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Á Consultant: 7
Á Registrar: 1
Á 20 clinics per week

Á Clinic appointment time: 
ÁNew patient: 40 minutes. (Registrar: 60 minutes)

ÁFollow ups: 20 minutes. (Registrar: 30 minutes)

Á Patients seen by registrar (In/Outpatient) will be 
seen/discussed/supervised by an allocated consultant. (1:1)



THE RANGE OF SERVICES PROVIDED 
INCLUDES:

Á Outpatient:  
ǐ Diagnosis and formulation of 

management plan for patients with 
MSK disorders.

ǐ Shared care with GPs: patient with 
complex problems. 

ǐ Referral to, consultation with, and co-
ordination of MDT i.e. PT, OT, SW, 
orthotists and podiatrists

Á Inpatient:  
ǐ Management and treatment of acute 

Rheumatic disorders.

ǐ Intensive interdisciplinary inpatient 
rehabilitation where outpatient 
programmes are sub-optimal.

SERVICESNOT PROVIDED: 

Á Chronic Fatigue without 
muscular pain

Á Chronic pain syndrome (refer to 
Pain Clinic).



Á Inflammatory arthropathy: 
Á Degenerative arthritis: 
Á Connective tissue disease: 
Á Vasculitis: 
Á Back pain/Spondyloarthropathy: 
Á Soft tissue rheumatism: 

ǐShoulder

ǐCarpal Tunnel

ǐTenosynovitis

Á Polymyalgia rheumatica/Giant cell arteritis.



Á Rheumatoid arthritis: 
Á Crystal induced arthritis: 
ÁGouty arthritis

ÁCPPD crystal induced arthritis

Á Seronegativearthritis: 
ÁPsoriatic arthritis

ÁReactive arthritis

ÁEnteropathic(UC and CD)

ÁUndifferentiated

Á Osteoarthritis:

Á History: 
Á Onset of symptoms (acute vs

insidious)

Á Duration, distribution

ÁMorning stiffness

Á Screening questionnaire: CTD

Á Family history of RA, Gout
Á Personal/family history of 

cutaneous psoriasis/IBD 
(UC/CD)

Á History of Uveitis/Iritis
Á Triggers: Food



Á 38 year old woman presented with 2 months of painful 
stiffness and swelling of the small joints of both hands:





ÁOsteoarthritis
ÁPsoriatic arthritis
ÁGouty arthritis



ÁRheumatoid arthritis:
ǐZ deformity.

ǐSwan neck.

ǐBoutonnière.

ÁOsteoarthritis: 
ǐ(ÅÂÅÒÄÅÎȭÓnodule

ǐBouchard node

ÁGout: 
ǐTophi

ÁPsoriatic:
ǐDactylitis (sausage finger)





2010 ACR/EULAR
Classification Criteria for RA

JOINT DISTRIBUTION (0-5)

1 large joint 0

2-10 large joints 1

1-3 small joints (large joints not counted) 2

4-10 small joints (large joints not counted) 3

>10 joints (at least one small joint) 5

SEROLOGY (0-3)

Negative RF AND negative ACPA 0

Low positive RF OR low positive ACPA 2

High positive RF OR high positive ACPA 3

SYMPTOM DURATION (0-1)

<6 weeks 0

Ó6 weeks 1

ACUTE PHASE REACTANTS (0-1)

Normal CRP AND normal ESR 0

Abnormal CRP OR abnormal ESR 1

Ó6 =definite RA

Definition of JOINT 

INVOLVEMENT

- Any swollen or tender joint 

(excluding DIP of hand and 

feet, 1st MTP, 1st CMC)

- Additional evidence from MRI / 

US may be used for 

confirmation of the clinical 

findings









Á Blood test: 
ǐFBC, Us&Es, Uric acid level

ǐCRP 

ǐRF , Anti CCP antibody 

ǐANA, ENA, Complements

ǐImmunoglobulin, electrophoresis. 

ǐHepatitis screening

ǐThyroid function test

Á X-rays of hands and feet: screening/erosions
Á CXR: Prior to methotrexate (Baseline)





Progressive Chronic Inflammation Can Lead to Joint 
Destruction

Early Arthritis - soft tissue swelling,

especially around the PIP joints 

Chronic inflammation

in the joint leads to 

bone destruction

evident as erosions

Prolonged severe

chronic arthritis

leads to deformity 

and

disability.



