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❏Chronic, systemic, inflammatory autoimmune disease
❏Most common chronic inflammatory arthritis
❏Primarily affects synovial joints
❏Chronic progressive irreversible 

joint damages
❏ Increase burden and disability 
❏ Increase morbidity and mortality

RHEUMATOID ARTHRITIS



❏ Prevalence 0.25% worldwide*

❏ Prevalence 0.12% in 

Thailand**

EPIDEMIOLOGY

** Chaiamnuay P, Darmawan J, Muirden KD, Assawatanabodee P. Epidemiology of rheumatic disease in rural Thailand: a WHO-ILAR COPCORD study. 
Community oriented programme for the control of rheumatic disease. J Rheumatol. 1998;25(7):1382–1387.

*Safiri S, Kolahi AA, Hoy D, et al. Global, regional and national burden of rheumatoid arthritis 1990–2017: a systematic analysis of the Global 
Burden of Disease study 2017. Ann Rheum Dis. 2019;78(11):1463–1471.



❏Female : Male = 3 : 1
❏Annual incidence
❏Male 0.1 - 0.2 per 1000
❏ Female 0.2 - 0.4 per 1000

❏Peak age of onset between 
30 - 60 yrs





N Engl J Med 2011;365:2205-2219





—SOMEONE FAMOUS

“This is a quote, words full of wisdom 
that someone important said and can 

make the reader get inspired.”

CLINICAL MANIFESTATIONS



CLINICAL MANIFESTATIONS

❏ARTICULAR MANIFESTATIONS
❏EXTRA-ARTICULAR 

MANIFESTATIONS
❏CONSTITUTIONAL SYMPTOMS



ARTICULAR 
MANIFESTATIONS
❏Typical symmetrical 

polyarthritis 
❏Peripheral joint > axial 

(except atlantoaxial C1-2)
❏Small  > large joints
❏Hand > Foot (PIPs, MCPs, 

Wrists, MTPs)
❏Morning stiffness > 60 min.
❏Synovitis may be only joint 

swelling but not tender



JOINT EXAMINATION



JOINT DISTRIBUTION : RA vs OA





EARLY  RA



LATE  RA

Boutonniere deformity

Boutonniere deformity



EXTRA ARTICULAR MANIFESTATIONS







● ACR 1987 classification criteria

○ Duration > 6 wks.

○ Established cases

● ACR/EULAR 2010 classification criteria

○ Any duration

○ Early recognition



CLASSIFICATION CRITERIA FOR RA





● Disease by exclusion

● After exclude other diseases 🡪 classification criteria

● Common mislead OA to RA

● CPPD can mimic RA (pseudoRA) esp. elderly F

● SpA (polyarticular type) can mimic RA





DIFFERENTIAL DIAGNOSIS

-CNTD (SLE, Scleroderma, 
Sjogren’s  syndrome, etc)
-Crystal induced arthritis (Gout, 
CPPD)
-Spondyloarthritis (PsA, ReA, AS)
-Osteoarthritis
-Viral arthritis
-Carcinomatous polyarthritis
-Vasculitis syndrome
-Autoinflammatory syndrome

RA



OA hands



Chronic tophaceous gout



Chronic CPPD arthritis



Psoriatic arthritis



Dermatomyositis



Jaccoud’s arthropathy in SLE



● RF : Sens 71%, Spec 83%

● Anti-CCP (ACPA) : Sens 67%, Spec 94%

● Elevated ESR, CRP

● Radiographic findings

○ Soft tissue swelling around joints (fusiform)

○ Early – juxta-articular osteopenia

○ Joint space narrowing

○ Marginal erosions (Hallmark)



LABORATORY 
INVESTIGATIONS



INFLAMMATORY MARKERS 

(ESR/CRP)
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RHEUMATOID FACTOR
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ANTI-CYCLIC CITRULLINATED PEPTIDE ANTIBODY                           

(ACPA/ANTI-CCP)
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RHEUMATOID ARTHRITIS

❏SEROPOSITIVE RA (RF/ACPA +ve)

❏SERONEGATIVE RA (RF&ACPA -ve)



RADIOGRAPHIC FINDINGS
IN RHEUMATOID 
ARTHRITIS



RADIOGRAPHIC FINDINGS

IN

EARLY RHEUMATOID ARTHRITIS



EARLY RA



RADIOGRAPHIC FINDINGS

IN

ESTABLISHED RHEUMATOID ARTHRITIS



PIPs
MCPs
Wrists
Symmetrical
Juxta articular osteopenia
Joint space narrowing
Marginal erosion



LATE RA



○ CBC

○ ANA

○ HLA-B27

○ Film pelvis

○ Uric acid

○ HBsAg, Anti-HCV

○ Anti-HIV



TREATMENT



EVOLUTION OF RA TREATMENT









2022 European Alliance of Associations for Rheumatology Guideline 
for 
the management of Rheumatoid arthritis



2022 European Alliance of Associations for Rheumatology Guideline 
for 
the management of Rheumatoid arthritis



2022 European Alliance of Associations for Rheumatology Guideline 
for 
the management of Rheumatoid arthritis





●Aim of treatments

○ Pain free

○ No synovitis/inflammation

●Group of drugs

○ Anti-inflammation   

■NSAIDs

■Steroids

○ DMARDs (Slow disease progression)



Prednisolone  ≤ 10 mg/day



Pain control (Not potent anti-inflammatory)

●Ultracet (Tramadol + Paracetamol)

