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Pharmacological approaches 
in the management of 
inflammatory arthritis Part 3

PATrIcIA MINNocK, RgN, FFN RCSI, BSC, MSC, PHD ADVANCED NuRSE 
PRACTITIONER (RHEuMATOlOgY), RHEuMATOlOgY REHABIlITATION,  
OuR lADY’S HOSPICE AND CARE SERVICES, HAROlD’S CROSS, DuBlIN

T
his review summarises modern pharmacological 
approaches in the management of inflammatory 
arthritis (IA) such as rheumatoid arthritis (RA), and 
psoriatic arthritis (PsA). For the purpose of a rational 
yet comprehensive overview of both pharmacologi-

cal approaches, and of the aim of modern therapies, the focus 
will be confined to early inflammatory arthritis. For convenience 
early RA is taken as the index condition for inflammatory arthri-
tis. The rationale for this being that despite discrete differences 
in pathogenesis, the drug therapies used to treat RA and PsA 
arthritis are the same.1 The overarching goal in the management 
of both disease entities is reversal of the pathogenic process; 
this is the basis of modern therapeutic biologic therapies.2

In clinical practice early IA is often undifferentiated. Early 
arthritis may develop into established RA or into another 
distinct arthropathy, such as PsA. It may resolve spontaneously, 
or the diagnosis may remain unclear. A three step process is 
recommended in order to improve the diagnosis and outcome 
in arthritis. The first step is the identification of the presence of 
inflammatory arthritis, the next is distinguishing between defi-
nite diagnoses of arthritis (for example, rheumatoid arthritis, 
psoriatic arthritis), and the third step is estimation of the risk 
of developing persistent or erosive irreversible arthritis and to 
propose an optimal treatment strategy.3 

Therapeutic goals
Management of RA is defined as all organisational, diagnos-
tic, medical and educational procedures related to patients 
seeking help for arthritis of a peripheral joint.4 The ultimate 
therapeutic goal in the treatment of RA is to induce complete 
remission, unfortunately this rarely occurs.5 Therefore, the goals 
of management of RA include the suppression of the signs and 
symptoms of synovitis, the prevention of structural damage, 
maintenance of function and a reduction in mortality. Twelve 
key recommendations for the management of early arthritis 
and early RA were developed by The European league against 
Rheumatism (EulAR) based on evidence in the literature and 
expert consensus (Table 1).3 These provide a comprehensive 
summary of evidence based management including all steps in 
the process from early referral, diagnosis, prognosis and treat-
ment, and are presented, as published. 

Modern pharmacological approaches 
Three major types of drug therapy are used in the treatment of 
inflammatory arthritis: non-steroidal anti-inflammatory drugs 
(NSAIDs), disease modifying anti-rheumatic drugs (DMARDs), 
and glucocorticoids (gC). NSAIDs provide symptomatic relief of 
pain, stiffness and inflammation without influencing the causes 
of inflammation. DMARDs act by a variety of pathways with the 
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common mechanism of inhibiting the main pro-inflammatory 
cytokines.5 Inhibition of pro-inflammatory cytokines, media-
tors of inflammation, results in a decrease of disease activ-
ity, reduction in joint damage, preservation of function and 
improvement in systemic symptoms. glucocorticoids have 
actions similar to both NSAIDs and DMARDs; use in clinical 
practice is largely confined to short term for symptomatic relief. 
On account of their potential side effect profile, their long term 
use as disease modifying drugs is no longer recommended, 
therefore, they have been largely superseded by modern bio-
logic disease modifying therapies.6,7 Evidence based treatment 
guidelines (Table 1 and Figure 1) have been formulated and 
published by experts in both disease entities (RA and PsA).3,8

Disease modifying anti-rheumatic therapies (DMArDs): 
non-biologic and biologic agents
DMARDs fall into two separate groups: the traditional non-
biological drugs or synthetic agents, and the modern biologic 
disease modifying drugs.9 The most commonly used synthetic 
drugs include methotrexate (the main anchor drug),10 hydx-
ochloroquin, sulfasalazine and luflonomide, alone or in various 
combinations.11 The principle biologic disease modifying thera-
pies include; infliximab, etanercept, adalimumab, golimumab, 
cetrolizumab, tocilizumab, abatacept and rituximab.9 Early inter-
vention with non-biologic disease modifying anti-inflammatory 
drugs is the cornerstone of treatment and in the early stages 
may halt the progressive synovitis, associated joint destruction 
and progressive disability. However, only a minority of patients 
achieve a good response on non-biologic therapies alone.11 
Evidence based treatment guidelines were recently formulated 
and published by EulAR (Figure 1) with respect to RA.12 

These comprehensive recommendations provide a framework 
for standardising care for patients with RA. Overarching princi-
ples state that patients with RA need to be treated by a rheuma-
tologist and that treatment should aim at best care, based on a 
collaborative decision between patients and rheumatologist. 

