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Management and progress 
of inflammatory joint disease 
with biological agents and the 
development of a seamless service
TrIsh Bewley Bsc, SRN, RHEUMATOlOGY NURSE SPECIAlIST, GAlWAY ClINIC AND 

dr MArk J I PhelAN, CONSUlTANT RHEUMATOlOGIST, SOUTH INFIRMARY VICTORIA 
UNIVERSITY HOSPITAl, CORK

The World Health Organisation and the United Nations designated the first decade 
of this century as the Decade of Bone and Joint Disease.1 This heralded dramatic and 
unprecedented changes in the management of inflammatory joint diseases such as 
rheumatoid arthritis (RA), psoriatic arthritis (PsA), ankylosing spondylitis (AS) and other 
disorders. 

T
hese diseases used to follow an almost invariably 
destructive pathway, albeit retarded by traditional 
disease modifying anti-rheumatic drugs (DMARDs). 
Patients were eventually left with gross deformities 
and became profoundly disabled (Figure.1).

The introduction of methotrexate (MTX) and later 

the ‘biologic’ drugs currently used in the treatment of 
inflammatory joint disease has changed this completely, 
resulting in sustained suppression of disease in most patients, 
and the now achievable goal of disease remission.

As a clinical nurse manager in rheumatology one of our main 
roles is in the education regarding these drugs, initiation of 
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There are currently nine such drugs licensed in this country 
to treat RA (Table 1) and some of them are also used to treat 
some of the other inflammatory diseases in other specialities 
such as gastroenterology. One of these, anakinra, is rarely used 
because of its disappointing therapeutic response.

MedIcAl chAlleNge
Such treatments present society, the medical profession and 
the nursing profession with considerable challenges. These 
treatments are very expensive, have some significant potential 
side effects and require a good deal of support and monitoring 
from nurses over the longer term.

The practice nurse is in a particularly pivotal position in 
this regard. Patients on these treatments require regular 
blood test monitoring and often need help in initiating and 
administration of these drugs. 

An understanding of the mechanism of action, modes 
of administration and possible adverse events is therefore 
extremely important to help the practice nurse in helping to 
support these patients.

them and support of the patient while they are on them. This 
extends from the clinical nurse manager in the rheumatology 
department to the general practice nurse. 

As the understanding of rheumatic disease and its treatment 
evolved over the last few decades, so did the involvement of 
the nurse in the care of such patients. From an initial two dozen 
Rheumatology Nurse Specialists in the entire UK in the early 
1990s2 to the clinical nurse manager now having a pivotal role 
in most rheumatology departments throughout Europe,3 to the 
natural progression of the general practice nurse in a shared 
care model, the nurse is a vital link in the care and support of 
rheumatic patients on complex medical treatment.

Patients who develop diseases such as RA can now look 
forward to a full life with good disease control, no significant 
joint deformities and normal family, social and working lives 
with the help of these treatments. 

Inflammation involves a cascade of cells and proteins that 
are usually invoked by the body in response to injury and 
usually have a protective and healing effect. In inflammatory 
arthritis the inflammatory response becomes uncontrolled 
and eventually causes damage to the body itself – so called 
autoimmune damage. B cells are immune cells, which 
create antibodies, and T cells are other immune cells, 
which coordinate the immune and inflammatory response 
particularly within cells (Figure 2). It is when these cells 
become unregulated and damage the body’s own tissue that 
inflammatory arthritis occurs.

These immune cells communicate with each other by 
releasing proteins that activate other cells. Biological therapies 
are molecules that are designed to target specific proteins 
involved in inflammation and to halt and control this process. 
They can be monoclonal antibodies to the molecules 
themselves such as adalimumab, which is an antibody to 
tumour necrosis factor (anti TNF) or receptor antagonists 
themselves such aseEtanercept (TNF receptors antagonists 
used to mop up the excess amount of TNF). They can also be 
directed against specific cells in the inflammatory process such 
as rituximab, which is used to block B cells or tocilizumab binds 
to receptors for interleukin 6 (Il6), a cytokine, and thus prevents 
effects of Il6. Abatacept, which are used to block T cells . 

An understanding of the 
mechanism of action, 
modes of administration 
and possible adverse 
events is therefore 
extremely important to 
help the practice nurse 
in helping to support 
these patients.figure 1. A picture from the past – untreated rheumatoid 

arthritis

figure 2. cells involved in auto-immunity which can be 
inhibited by biological agents
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There are international guidelines which provide a 
common pathway which rheumatologists will usually follow 
providing a sequence of drugs and supports, either singly 
or in combination until these diseases are controlled. These 
recommendations for RA,4 AS5 and PsA,6 are not only aimed 
at rheumatologists but also GPs and allied professionals in 
primary care. 

