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Editorial

An Overview of Late-onset Rheumatoid Arthritis
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It is well known that rheumatoid arthritis (RA) has 
an increased incidence in young and middle-aged 
adults. When this disease begins in adults between 
the ages of 60 and 65, it is accepted as late-onset RA 
(LORA), which occurs at a rate of 2%.[1]

In recent years, rheumatologists have focused 
on the diagnosis and treatment of early-onset 
RA (EORA) in order to prevent joint erosion. 
Diagnosing LORA has also proven to be somewhat 
difficult because of the overlapping clinical features 
of these two types of RA. However, LORA differs 
clinically from EORA in some important ways. In 
addition, LORA also has similar presentations to 
other diseases, such as polymyalgia rheumatica 
(PMR).[2] In the past, this type of RA was known to 
be less destructive and had a better prognosis. Recent 
studies have differentiated between the clinical 
and laboratory features of EORA and LORA, and 
although there are some contradictions involving 
various parameters, such as morning stiffness, the 
presence of autoantibodies and the anti-CCP levels 
are similar.[2-5]

As previously mentioned, there are clinical 
differences between LORA and EORA. For example, 
the majority of LORA patients have an acute onset, 
and instead of classical joint involvement, mostly 
large joints like the shoulders are initially affected. 
Additionally, they also have systemic symptoms, 
including fever, myalgia, and weight loss as well as 
symptoms that mimic PMR. Another reason that 
it is not easy to differentiate between LORA and 
PMR is that the laboratory findings for both include 
higher C-reactive protein (CRP) and erythrocyte 
sedimentation rate (ESR) levels along with higher 
levels of anemia. However, the radiological scores 

seem to be higher for LORA than EORA, and these 
are correlated with articular damage.

The use of disease-modifying antirheumatic drugs 
(DMARDs), biologics, or combination therapies are 
lower with LORA patients compared with those 
with EORA. In addition, the methotrexate doses 
are also lower in patients with LORA while the 
rate of discontinuation of this drug is higher in 
EORA patients.[6] Furthermore, there is difficulty in 
managing drug therapy in elderly patients because of 
polypharmacy.

The most important item to monitor in making a 
distinction between LORA and EORA is the functional 
level of the late-onset patients since they have greater 
disability levels and higher functional impairment.[7] 

Moreover, most LORA patients also have comorbid 
diseases and additional inflammatory diseases that 
increase the level of functional impairment, which 
was already not acceptable. Rheumatoid arthritis 
mostly coexists with osteoarthritis (OA), and both 
decrease the quality of life (QoL). Furthermore, 
increased disability is associated with getting older 
and being a female. Finally, whether or not a patient 
with LORA has a poor prognosis depends on multiple 
factors; therefore, one of the main goals should be to 
improve the physical capacity and provide good QoL 
for these patients. Hence, those aff licted with LORA 
need more rheumatological rehabilitation programs 
that include the use of assistive devices, physical 
therapy and analgesic modalities, exercise programs, 
aquatherapy, and balance exercises. In addition, large 
study groups are needed with long-term follow-up 
results. Furthermore, the development of an arthritis 
registry system might also be helpful for collecting 
the data from any future studies.
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