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Rheumatoid arthritis (RA) is an inflammatory autoimmune
disease that causes pain, swelling, stiffness, and loss of function
in joints. RA tends to be symmetrical in its distribution, meaning
joints on both sides of the body are generally involved.
In RA the joint synovium (the tissue that lines the inside of the
joints) becomes thickened, resulting in swelling and pain around
the joint. Over time, the joint cartilage and bones themselves
become damaged. Without treatment, joint laxity and
deformity can occur. Since joint damage in RA cannot be
reversed, early diagnosis and disease-modifying therapy is
the key to successful RA management.
Figure 1. Normal Joint and Joint Affected by Rheumatoid Arthritis

Source: National Institute of Arthritis and Musculoskeletal and Skin Disease
http://www.niams.nih.gov/health_info/rheumatic_disease/#ra_15

Prevalence
An estimated 1.9 million people, about 0.6% of the US
population, have RA. Women have a higher prevalence than
men, with a female-to-male ratio of about 3:1.
RA in women tends to initially be diagnosed between the ages
of 30 and 60, while men tend to be diagnosed in their 60s or
later. Overall, RA is present in about 1.3 million older adults
(2% of people over 60 years of age), with most of those
individuals being women over the age of 70. Disease activity
and functional status tends to be worse among AfricanAmericans and Hispanics than in non-Hispanic whites.

Treatment - General Approach
A number of treatment approaches are used in the
management of RA, with a focus on relieving pain,
reducing inflammation, slowing down joint damage, and
improving functional ability (Table 1). Knowledge of
medical therapies is especially important when managing
RA in older adults because medication side effects can
impair health and function. Given that older adults often
have medical problems in addition to RA, less aggressive
treatment is generally started first and clinicians should
then be alert for development of side effects.
Table 1. Goals of Treatment in RA





Relieve pain
Reduce inflammation
Slow down or stop joint damage
Improve a sense of well-being and functional status

Non-Pharmacological Therapy
Careful stretching and range-of-motion exercises to
prevent contractures and muscle atrophy, are useful, along
with weight-bearing exercises to prevent loss of bone
mass. However, joint rest and protection of joint integrity
are equally important. Supportive and functional splinting
can be considered when joint inflammation or deformity is
present. Patients with advanced disease and severe
limitations of joint function can benefit from using assistive
devices like jar openers and door handle extenders. These
non-drug treatments can be optimized when prescribed
under supervision of physical and occupational therapists.
Healthy diet and weight management should be
addressed. Weight loss is important for overweight
patients, to reduce load on joints. Patients with RA may
experience anorexia that can lead to poor nutrition; a
nutritional consult can help. Adequate sleep is also
important, as lack of sleep can worsen RA symptoms.
Patients should also notice whether climate (e.g., dry vs
humid) influences symptoms and, if possible, adjust living
situations to optimize function.

TIPS





Be alert for symptoms indicating RA and institute appropriate diagnostic and treatment plans. Older adults with RA tend to be
underdiagnosed and undertreated.
Emphasize the importance of sleep. Studies have shown that lack of sleep can worsen the symptoms of RA.
Recommend that patients exercise as much as possible. Physical activity along with range of motion exercises and stretching can
help to maintain joint mobility, improve mood, and help patients sleep better. Physical and occupational therapy can help.
Monitor older adults for side effects of RA medications.
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Pharmacological Therapy
Drug therapy in RA is aimed at reducing inflammation and
pain in joints. Several classes of medication are used to treat
RA (Table 2), all of which act either by slowing inflammatory
processes or by relieving pain.
Corticosteroids (orally or injected into joints) and nonsteroidal
anti-inflammatory drugs (NSAIDs) are often prescribed to
reduce inflammation. However, oral steroids in older adults
can reduce bone mass, cause cataracts, and impair glucose
tolerance and immune status. NSAIDs can impair renal
function and cause gastrointestinal bleeding. As a result,
other medications are often used (Table 2) in an attempt to
reduce steroid-related and NSAID-related adverse effects.
Disease-modifying anti-rheumatic drugs (DMARDs) are also
widely used (Table 2). Each of the individual DMARDs has its
own unique adverse effect profile, but common adverse
effects caused by drugs in this class involve hematologic,
hepatic, and renal impairment.
Table 2. Medications Commonly Used for Treatment of
RA
Nonsteroidal Anti-Inflammatory Drugs
aspirin, celecoxib, ibuprofen, naproxen
Disease Modifying Anti-Rheumatic Drugs
hydroxychloroquine, leflunomide, methotrexate,
sufasalazine
Biologics
abatacept, adalimumab, anakinra, certolizumab,
etanercept, golimumab, infliximab, rituximab, toxlizumab
Biosimilars
adalimumab-atto, etanercept-szzs, infliximab-dyyb
Analgesics
acetaminophen, opioids, tramadol, duloxetine

In recent years, “biologics” and “biosimilars” (Table 3)
have been prescribed with increasing frequency. While
effective, these agents impair immune function and carry
an increased risk of psoriasis, systemic infections, and
cancers.
Analgesics used for pain relief are also listed in Table 3.
Opioids should be avoided in older adults when possible to
prevent falls, constipation, and cognitive dysfunction.
Special Issues for Older Adults
New research is being published that considers RA
developing in older adults as a separate entity, referred to
as “Elderly Onset Rheumatoid Arthritis (EORA).” Numerous
risk factors have been identified for EORA, including
smoking, periodontitis, and viral infections. There may also
be an association with menopause and hormonal changes.
Individuals with EORA are at higher risk than younger RA
patients for falls and decline in functional status. This
emphasizes the importance of early diagnosis and
treatment of EORA to prevent these complications.
A related concern is that older adults diagnosed with RA
tend to be treated less aggressively than younger RA
patients. For example, while methotrexate use among
older RA patients is slightly higher compared to younger
patients, the dosage is generally lower. Similarly, the
percentage of older adults on multiple DMARDs or
receiving biologic medications is lower than in younger
patients, even though these drugs (biologics in particular)
have been shown to have similar efficacy in older and
younger individuals. In the absence of drug toxicity or comorbidities preventing treatment, such as frailty syndrome,
clinicians caring for older adults with RA should provide the
treatments needed to control symptoms and improve
quality of life.
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