Rheumatoid arthritis, Osteoarthritis and Gout

ÅSymmetrical soft tissue swelling

ÅMarginal/periarticular erosions

ÅJuxta-articular osteopenia 

ÅJoint-space narrowing

ÅMarked soft tissue 

swelling

ÅPreserved joint space

ÅPunched-out sclerotic 

erosions

ÅAsymmetric jiont space 

loss

ÅOsteophytes

ÅSubchondral sclerosis

ÅSubchondral cyst

Rheumatoid arthritis OsteoarthritisGout 



Á Any organs i.e. lungs, pericardium, pleura, sclera, kidney, 
subcutaneous tissue, central and peripheral nervous systems 
and bone marrow. 

ÁMarker of disease severity and associated with ŷoverall 
morbidity and premature mortality
ǐ40% of patients with RA over a lifetime of disease

Á Risk factors for systemic, extra articular disease includes:
ǐPresence of RF and smoking 

ǐHigh levels of RF and positive Anti CCP antibody



Á Eyes: Episcleritis, Scleritis, Corneal melt.
Á Pulmonary especially ILD.
Á Cardiac: Pericarditis, myocarditis, conduction defects.
Á Neurological: Mononeuritismultiplex, compression 

neuropathies.
Á Vasculitis.
Á Nodules (present in 30% of patients with RA).
Á Pyodermagangrenosum.
Á Felty'ssyndrome: usually occurs with long standing 

seropositive nodular disease.



ωBoolean Based Definition
At any time point, a patient must satisfy 
all of the following:
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ω Index Based Definition
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Tender 

Joint 

Count

Swollen 

Joint 

Count

CRP Disease 

VAS

Patient 

Global 

Activity

Physician 

Global 

Activity

DAS 44 44 V V

DAS2

8

28 28 V V

SDAI 28 28 V V V

CDAI 28 28 V V



Á Regular clinic follow up:

ǐAssessment of disease activity and monitoring the drug 
related adverse effects.

Á X-rays of the hands and feet every 3-5 years:

ǐDisease may progress despite apparent clinical stability.

ǐMore frequent if early aggressive disease.
Á Regular FBC, Renal function, LFTs and CRP. 
Á CVD risk: 

ǐBP, lipids, glucose, encourage smoking cessation.

ǐOn appropriate CVD medications.





Á Primary goal: clinical remission -better functional and 
radiological outcomes.

ÁStart treatment early

ÁAdjust therapy every three months to achieve this.

ÁConsider early aggressive therapy for patients with high disease 
activity or poor prognostic features

Smolen et al. Ann Rheum Dis 2010; 69: 631-7. 

Felson et al. Ann Rheum Dis 2011; 70:404-13.



Disease modifying (DMARDs) and symptom modifying 
(SMARDs) medications.
Methotrexate is the cornerstone medication but co 
morbidities often determine DMARD used.
Combination treatment for patients with high disease 
activity and poor prognostic features.  
Biological therapy:

ÂEtanercept, Infliximab and Adalimumabin NZ (can also 
use for AS and PsA).

ÂRituximab and Tocilizumabalso used.







Biologics

TNF 

inhibitors

B cell 

depletion

IL-1 and 

IL-6 

inhibitors

Disruption 

of T cell 

costimulation

Abatacept
Anakinra

Tocilizumab

ÅEtanercept

ÅInfliximab

ÅAdalimumab

ÅGolimumab

ÅCertolizumab

pegol

ÅRituximab

ÅOfatumumab

ÅOcrelizumab







van Vollenhoven et al. Nat. Rev. Rheumatol 2009. 5: 531-41.



Á Infections remain the greatest safety concern 
ÁTB seems to be higher with some biologic agents than with 

others 
ÁScreening for latent tuberculosis in all patients canŹthe risk of 

reactivation

Á The overall risk of solid malignancies does not seem to ĕ

with biologic therapy

Á Risk of non-melanoma skin cancer is ĕincreased with TNF 
inhibitor therapy 





Á Anti-TNFs will increase the risk for TB.
Á TB (when it occurs) on an anti-TNF has a higher rate of extra 

pulmonary disease (1).    
Á Screen for latent TB:

ǐ7 fold reduction in risk of TB reactivation (2).

