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1.INFLAMMATORY ARTHRITIS

• Inflammatory arthritis is joint inflammation caused by an 
overactive immune system.

• Early diagnosis of inflammatory arthritis is an important factor in 
determining long-term patient outcomes.

4



2. Approach to patients with joint pain
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Patient with Musculoskeletal Pain

JK Science.vol. 4 No.1, January-March 20026



• Careful history provides 80% of the diagnostic information.

• Physical examination adds another 15%.

• Imaging and laboratory together contribute only 5%. 

JK Science.vol. 4 No.1, January-March 20027



Is Inflammatory arthritis ?

• Inflammatory arthritis is characterized by : Some or all of

• (1).4 cardinal signs of inflammation (swelling, warmth, pain, erythema) 

• (2).Prolonged early morning stiffness (usually about 60 minutes or more) 

• (3). Improvement of symptoms on gentle use of joints 

• (4). Spontaneously fluctuating course 

• (5). Constitutional symptoms (fatigability, loss of appetite, loss of weight, 
low-grade fever or night sweat)

• (6). Presence of inflammatory markers: High ESR, CRP and platelets, 
Reversed A/G ratio, Low haemoglobin ,WBC may be high

JK Science.vol. 4 No.1, January-March 20028



Squeeze test 
positive in 
inflammation
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This refers to pain and swelling affecting a single joint.
Davidson’s the principles and practice of 
medicine 24th ed 11



Davidson’s the principles and 
practice of medicine 24th ed

pain and swelling 
affecting five or 
more joints or joint 
groups.
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Patterns of joint involvement in different forms of polyarthritis

Davidson’s the principles and practice of 
medicine 24th ed

A. Rheumatoid Arthritis
B. PsA
C. AS
D. OA
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Diagnoses of people referred into rheumatology with 
suspected inflammatory arthritis

www.versusarthritis.org/about-arthritis/date-and-statistcs/the-state-of-
musculoskeletal-health)2021
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3.Rheumatoid Arthritis
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1.Introduction: What is RA? 

• Rheumatoid arthritis is a progressive, systemic and autoimmune 
inflammatory disorder characterized by symmetrical synovitis, joint 
erosions and multisystem extra-articular manifestations. 
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Global, regional, and national burden of rheumatoid arthritis, 
1990–2020, and projections to 2050: a systematic analysis of 
the Global Burden of Disease Study 2021

• In 2020, an estimated 17·6 million (95% uncertainty interval 15·8–20·3) people 
had rheumatoid arthritis worldwide. 

• The age-standardised global prevalence rate was 208·8 cases (186·8–241·1) per 
100 000 population, representing a 14·1% (12·7–15·4) increase since 1990.

• Prevalence was higher in females (age-standardised female-to male prevalence 
ratio 2·45. 

• We forecast that 31·7 million (25·8–39·0) individuals will be living with 
rheumatoid arthritis worldwide by 2050.

Lancet Rheumatol 2023; 5: e594–610 18
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Complications of RA and 
Coexisting Conditions

n engl j med 388;6 nejm.org February 9, 202322



Targets for biologic therapies in inflammatory rheumatic diseases

Davidson’s the principles and practice of 
medicine 24th ed 23



Table . Diagnosis according to ACR/EULAR (2010) RA 
criteria

A score of >6/10 is needed 
to diagnose definite RA. NB: 
In some patients with 
chronic deformed RA in the 
state of remission at first 
visit, not fulfil the above 
criteria, ACR criteria for RA 
(1987) may be useful to 
make the diagnosis. 
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Clinical Assessment in RA

• Disease Activity Score (DAS) (Inflammation) 

• X’ray changes (Structural damage) 

• Quality of life (MQoL for Myanmar people) 

• Comorbidities

27



Severity Assessment

• Disease Activity-Modified Disease Activity Score (DAS 28)

• TJC = tender joint count;

• SJC = Swollen joint count,

• ESR= Erythrocyte sedimentation rate, 

• GH = Global Health 

• < 2.6 = Remission 

• 2.6 - 3.2 = Low Disease Activity 

• 3.2 - 5.1 = Moderate Activity

• > 5.1 = High Activity
28
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Management of inflammatory arthritis

• All forms of inflammatory arthritis have similar management 
strategies coordinated through a multidisciplinary team. 

• Pharmacological treatments are prescribed to relieve painful 
symptoms and to slow or stop disease progression, thereby limiting 
future impairment.

