Rheum MCQ 2002

Question 4

Issues: Mx of RA, DMARDS, monitoring of treatment of RA, assessment severity RA

Answer C

Interpretation is  depending on xray- but assuming similar changes on xray from 2 yesrs ago, she still has signs of active synovitis of MCP, likely anaemia of chronic disease and raised inflam markers ESR/CRP, but reports she is feeling well.

 RELIABLE GUIDES FOR ASSESING DISEASE ACTIVITY ( from Coppelson-prof Edmonds)-  

· new joint involvement

· progressive erosove damage on XRAY

· anaemia of chronic disease

· raised CRP/ESR

· soft tissue swelling

· joint tenderness

· change in well being ( malaise, fatigue)

THINGS  THAT ARENOT RELIABLE GUIDES TO DISEASE ACTIVITY

· RF titre

· Pain – as may be activity, damage, both , neuropathic

· Patients assessment of disease- how r u ?

DMARDS will help reduce pain, stiffness and swelling ( similar to NSAIDS), AND also -reduce ESR/CRP

-correct anaemia of chronic disease

-slow disease progression

METHOTREXATE-   MTX and folate is gold standard of RX in RA

Dosing of MTX — The dose at which MTX is initiated for the treatment of RA has by convention been 7.5 mg per week.. A lower initial dose may be used in small patients or those with partially impaired renal function (defined as a creatinine clearance <60 mL/min). Patients weighing 90 kg or more who have normal renal function may be started on a higher dose of 10 mg per week.

The only limiting factor to increasing the weekly dose is patient tolerance and side effects.  Adequate trial requires dose increases up to 15-20mg.

Dose response charachteristics

Can be used in combo with other DMARDS, leflunomide, anti-TNF rx

Healing of erosive disease has been observed with MTX, but it is still unclear what the magnitude of the effect is upon overall radiographic progression of disease 

Side effects MTX-   

· nausea ( common)

· headache, fatigue, malaise

· mouth ulcers, hair loss

· dose related BM suppression

· hypersensitivity pneumonitis in 1- 7%

· hepatotoxicity with transaminitis

· teratogenic

· INTERACTING DRUGS- alcohol, asprin, trimethoprim

 7.5 mg weekly of methotrexate is a starting dose and there is room to move as long as no side effects-----( answer C

A/  still evidence of inflammation clinically and inflam markers- need alteration to treatment.

 B/ Cyclosporine is usually reserved for severe refractory RA and RA with extra-articular manifestations. 

-$$$$$

-renal toxicity

- if used needs to be in combo with MTX

D/ 

COTICOSTERIODS IN  RA-  in low doses effective for reducing symptoms of RA and help pts recover functional status. Corticosteroids exert both antiinflammatory and immunosuppressive effects in patients with RA

SHORT COURSES PRODUCE ONLY INTERIM BENEFIT, and chronic therapy needed to maintain symptom mx.  EXCELLENT complement to anti-rheumatic Rx at doses < 10mg day

First line therapy for inflam exra-articular disease

Useful early in disease while waiting for slow acting DMARDS to work. 

Try eliminate when feasible

Keeping daily dose of prednisone at 5mg or less can reduce toxicities

Concurrent initiation of a SAARD is recommended to minimize joint erosion and to permit tapering of the corticosteroid once the patient begins responding to the disease modifying agent 

If symptoms return upon tapering, it can be assumed that the particular SAARD(s) is inadequate, and a higher dose or alternative therapies should be utilized

A major goal for patients with RA treated chronically with corticosteroids is to minimize side effects. The following factors should be part of the regimen.

  •  Limiting the dose to a maximum of 10 mg/day and preferably less than 5 mg/day

  •  The administration of hormone replacement therapy in postmenopausal women which can minimize steroid-induced bone loss 

•  The use of other measures to minimize bone loss such as calcium and vitamin D supplementation and, in patients with evidence of bone loss, consideration of bisphosphonate therapy 

E/ decrease her prednisone dose-   would be an option if disease under control,

question 3

xray not seen, but assuming shows arthritis 2nd /3rd  MCP joints in man with diabetes- likely answer is hemochromatosis.

DD is calcium pyrophosphate disease and RA.

UP TO DATE:  

The development of arthritis in HH cannot be predicted by the level of serum iron or by other m easures of iron overload. Although high serum transferrin saturation values correspond with the presence of arthritis, a high value may only represent an extended duration of disease .

Although arthritis may be the presenting symptom of HH , rheumatic symptoms can occur after the diagnosis has been made. Symptoms are more severe in those over 50 years of age.

The arthritic manifestations of HH are diverse

· The most common presenting symptom is twinges of pain upon flexing the small joints of the hand, particularly the second and third metacarpophalangeal joints; joint inflammation is typically minimal However, an acute presentation can also occur Arthritis may then progress to involve the large joints, particularly the hips, knees and shoulders

· The distribution of joint involvement may resemble rheumatoid arthritis [. Acute attacks of inflammation with bilateral destruction of the metacarpophalangeal joints can occur, and reduced flexion at the metacarpophalangeal joints has been noted.

· Bony swelling may develop and superficially resemble osteoarthritis

· Chondrocalcinosis (which refers to radiographic calcification in hyaline and/or fibrocartilage) is common and is usually asymptomatic .

CPDD ( Calcium pyrophosphate deposition) – spectrum from asymptomatic xray changes to severe polyarthritis. CP crystal deposition in joints.

· idiopathic, age related

· can occur in metabolic disorders- hypercalceamia/hypomagnesemia

· positively birefringent crystals- pseudogout

VARIANTS

-Assymptomatic- xray chondrocalcinosis( 30% of over 80’s)

-ACUTE MONOARTHRITIS- pseudogout ( knee, elbow, shoulder)

· Inflam PolyArthritis- mimick RA

· OA- HIPS/KNEES, but can get involvement of index and middle MCP joints ( rarely seen in primary OA)

Causes- hyperparathroidism, wilsons, barters, hypomagnesemia, hemochromatosis, hyphophosphatemia, 

Rx; NSAIDs for arthritis

Correct metabolic disturbance
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