Remission or at least a low disease activity is the recommend-
ed treatment goal summarised in a three phase approach: 
•	 phase I comprises the initiation of disease modifying treat-

ment on diagnosis; 
•	 phase II address patients who fail to achieve the treatment 

target with these steps. This second phase stratifies patients 

Table 1: final set of recommendations on the management 
of early arthritis based on both evidence and expert opinion 

1 Arthritis is characterised by the presence of joint swelling, 
associated with pain or stiffness. Patients presenting with 
arthritis of more than one joint should be referred to, and 
seen by, a rheumatologist, ideally within six weeks after 
the onset of symptoms.

2 Clinical examination is the method of choice for 
detecting synovitis. In doubtful cases, ultrasound, power 
Doppler, and MRI might helpful detect synovitis. 

3 Exclusion of diseases other than rheumatoid arthritis 
requires careful history taking and clinical examination, 
and ought to include at least the following laboratory 
tests: complete blood cell count, urinary analysis, 
transaminases, anti-nuclear antibodies.

4 In every patient presenting with early arthritis to 
the rheumatologist, the following factors predicting 
persistent and erosive disease should be measured: 
number of swollen and tender joints, ESR or CRP, levels 
of rheumatoid factor and anti-CCP antibodies, and 
radiographic erosions.

5 Patients at risk of developing persistent or erosive 
arthritis should be started with DMARDs as early as 
possible, even if they do not yet fulfill established 
classification criteria for inflammatory rheumatological 
diseases.

6 Patient information concerning the disease and its 
treatment and outcome is important. Education 
programmes aimed at coping with pain, disability, and 
maintenance of work ability may be employed as adjunct 
interventions. 

7 NSAIDs have to be considered in symptomatic 
patients after evaluation of gastrointestinal, renal, and 
cardiovascular status.

8 Systemic glucocorticoids reduce pain and swelling and 
should be considered as adjunctive treatment (mainly 
temporary), as part of the DMARD strategy. Intra-articular 
glucocorticoid injections should be considered for the 
relief of local symptoms of inflammation.

9 Among the DMARDs, methotrexate is considered to be 
the anchor drug, and should be used first in patients at 
risk of developing persistent disease.

10 The main goal of DMARD treatment is to achieve 
remission. Regular monitoring of disease activity and 
adverse events should guide decisions on choice and 
changes in treatment strategies (DMARDs including 
biological agents).

11 Non-pharmaceutical interventions such as dynamic 
exercises, occupational therapy, and hydrotherapy can 
be applied as adjuncts to pharmaceutical interventions in 
patients with early arthritis. 

12 Monitoring of disease activity should include tender 
and swollen joint count, patient’s and physician’s global 
assessments, ESR, and CRP. Arthritis activity should be 
assessed at one to three month intervals, for as long as 
remission is not achieved. Structural damage should be 
assessed by radiographs of hands and feet every 6 to 12 
months during the first few years. Functional assessment 
(for example, HAQ) can be used to complement the 
disease activity and structural damage monitoring. 

CRP, C reactive protein. anti-CCP anti-cyclic citrullinated 
peptide. DMARD, disease modifying anti-rheumatic drug; 
ESR, erythrocyte sedimentation rate; HAQ, Health Assessment 
Questionnaire; MRI, magnetic resonance imaging.3 

Three major types of drug 
therapy are used in the 
treatment of inflammatory 
arthritis: non-steroidal 
anti-inflammatory drugs, 
disease modifying anti-
rheumatic drugs, and 
glucocorticoids.
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according to poor prognostic factors indicating the need to 
use combination non–biologic agents and or biologic agents; 

•	 phase III relates to patients for whom the first biologic ther-
apy fails. Moreover, this three phase process emphasises the 
importance of close monitoring of patients using composite 
disease activity measures and the adaptation of treatment 
strategies within preferably 3-months, at most 6-months, to 
ensure treatment aim of complete remission or a low disease 
activity state, is reached.12,14,15 
In relation to PsA treatment guidelines are those of the group 

for Research and Assessment of Psoriasis and Psoriatic Arthritis 
(gRAPPA), presented in (Figure 2),16,17 Both sets of guidelines 
represent the collaborative workings of rheumatologists, and 
dermatologists in conjunction with patients. The stated aim is to 
provide best care and outcome for patients with inflammatory 
arthritis regardless of economic or political considerations.12,17 

summary of therapeutic management 
The treatment of patients with inflammatory arthritis is better 
now than in previous decades on account of the more wide-
spread early and intensive treatment approach, the extensive 
use of the disease modifying anti-rheumatic drug, methotrex-
ate, the availability of novel therapeutic biologic therapies, 
the availability of evidence based treatment guidelines and 
recognition that regular monitoring of patients with quantita-
tive measures improves disease outcome.13 

Rheumatoid arthritis and psoriatic arthritis are chronic dis-
eases characterised not only by biomedical signs but also by an 
array of patient reported symptoms. For this reason it is recom-
mended that regular patient monitoring should also include 
patient reported outcome measures as part of a strategy for 
achieving optimal outcome and best care.13,18 Ongoing moni-
toring of the disease course and effectiveness of treatment, of 

figure 1: eulAr recommendations for the management of rheumatoid arthritis with synthetic and biological disease-
modifying anti-rheumatic drugs.12 