• Treatment teams should provide ongoing support by promoting self-
management though education, coordinating regular reviews, and 
ensuring access to urgent advice. 
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DMARD nomenclature

Synthetic DMARDs 

• csDMARDs- methotrexate, leflunomide, sulfasalazine, 
hydroxychloroquine 

• Targeted synthetic tsDMARDs- baricitinib, tofacitinib, upadacitinib

Biological DMARDs 

Biological DMARDs –
 TNFi: adalimumab, etanercept, certolizumab, golimumab, infliximab; 

IL- 6Ri: sarilumab, tocilizumab; 

Costimulation-i: abatacept; 

anti-B cell (CD20): rituximab 
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Smolen JS, et al. Ann Rheum Dis 2023;82:3–18
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Myanmar Rheumatology 
Society 

Management of 
Rheumatoid arthritis 
Update on 1st October 2020 
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Myanmar Rheumatology Society 
Management of Rheumatoid arthritis 

Update on 1st October 2020 
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Myanmar 
Rheumatology Society 

Management of 
Rheumatoid arthritis 

Update on 1st 
October 2020 
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4.Spondyloarthritis
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• The spondyloarthritis comprise a group of related inflammatory dis 
eases that show overlap in their clinical features and have a shared 
immunogenetic association with HLA-B27 . 

• The spectrum of spondyloarthritis (SpA) includes: 

1) axial spondyloarthritis (axSpA) comprising: non-radiographic SpA
(nr-axSpA),  radiographic axSpA (ankylosing spondylitis [AS])

2) reactive SpA

3) psoriatic arthritis 

4) arthritis with inflammatory bowel disease (enteropathic SpA)

Davidson’s the principles and practice of 
medicine 24th ed
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Pathophysiology of axial spondyloarthropathy

Davidson’s the principles and practice 
of medicine 24th ed
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Spondyloarthropathy Myanmar National Guideline 2022
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Modified Schober’s test
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Magnetic resonance imaging appearances in sacroiliitis. Coronal MRI short T1 inversion recovery 
(STIR) sequence showing bilateral sacroiliitis in axial spondyloarthritis. Bone marrow oedema (circles) 
is present around both sacroiliac joints, which show irregularities due to erosions (arrows).

Davidson’s the principles and 
practice of medicine 24th ed
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‘Bamboo’ spine of advanced ankylosing spondylitis

Davidson’s the principles and 
practice of medicine 24th ed
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Assessment in confirmed SpA

1. Function : BASFI
2. Pain : NRS/VAS (last week/spine/at night due to AS) NRS/VAS-last week-spine-

due to AS
3. Spinal mobility: 
 Chest expansion
 Modified Schober
 Occiput to wall
 Cervical rotation
 Lateral spinal flexion or BASMI

1. Patient global : NRS/VAS (global disease activity last week)
2. Stiffness : NRS/VAS (duration of morning stiffness/spine/last week)
3. Fatigue : Fatigue question BASDAI
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• For activity and guide to start or taper DMARDs, ASDAS is needed to calculated 
with the formula described below.

• ASDASCRP: 0.1216total back pain+0.1106patient global+0.0736 peripheral 
pain/swelling+0.0586duration of morning stiffness+ 0.5796Ln(CRP+1).
ASDASESR: 0.1136patient global+ +0.0866periph- eral
pain/swelling+0.0696duration of morning stiffness+0.0796 total back pain. 

• ASDASCRP is preferred, but the ASDASESR can be used in case CRP data are not 
available. CRP in mg/litre; all patient assessments on a 10 cm scale. 
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ASDAS-CRP or ASDAS-ESR

A CRP value <2mg/l (0.2 mg/dl) is not allowed. If CRP is below 
the limit of detection or is <2 mg/l (<0.2 mg/dl), the fixed value 
of 2 mg/l (0.2 mg/dl) will be entered.

ASDAS improvement criteria
>=1.1 == clinically important improvement
>=2  == major improvement 58



5.Psoriatic arthritis
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6.Reactive arthritis

• Reactive (spondylo)arthritis (ReA) is a ‘reaction’ to a number of 
bacterial triggers with clinical features in keeping with all SpA
conditions. 

• known triggers are Chlamydia, Campylobacter, Salmonella, Shigella 
and Yersinia.

