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Rheumatoid arthritis background 

Rheumatoid arthritis (RA) is an autoimmune disorder of unknown aetiology characterized by symmetrical, erosive 
synovitis and, in some cases, extra-articular involvement1. RA affects 1% of the population in the United States of 
America2. RA is less common in developing countries (<0.5% prevalence) such as South Africa, Nigeria, Indonesia, 
Pakistan, China, the Philippines and Argentina, compared to Western populations (1%). In South Africa, there is 
evidence of an urban-rural gradient, with virtually no cases reported in some rural areas and 0.9% prevalence in an 
urban Black South African population 15.  

Although the course of RA is heterogeneous and variable, within two years of diagnosis patients usually experience 
moderate disability, and after 10 years 30% are severely disabled. Patients with RA also have a reduced life 
expectancy 3. 

The current EULAR (European League Against Rheumatism) Guidelines, recommend patient referral to a 
rheumatologist within 6 weeks of onset of symptoms9. This is a great challenge in the South African setting as there 
are only approximately 50 rheumatologists registered with the Physician association, SARAA2 . This translates to a 
greater challenge to the healthcare sector, as all guidelines regarding the treatment of RA assume early and correct 
diagnosis.  

Treatment norms 

The first aim of treatment in RA is the relief of symptoms like pain and discomfort. The second aim is the 
modification of the disease progression, in order to halt the joint progressive erosions and thus halt functional 
impairment.  The ultimate aim of treatment is to achieve disease remission (where remission can not be achieved, the 
aim should be to minimize disease activity) 4.  

Therefore as soon as the diagnosis of RA is confirmed, disease modifying therapy should be commenced as part of 
an aggressive package of care incorporating escalating doses, intra-articular steroid injections, parenteral 
methotrexate and combination therapy (rather than sequential monotherapy). The final step should be the 
progression to biologic anti-TNF-α therapy, when required 5. Patients who fail to respond to traditional DMARDs 
should be started on one of the 3 commercially available biologic anti-TNF-α drugs6.

Biologics in the management of rheumatoid arthritis 

Anti-TNF-α therapy has revolutionized the treatment of RA. These drugs are highly effective in inducing clinical and 
radiographic remission (radiological non-progression) in RA11. They have been proven to be superior to the traditional 
DMARDs in inducing disease remission and are especially effective when used early on in the course of the disease. 
The current international trend in the use of anti-TNF-α therapy is to introduce a Biologic earlier in the treatment 
cascade - so as to ‘switch off’ the disease before any irreversible joint destruction occurs thus affording patients a 
disease free functional status12,13 & 14. 

In the light of the above overview of current trends and various guidelines, the current rheumatoid arthritis CDL 
algorithm is not precise enough and leaves too much room for interpretation at the patient’s expense. For the 
purpose of comments, only the areas of potential improvements are mentioned: 

1. “Assess” disease activity & define treatment goals: There are no definite guidelines on assessment of 
disease. We suggest that;  



Include a composite index of measure of disease activity like DAS, DAS28 or SDAI. This composite measure can 
then be used to classify disease activity as mild, moderate or severe thus better delineating course of 
management.  

2. “Drug therapy”: We suggest that;  

It should be stated exactly which patients are most suitable to which drug therapy. For example, a patient with 
a low SDAI score may be treated with analgesics & NSAID’s, a patient with a moderate SDAI score or low SDAI 
score & intractable swollen joints, should be treated with analgesics, NSAID’s and the addition of a steroid. A 
patient with a high SDAI score & severe disease should be started on DMARDs from the outset.  

3. “Duration of time and combinations of DMARDs”:  We suggest that; 

The duration of time per DMARD and number of DMARDs should be specified before treatment failure is 
diagnosed. DMARD failure as defined in the current SARAA guidelines should be incorporated into this new 
algorithm. 

4. “Measure of Adequate response”: We suggest that;  

A universal measure of adequate response should be incorporated into the algorithm. Here again, the SARAA 
guidelines on the entry criteria to starting a patient on biologics should be strictly adopted. 

5.  “Leflunomide”: We suggest that;  

The algorithm currently states that patients should fail leflunomide prior to moving on to anti-TNF-α therapy. 
This is contrary to the SARAA & BSR(British Society for Rheumatology) guidelines which only mandate 
failure/inadequate response to methotrexate as one of the DMARDs. The failure of Leflunomide should not be 
an additional step required, prior to a patient receiving anti-TNF-α therapy. 

6. “Following failure of traditional DMARDs”; We suggest that; 

The algorithm should mandate the initiation of biologics in patients who fail traditional DMARDs. Initiation of an 
anti-TNF-α therapy is the appropriate next step. This step should be explicit and leave no room for 
interpretation on either number of DMARD failures required, duration of DMARD therapy in the face of non-
response or the types of DMARDs used before proceeding onto anti-TNF alpha medication.  

In Conclusion 

Evidence based medicine has proven beyond doubt, that the introduction and inclusion of a Biologic agent after 
failure of traditional DMARDs, has proven successful in improving the lives of patients who suffer from Rheumatoid 
Arthritis. Patients in this category of anti-TNF-α therapy, enjoy the benefits of an improved quality of life with some 

patients even going into remission.  
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