. Tetracycline
blocks synthesis of nitric oxide as well
as  me ta l l op ro teases  i nvo l ved  i n
cartilaee destruction.

INTRA-ARTiCULAR
TNJECTIONS IN RA AhJD OA

Cor tico s tc roid Injc cti on s
lf a joint is swollen and out of phase
with the rest of the disease activity, it is
fiequently useful to inject that joint
d i rect ly .  Jo int  in ject ion techniques
require skil l  and should be done as a
sterile, non-touch technique in the clinic
setting. They should NOT be painful.
A painful injection may suggest the
injection has been incorrectly admi-
nistered. Sirnilarly, tendon and soft
t issue injections are very useful, but
require precise diagnosis and anato-
rnical location of the abnormality.

Whereas systernic corticosteroids
have little place in the treatment of OA,
there is no doubt that intra-articular
steroids control symptoms in patients
with OA. However, the benefit is short
l ived,  last ing only a few weeks or
months.

Side-effects other than infection are
rnild, with flushing, skin discolouration
and local fat atrophy, especially if the
injection is rnisplaced. Diabetic control
may also require moniloring.

Injections should be limited to 3-4
times per year in weight bearing joints.
They must be only an adjunct in the
control ofthe underlying disease.

Ilvaluronan
This is given as an injection of linear
glycosaminoglycan into the joint. lt
supplements endogenous hyaluronan,
which is reduced in the OA joint. It is
made from Rooster comb, with chemical
rnodifications to increase half life and
increase claimed efficacy. It does not
work as a simple lubricant, as it is
cleared rapidly from the joint. Efficacy
is  due to i ts  in f luence on synovia l
cytokines. The trials do not show defi-
nite long term efficacy, and widespread
use is  not  just i f ied.  However some
pat ients do seem to benef i t  f rom
symptomatic relief lasting months. They
therefore may be used in patients who
require, but do not want, surgery and
who fail to respond to corticosteroid
injection.

Surger+,
Surgery plays a special role in patients
who have mechanical joint problems
that impair daily life activity and are not

responding to medical and conservative
therapy.

The advent of replacement arthro-
plasty (loint replacement), has been a
rnajor  advance in the t reatment  of
rheumatic disease. Survival rates of total
hip replacernent (THR) and total knee
replacement (TKR) is 10-15 years. Age
is not a contraindication to surgery.
Anaesthetic techniques and anticoagu-
l a t i on  have  reduced  pe r i ope ra t i ve
comp l i ca t i ons .  La te  comp l i ca t i ons
include infection, loosening, osteolysis,
periprosthetic fracture and wear of the
prosthesis.

Timing ofjoint replacement therapy
is delayed until conservative therapy
fails. However, if there is a problem of
regional osteoporosis and loss of bone
stock, delay may be harmful in some
patients.

In addition, it is important to address
the underlying disease, especially in RA,
as  ac t i ve  d i sease  w i l l  l im i t
rehabilitation.

Arthroscopy has also been revolu-
t ionary in  management of  in ternal
de rangemen t  o f  j o i n t s ,  espec ia l l y
relating to meniscal tears and foreign
bodies in the knee. Other forms of
arthroscopic lavage and debridement of
osteoarthritic joints, however, are more
controversial and recent trials show no
benefit from the procedures.

Decisions regarding surgery must
have appropriate indications, and whilst
it may offer a quick solution, surgery
should be considered as an adjunct to
and not a replacement for medical
therapy.

Chondral  defects can a lso be
managed ar throscopical ly  us ing
osteochondral autografts or by cartilage
cell transplant or periosteal grafts, both
ofwhich are performed in open surgery.
However, these procedures remain
experimental at this time.

RECON{N,{ET\IDATIGNS FOR

SOTJTF{ AFRICAN PRIMARY

CARE I}RACTITIONERS FOR
USE OF DMARD IN RA:

SIJMh,{ARY

l. Confirm the diagnosis as early as
poss ib le .  Wh i l s t  c l ass i f i ca t i on
cr i ter ia  ex is t ,  these are NOT
diagnostic criteria. (Table 4)
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2. Assess degree of activity by asses-
sing degree of stiffness and swelling/
joint counts.