• Notably, non-SpA-related reactive arthritis can occur following 
infection with many viruses, Mycoplasma, Borrelia, streptococci and 
mycobacteria, including M. leprae, which causes leprosy (Hansen’s 
disease)

Davidson’s the principles and practice of 
medicine 24th ed
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Reactive arthritis cont

• Sexually acquired reactive arthritis (SARA) is predominantly a disease 
of young men, with a male preponderance of 15:1. 

• This may reflect a difficulty in diagnosing the condition in young 
women, in whom Chlamydia infection is often asymptomatic and hard 
to detect in practical terms. 

• The syndrome of chlamydial urethritis, conjunctivitis and reactive 
arthritis was formerly known as Reiter’s disease. 

• With enteric triggering infections (enteropathic ReA), HLA-B27 may 
predict the reactive arthritis and its severity, though the condition 
occurs in HLA-B27-negative people.

Davidson’s the principles and practice of 
medicine 24th ed
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Reactive arthritis cont

Many extra-articular features 

• circinate balanitis,

• keratoderma blennorrhagica, 

• pustular psoriasis 

• nail dystrophy with subungual hyperkeratosis 

• mouth ulcers 

• conjunctivitis 

• uveitis

Davidson’s the principles and practice of 
medicine 24th ed 68



• Circinate balanitis in
a man with reactive
arthritis.
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keratoderma blennorrhagica
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pustular psoriasis 
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Management of Spondyloarthritis
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Algorithm based on the ASAS- EULAR recommendations for the 
management of axial spondyloarthritis (axSpA) 2022 update

Ramiro S, et al. Ann Rheum Dis 2023;82:19–3474



Algorithm based on the ASAS- EULAR recommendations for the 
management of axial spondyloarthritis (axSpA) 2022 update

Ramiro S, et al. Ann Rheum Dis 2023;82:19–3475



Algorithm based on the ASAS- EULAR recommendations for the 
management of axial spondyloarthritis (axSpA) 2022 update

Ramiro S, et al. Ann Rheum Dis 2023;82:19–3476



Spondyloarthropathy
Myanmar National Guideline

2022
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Gossec L, et al. Ann Rheum Dis 2024;83:706–719. 

2023 EULAR recommendations algorithm for the management of Psoriatic arthritis
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Gossec L, et al. Ann Rheum Dis 2024;83:706–719. 

2023 EULAR recommendations algorithm for the management of Psoriatic arthritis
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Gossec L, et al. Ann Rheum Dis 2024;83:706–719. 

2023 EULAR recommendations algorithm for the management of Psoriatic arthritis
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Management of Enteropathic (spondylo)arthritis

• NSAIDs are best avoided, since they can exacerbate IBD.

• judicious use of glucocorticoids

• SSZ and MTX may be considered. 

• Anti-TNF-α therapy is effective in entero-pathic arthritis, but 
etanercept should be avoided as it has no efficacy in IBD. 

• Anti-IL-17A therapy should be avoided as it can trigger flares of IBD. 

• Tofacitinib, while not specifically licensed for entero-pathic arthritis, is 
efficacious in ulcerative colitis and might be a further treatment 
option.

Davidson’s the principles and practice of 
medicine 24th ed 81



7.Minimal Care in Inflammatory Arthritis

1. Management of Arthritis: Treat-to-Target (NSAID, Steroid, DMARD) and 
physiotherpy

2. Management of Eye, lung, Extra-musculoskeletal manifestions

3. Management of Complications: GI, Osteoporosis

4. Prevention CVD & Infections: CVD risk stratification, Immunization

5. Social & family planning, Lactation: counselling with partner
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Vaccination and infection screening 

• depending on Individual risk of infections and severity of infections

• Vaccination for SpA

 HBV: double dose of HBV i.e, 2 vials at 0,1,2 or 0,1,6 regime. Booster dose in 
those already vaccinated 

 Flu vaccine yearly 

 Pneumococcal vaccine every 5 years if available 

 Avoid live vaccines 

• have low threshold for infection screening especially Koch’s lung which can re-
activate or re-infected or co-existing in patients with chronic lung disease such as 
ILD. 
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Family planning 

• Oligospermia in male patients on SSZ

• Every patients of reproductive age should be counselled for family planning and 
pregnancy before starting treatment 

• Their partners also need to be counselled. 

• Recommend against pregnancy while the disease is active
***Refer to OGs before planned pregnancy and during pregnancy for proper AN 
care. 
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