Evidence based approach to rheumatoid and inflammatory arthritis and their management including local guidelines
 Symptoms and signs of patients to consider for referral:
	Joint swelling - three or more swollen joints

	Symmetrical symptoms

	Metacarpophalangeal and metatarsophalangeal involvement

	Significant early morning stiffness - greater than 30 minutes

	Good response to non-steroidal anti-inflammatory drugs

	Family history of rheumatoid arthritis


Distinguishing clinical and laboratory features of persistent inflammatory polyarthritis
	Diagnosis
	Symptoms
	Signs
	Laboratory tests
	Key Features

	Rheumatoid Arthritis
	Pain, swelling and stiffness > 6 weeks
	Swelling and tenderness, especially in wrists, MCP and MTP joints
	Rheumatoid factor positive in 70% of patients
	Symmetry

	Psoriatic arthritis and Spondylo-arthropathies
	Pain, tenderness and swelling in joints and tendon and ligament attachment sites (enthesis)
	Tenderness at enthesis, dactylitis (swelling of entire digit caused by tenosynovitis)
	Blood tests usually not helpful
	May have sacroilitis, spondylitis, plantar fascitis, DIP arthritis, nail pitting or onycholysis, psoriasis. 

History of psoriasis in 1st degree relative

	Systemic lupus eryhtematosus
	Symptoms of multi-system involvement (e.g. rash, pleurisy)
	Often more joint tenderness than swelling
	ANA positive, other antibodies, including ENA, DNA commonly present. Cytopoenias may occur
	Usually non-erosive

	Maturity onset seronegative arthritis
	Pain, swelling and stiffness in joints (often develops suddenly in patients > 60 years of age)
	Wrists and shoulders are commonly affected
	Rheumatoid factor and ANA negative 

Marked increase in ESR 
	Behaves like polymyalgia rheumatica

	Polyarticular gout
	History of episodic mono-arthritis for years before poly-articular disease
	Any joint can be affected. Tophi are usually present
	Marked increase in serum uric acid, urate crystals in joint aspirate
	Patients are often on diuretics, drink alcohol to excess and have family history of gout. Prevalence higher in men.

	Osteoarthritis with inflammation
	Pain and tenderness in DIP, PIP and CMC, as well as weight-bearing joints
	Affected joints may be tender and swollen

Heberden and Bouchard’s nodes palpable
	Laboratory tests not helpful. Radiographs show osteoarthritis
	Often symmetric

Onset common in perimenopausal women


MCP = metacarpophalangeal, MTP =  metatarsophalangeal, DIP = distal interphalangeal, ANA = antinuclear antibody, ENA = extractable nuclear antigens, ESR = erythrocyte sedimentation rate, PIP = proximal interphalangeal, CMC = carpometacarpal.
 Differential Diagnosis of early synovitis (<3 months duration):
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SLE = systemic lupus erythematosus, RA = Rheumatoid arthritis, SpA = spondyloarthropathies
Practice points
Early arthritis is often undifferentiated in nature, once other diagnoses are excluded; it may remit spontaneously or under symptomatic therapy, or may persist; synovitis when present for 12 weeks or more is regarded as “persistent” and is likely to evolve into RA

It is not easy to diagnose RA at very early stages, since current RA classification criteria are often not fulfilled or misleading; in fact, RA may start as mono-, oligo- or polyarthritis

Prognostic markers of destructive disease in patients with persistent arthritis are: high number of swollen joints, high C-reactive protein (CRP)/ESR, and presence of RF and/or autoantibodies to cyclic citrullinated peptide

once arthritis is persistent, DMARDs should be started as soon as possible, MTX, accelerated in dosing to reach 20–25 mg once weekly within 6–8 weeks with folate substitution (5 mg/week), is the gold-standard therapy; sulphasalazine and leflunomide or combination therapy are alternatives
DMARD MONITORING SUMMARY 
	DRUG


	BLOOD TESTS
	FREQUENCY
	OTHER
	FREQUENCY

	AZATHIOPRINE


	FBC,

U&Es + LFTs
	2 weekly for 8 weeks after each dose increase then monthly x 4 then

2 monthly (assuming stable and no dose increase)
	N/A
	

	CHLORAMBUCIL


	FBC +

U&Es
	Every 2 weeks 
	URINE

For protein and blood
	With each blood test

	CiCLOSPORIN


	FBC,

U&Es +

LFTs
	2 weekly for 8 weeks after each dose increase then monthly x 4 then

2 monthly (assuming stable and no dose increase)
	BP

Urate and lipids
	With each blood test

3 monthly

	HYDROXYCHLOROQUINE


	FBC, U&Es +

LFTs
	6 monthly
	Amsler grid

Monthly self test. Annual visual acuity
	

	LEFLUNOMIDE


	FBC

U&Es + LFTs
	2 weekly for 8 weeks after each dose increase then monthly x 4 then

2 monthly (assuming stable and no dose increase)
	BP
	With each blood test

	METHOTREXATE


	FBC,

U&Es +

LFTs
	2 weekly for 8 weeks after each dose increase then monthly x 4 then

2 monthly (assuming stable and no dose increase)
	N/A
	

	MYCOPHENOLATE
	FBC

U&Es

LFTs
	2 weekly for 8 weeks after each dose increase then monthly x 4 then

2 monthly (assuming stable and no dose increase)
	N/A
	

	MYOCRISIN (I/M GOLD)


	FBC
	Prior to each injection – review results prior to giving next injection
	For protein and blood
	With each blood test

	PENICILLAMINE


	FBC
	Every 2 weeks for 8 weeks after every dose increase then monthly
	For protein and blood
	With each blood test

	SULFASALAZINE EN

	FBC, U&Es + LFTs
	2 weekly for 8 weeks after each dose increase then monthly x 4 then

2 monthly (assuming stable and no dose increase)
	For protein and blood
	3 monthly


ACCEPTABLE RESULTS: WCC > 4.0, neutrophils > 2.0, platelet count >140, liver enzymes < 2 x upper limit of normal, PCI < 500 NB Repeat if values are borderline.  Falling values, even if above lower limit, need careful observation
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