Algorithm based on the European League Against Rheumatism recommendations on rheumatoid arthritis management. DMARD, disease-modifying 
antirheumatic drug; MTX, methotrexate; RF/ACPA, rheumatoid factor/anti-citrullinated peptide antibodies; TNF, tumour necrosis factor. 
*The treatment target is clinical remission or, if remission is unlikely to be achievable, at least low disease activity. 
Reproduced by kind permission of BMJ Publishing Group Limited.
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the respective conditions of rheumatoid arthritis and psoriatic 
arthritis is essential in order to optimise patient outcome. 

references
1. Helliwell, P.S. and W.J. Taylor, Treatment of psoriatic arthritis 

and rheumatoid arthritis with disease modifying drugs – – com-
parison of drugs and adverse reactions. Journal of Rheumatol-
ogy, 2008. 35(3): p. 472-6.

2. Mease, P.J., D.D. gladman, and g.g. Krueger, Group for 
Research and Assessment of Psoriasis and Psoriatic Arthritis 
(GRAPPA). Annals of the Rheumatic Diseases, 2005. 64(suppl 
2): p. ii1-ii2.

3. Combe, B., et al., EULAR recommendations for the manage-
ment of early arthritis: report of a task force of the European 
Standing Committee for International Clinical Studies Including 
Therapeutics (ESCISIT). Ann Rheum Dis, 2007. 66(1): p. 34-45.

4. Combe, B., Early rheumatoid arthritis: strategies for prevention and 
management. Best Pract Res Clin Rheumatol, 2007. 21: p. 27-42.

5. Emery, P., How to Manage Rheumatoid Arthritis 1999: Pharma-
cia & upjohn.

6. Hoes, J.N., et al., Adverse events of low – to medium-dose oral 
glucocorticoids in inflammatory diseases: a meta-analysis. Ann 
Rheum Dis, 2009. 68(12): p. 1833-8.

7. van der goes, M.C., et al., Patient and rheumatologist perspec-
tives on glucocorticoids: an exercise to improve the implemen-
tation of the European League Against Rheumatism (EULAR) 
recommendations on the management of systemic glucocor-
ticoid therapy in rheumatic diseases. Ann Rheum Dis, 2010. 
69(6): p. 1015-21.

8. Kavanaugh, A.F. and C.T. Ritchlin, Systematic review of treat-
ments for psoriatic arthritis: an evidence based approach and 

basis for treatment guidelines. J Rheumatol, 2006. 33(7): p. 
1417-21.

9. Saag, K.g., et al., American College of Rheumatology 2008 
recommendations for the use of nonbiologic and biologic 
disease-modifying antirheumatic drugs in rheumatoid arthritis. 
Arthritis Rheum, 2008. 59(6): p. 762-84.

10. Chakravarty, K., et al., BSR/BHPR guideline for disease-mod-
ifying anti-rheumatic drug (DMARD) therapy in consultation 
with the British Association of Dermatologists. Rheumatology 
(Oxford), 2008. 47(6): p. 924-5.

11. grigor, C., et al., Effect of a treatment strategy of tight control 
for rheumatoid arthritis (the TICORA study): a single-blind ran-
domised controlled trial. lancet, 2004. 364: p. 263 – 269.

12. Smolen, J.S., et al., EULAR recommendations for the manage-
ment of rheumatoid arthritis with synthetic and biological 
disease-modifying antirheumatic drugs. Ann Rheum Dis, 2010.

13. gibofsky, A. and Y. Yazici, Treatment of rheumatoid arthritis: 
strategies for achieving optimal outcomes. Ann Rheum Dis, 
2010. 69(6): p. 941-2.

14. Kavanaugh, A. and J. Fransen, Defining remission in psoriatic 
arthritis. Clin Exp Rheumatol, 2006. 24(6 Suppl 43): p. S-83-7.

15. Ritchlin, C., Psoriatic disease--from skin to bone. Nature clini-
cal practice. Rheumatology, 2007. 3(12): p. 698-706.

16. Mease, P.J., et al., Psoriatic arthritis assessment tools in clinical 
trials. Ann Rheum Dis, 2005. 64 Suppl 2: p. ii49-54.

17. Ritchlin, C.T., et al., Treatment recommendations for psoriatic 
arthritis. Ann Rheum Dis, 2008.

18. Pincus, T., Y. Yazici, and M. Bergman, Saving time and improv-
ing care with a multidimensional health assessment question-
naire: 10 practical considerations. J Rheumatol, 2006. 33(3): p. 
448-54.

group for research and Assessment of Psoriasis and Psoriatic Arthritis (grAPPA) treatment guidelines. 
(From Kavanaugh et al.; gRAPPA guidelines for the treatment of psoriatic arthritis. J Rheumatol 2006; 33: 1417-21).)
Reproduced by kind permission of BMJ Publishing Group Ltd.

figure 2: evidenced based treatment guidelines for the management of psoriatic arthritis in clinical practice.
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