●Tramadol



●Start DMARDs as soon as possible

●Early DMARDs better outcome 

●MTX is preferable as first line

●MTX is potent DMARDs



●MTX

●SSZ

●CQ/HCQ



DMARDs



BIOLOGIC DMARDS IN RA



DMARDs



T2T  Strategies
●Monotherapy 

○ MTX

●Combination therapy  (poor prognostic factors)

○ MTX + CQ/HCQ

○ MTX + SSZ

○ MTX + SSZ + CQ/HCQ



POOR PROGNOSTIC FACTORS

Any 1 of the following

● Joint involvements  > 10

● Disability, severe impaired ADL

● High ESR/CRP

● Seropositive (RF/Anti-CCP)

● Erosion on plain X-rays

● Extra-articular symptoms



● CBC

● Cr

● LFT (AST,ALT)

● CXR

● HBsAg, Anti-HBc

● Anti-HCV

● Fundus (Elderly) – antimalarial drugs



BASELINE SCREENING BEFORE START DMARDs



●Visit q 1-3 months

●Follow up clinical (Hx., PE, LAB)

●Titrate  DMARDs if not improvement to maximal dose & no side-effects



Monitors

● Clinical

○ Pain : VAS

○ Swollen joint counts

○ Tender joint counts

● LAB

○ ESR/CRP

○ Albumin

○ Safety profiles : CBC, Cr, AST, ALT
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DRUG TAPERING
●If remission > 6 months

● Steps

○ Steroids 🡪 slowly taper off in 3-6 mo.

○ NSAIDs 🡪 prn pain 🡪 off

○ DMARDs 

■SSZ

■CQ/HCQ

■MTX



●Muscle strengthening

●Increase ROM



REFER TO RHEUMATOLOGIST





TAKE HOME MESSAGE

❏ RA is a systemic autoimmune disease. 
❏ RA can cause disability, burden and 

premature death.
❏ Early diagnosis by exclusion other 

diseases mimicker.
❏ Early treatment with DMARDs can 

prevent joint damage and improves 
quality of life.

❏ Current recommendations suggest treat-
to-target(T2T) strategy aiming at 
remission or at least low disease activity 
to attain favorable outcomes.


	สไลด์ 1
	สไลด์ 2:  Chronic, systemic, inflammatory autoimmune disease Most common chronic inflammatory arthritis Primarily affects synovial joints Chronic progressive irreversible  joint damages Increase burden and disability  Increase morbidity and mortality  
	สไลด์ 3
	สไลด์ 4
	สไลด์ 5
	สไลด์ 6
	สไลด์ 7
	สไลด์ 8: —SOMEONE FAMOUS
	สไลด์ 9
	สไลด์ 10
	สไลด์ 11: JOINT EXAMINATION
	สไลด์ 12: JOINT DISTRIBUTION : RA vs OA
	สไลด์ 13
	สไลด์ 14
	สไลด์ 15
	สไลด์ 16
	สไลด์ 17
	สไลด์ 18
	สไลด์ 19
	สไลด์ 20: CLASSIFICATION CRITERIA FOR RA
	สไลด์ 21
	สไลด์ 22
	สไลด์ 23
	สไลด์ 24: DIFFERENTIAL DIAGNOSIS
	สไลด์ 25: OA hands
	สไลด์ 26: Chronic tophaceous gout
	สไลด์ 27: Chronic CPPD arthritis
	สไลด์ 28: Psoriatic arthritis
	สไลด์ 29: Dermatomyositis
	สไลด์ 30: Jaccoud’s arthropathy in SLE
	สไลด์ 31
	สไลด์ 32
	สไลด์ 33:                       INFLAMMATORY MARKERS                                     (ESR/CRP)
	สไลด์ 34:                      RHEUMATOID FACTOR
	สไลด์ 35
	สไลด์ 36: ANTI-CYCLIC CITRULLINATED PEPTIDE ANTIBODY                                                          (ACPA/ANTI-CCP)
	สไลด์ 37
	สไลด์ 38
	สไลด์ 39: RADIOGRAPHIC FINDINGS IN EARLY RHEUMATOID ARTHRITIS
	สไลด์ 40: EARLY RA
	สไลด์ 41: RADIOGRAPHIC FINDINGS IN ESTABLISHED RHEUMATOID ARTHRITIS
	สไลด์ 42
	สไลด์ 43: LATE RA
	สไลด์ 44
	สไลด์ 45: TREATMENT
	สไลด์ 46: EVOLUTION OF RA TREATMENT
	สไลด์ 47
	สไลด์ 48
	สไลด์ 49
	สไลด์ 50
	สไลด์ 51
	สไลด์ 52
	สไลด์ 53
	สไลด์ 54
	สไลด์ 55
	สไลด์ 56
	สไลด์ 57
	สไลด์ 58
	สไลด์ 59: DMARDs
	สไลด์ 60: BIOLOGIC DMARDS IN RA
	สไลด์ 61: DMARDs
	สไลด์ 62: T2T  Strategies
	สไลด์ 63: POOR PROGNOSTIC FACTORS
	สไลด์ 64
	สไลด์ 65: BASELINE SCREENING BEFORE START DMARDs
	สไลด์ 66
	สไลด์ 67
	สไลด์ 68
	สไลด์ 69
	สไลด์ 70: DRUG TAPERING
	สไลด์ 71
	สไลด์ 72: REFER TO RHEUMATOLOGIST
	สไลด์ 73
	สไลด์ 74