There are a number of aspects of care that all of these drugs 
have in common. They are as follows:

1. Prescribing: Most biologic drugs are co-prescribed 
with traditional DMARDs such as Methotrexate (MTX). 
Biologics are usually only initiated when there has been an 
inadequate response to MTX. Their efficacy is usually better 
when co-prescribed with DMARDs.

2. Infections: Biologics can be associated with an increased 
incidence of infections such as respiratory tract infections. 
If a patient has an infection requiring antibiotic treatments 
it is usual practice to stop the biological treatment until the 
infection has resolved and the antibiotic course has been 
completed.

Rheumatology departments usually recommend that 
patients on biologics avail of the annual influenza vaccine 
and the pneumovax every five years.

3. Pre-screening: There is an increased incidence of 
tuberculosis in patients taking biologics. This is especially 
the case if the patient has had previous TB infections. 
Therefore pre-screening is standard practice. A chest x ray 
and, either a Mantoux test, or Quantiferon blood test, are 
performed by the treating rheumatology department prior 
to commencing treatment. 

4. Anti-TB treatment: If screening indicates previous TB 
infection the patient is usually commenced on anti-
TB treatment (usually isoniazid and pyridoxine). TB 
prophylaxis treatment is usually continued for nine months 
and biologic treatment is normally started four weeks after 
this has been commenced.

It should be noted that isoniazid may cause 
abnormalities in liver function tests (lFTs). As the lFTs 

Table 1. comparison of biologic drugs in rheumatic disease (frequency of administration may vary with initiation and from 
patient to patient)

Inhibits what? Type of biologic how given given how often

Abatacept T cells Receptor antagonist Intravenous infusion Every 4 weeks

Adalimumab TNF Antibody Subcutaneous injection Every 2 weeks

Anakinra Il-1 Receptor antagonist Subcutaneous injection Daily

certolizumab TNF Antibody Subcutaneous injection Every 2 weeks

etanercept TNF Receptor Subcutaneous injection Weekly

golimumab TNF Antibody Subcutaneous injection Every 4 weeks

Infliximab TNF Antibody Intravenous infusion Every 8 weeks

rituximab B cells Receptor Antagonist Intravenous infusion Every 6 months

Tocilizumab Il-6 Receptor antagonist Intravenous infusion Every 4 weeks

are part of the monitoring required for MTX therapy 
confusion can occur as to which drug is implicated in any 
abnormalities of the lFTs and if necessary these tests 
should be communicated to the treating rheumatology 
department who will be in a position to decide the best 
way to manage things.

5. Monitoring: Patients on DMARDs and biological agents 
require regular blood test monitoring which are usually 
performed as part of a shared-care protocol. The 
prescribing rheumatology department provide guidelines 
as to which bloods are required, the frequency of such tests 
and the parameters to follow.

6. Administration: The routes of administration of biologics 
vary. Some are given by sub-cutaneous injections and the 
rest are administered by infusions, which are organised by 
the prescribing rheumatology units. 

Although most biological agents commonly prescribed 
are self administered by subcutaneous injection, the 
delivery systems of these drugs vary from simple prefilled 
syringes to prefilled pens. 

If patients are having difficulties with the various delivery 
techniques the general practice nurse should liaise with 
the prescribing rheumatology department who are likely to 
have support systems in place to assist.

The practice nurse in a 
shared care model is a 
vital link in the care and 
support of rheumatic 
patients on complex 
medical treatment.
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Pre-conception and pregnancy advice: There is a female 
predominance in RA, and many of them are of childbearing 
age.7 There is a requirement that women taking a biologic 
agent will need to discontinue any biologic drugs they are 
taking before conception. The length of time to abstain is indi-
vidual depending on the biologic agent. They will require care 
from a multidisciplinary team including the rheumatologist, 
obstetrician, GP, midwife and practice nurse. Fortunately a large 
percentage of women with RA improve during pregnancy.8

Postpartum: Postpartum flare can occur in as many as 90% 
of these women within three months9 at a time when they are 
trying to cope with all the stress and pressures of becoming 
a mother. It is important to make these women aware of 
this sudden change in disease activity and to have a plan of 
reinitiating treatment quickly. This can also affect the decision 
of the women breastfeeding. 

In summary the treatment and support services for 
inflammatory joint disease has evolved such that with proper 
treatment and support, patients can look forward to a normal 
working, leisure and family life. 

Because of the complexities of the different treatment 
options, which are likely to be life long, patients require the 
support and care of the clinical nurse manager in rheumatology 
and the general practice nurse now more than ever.
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