3. Assess risk factors. (Genetic subsets
with HLA typing, especially shared
epitope, identif ies severe disease
and has been used by O'Del l  to
predict the response to combination
therapy. However, this is not felt to
be practi-cal for the South African
situation.) (Table 5)

4. Monitor the patient for efficacy and
side-effects. (Table 6)

5. Refer where possible to a rheuma-
tologist or specialist with an interest
in rheumatology. Encourage a team
approach with the specialist

A PERSONAI RECOMMEN-

DATION FOR DMARD USE

Early active disease presenting with
symptoms / features of rheumatoid
a r t h r i t i s  b u t  l i t t l e  s y n o v i t i s  o n
examination and low risk factors:
suggest management with COXIBS/
N S A I D s  a n d  c o n s i d e r  e a r l y
introduction of disease modifying
therapy if still active at three tnonths
after onset of symptoms (recom-
mendation to start sulphasalazine or
hydroxychloroquine). If inadequate
response or progression by one to
th ree  mon ths  on  DMARD,  add
methotrexate.
Early active disease presenting with
features of rheumatoid arthritis with
mild to moderate synovitis and risk
factors: suggest management with
COXIBSNSAIDs/low dose steroids
with introduction of rnethotrexate. If
i nadequa te  response  by  t h ree
mon ths :  add  a  second  d i sease
modifying drug (sulphasalazine or
hydroxychloroquine).
Early active disease presenting with
features of rheumatoid arthritis with
moderate lo  severc synovi t is :  in i t ia te
dual therapy early in combination
low dose cor t icostero ids.  Dual
therapy includes methotrexate with
hydroxychloroquine or sulphasala-
zine. Specialist refenal desirable.
Early active disease presenting with
features of rheumatoid arthritis with
severe synovitis and risk factors:
initiate triple therapy early in combi-
nat ion low dose cor t icostero ids.
Triple therapy includes methotrexate

w i th  hyd roxych lo roqu ine  and
sulphasalazine. Specialist referral
desirable.

.  In to lerance to methotrexate but

normal  l iver  funct ion,  consider
leflunomide. However this requires
specialist refenal.

. If established rheumatoid arthrit is

not responding or intolerant to triple
the rapy :  cons ide r  t he  use  o f
leflunomide, and if still no response
consider  azath iopr ine.  Specia l is t
attention considered mandatory.

. Established rheumatoid arthritis not
responding to any therapy: consider
etanercept/infl iximab, depending on
avai labi l i ty .  Specia l is t  a t tent ion
considered mandatory.

.  Remember that  a l l  pat ients requi re
indiv idual ized therapy,  and th is
article provides only a guideline.
Where possible, refenal to a rheuma-
tologist is strongly recommended.D

Please refer to the CPD
questionnaire on page 53.

Moming stiffness for longer than I hr and longer than 6 weeks duration

Swelling in 3 or more joints for longer than 6 weeks duration

Swelling MCP or PIP for longer than 6 weeks duration in wrist

Symmetrical joint swelling

Rheumatoid nodules

Hand X-ray changes - erosions or decalcification

4 or more for classification

Early age at onset

High titre rheumatoid factor

Elevated ESR / CRP

Elevated platelet count

Swelling >20 joints

Extra-articular disease

Shared epitope positivity - HLA-
DRBI typing

Duration of morning stiffness

Severity of fatigue

Joint swelling scores (tender / swollen joint counts)

Visual analogue scorss for pain and stiffness.

Physician assessment visual analogue scores.

Evidence of disease progression on examination - loss ofmotion I deformity

Patient global assessment visual analogue scores.

Basic functional assessment scores- in particular the Stanford health
assessment questionnaire - HAQ score.

ESR. CRP. platelet count
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