(1) Winthrop et al. Arthritis Rheum 2005; 52: 2968-74.

(2) Gomez-Reino et al. Arthritis Rheum 2007; 57: 756-61.



Á Infectious disease and/or 
pneumonitis

Á Active bacterial infection

Á Active TB (or latent TB infection)

Á Active herpes zoster infection

Á Active life- threatening fungal 
infections

Á Cardiac contraindications. 

Á Moderate or severe heart failure 
(NYHA class IIIɀIV with reduced 
ejection fraction)

Á Hematologic and oncologic 
contraindications

Á Prior lymphoproliferativedisease 
and/or treated within the last 5 
years

Á Both chronic hepatitis B and C, 
treated or un- treated for those 
with significant liver injury, 
defined as chronic Child-Pugh 
classes B or C

Á Active hepatitis B and C 



Å Osteoporosis.
Å Cardiovascular Disease (CVD).

ÅTwo to four fold increase in risk of MI in RA compared 
with age matched controls (1-3).

ÅIncident rate ratio of MI was same in patients with RA 
when compared to diabetes (4). 

Å Raised cancer risk especially lymphoma.

ÅMore marked in active disease.
1) del Rincon et al. Arthritis Rheum 2001; 44: 2737-45.

2) Watson et al. J Rheum 2003; 30:1196-1202.

3) Solomon et al. Circulation 2003; 107: 1303-7.

4) Lindhardsen et al. Ann Rheum Dis online advanced access 2011.



Á RA should be regarded as a condition associated with higher 
risk for CV disease

Á Risk for CVD increases if patient with RA meets two of the 
following three criteria:

ɀDisease duration of more than 10 years

ɀRF or anti-CCP positivity

ɀPresence of certain extra-articular manifestations
Á Annual CVD risk assessment:

ǐConsider x1.5 risk (if RA Ј10 years, RF or CCP + or extra-
articular disease).



Á Aggressive RA control.
Á Smoking cessation.
Á Lipids, glucose, BP.
Á Primary prevention HT, lipids

Peters et al. Ann Rheum Dis 2010; 69:525-31.



Á For lymphoma an established link,  in addition more active 
disease imparts higher risk (1).

Á Meta-analysis: 2 fold risk of lymphoma (2) .

Á Also increased risk of lung cancer.

Á Equivocal information on overall cancer risk (3).

Á Potentially a decreased risk for colorectal and breast cancer.

(1) Baecklund et al. Arthritis Rheum 2006; 54(3): 692-701.

(2) Smitten et al. Arthritis Res Ther 2008 ; 23: 10(2):R45. 

(3) Bernatsky et al. Current Opin Rheum 2006; 18: 129-34.











RA/Inflammatory arthritis: 





Á 40 year old male with few months of gradual onset back pain
ǐLower back pain with stiffness for whole day.

ǐNot much benefit following stretching/back strengthening 
exercises.

Á Further history: injury, lifting 
Á Family history: negative
Á Examination: unremarkable
Á Blood test: 

ǐCRP normal

ǐHLA B27: positive

ǐX-rays of pelvis including SIJs



Á Age of onset <40 years
Á Insidious onset
Á Improvement with exercise
Á No improvement with rest
Á Stiffness at night and morning 
Á Extra-articular manifestations: 

ÍAcute anterior uveitis

ÍCutaneous psoriasis

ÍIBD







Á Blood test: 

ÁInflammatory markers 

ÁHLA B27 
Á Plain X-rays of pelvis including the sacroiliac joints.
Á Refer to Rheumatology





Á Acute anterior uveitisɂ
ǐUnilateral is common. 

ǐApproximately 25 to 35% patients. 

Á Inflammatory bowel diseaseɂ
ǐIleal and colonic mucosal ulcerations, which are frequently 

asymptomatic-

ǐCan be detected by histologic examination in approximately 50 % 
patients with SpA and AS 

Á Psoriasisɂ
ǐPsoriasis is present in up to 10 % of patients 









Back pain: 




