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ABSTRACT 

Rheumatoid arthritis requires a high clinical suspicion, a careful 

examination, and the right investigations in order to be accurately 

diagnosed, which might be challenging early in the disease's progression. 

Early application of biologics and disease-modifying anti-rheumatic 

medications has improved results but consequence careful monitoring of 

the disease's progression and side effects. Rheumatoid arthritis is 

primarily diagnosed clinically. The normal presentation is polyarticular, 

with symmetrical bilateral joint pain, stiffness, and edoema. Only a small 

percentage of people have oligoarticular involvement that is asymmetrical. 

The symptoms normally appear slowly over weeks or months, and 

anorexia, weakness, or exhaustion are frequently present at the same 

time. 

DESCRIPTION 

Most patients report morning stiffness that lasts for more than an hour. Patient education, physical/occupational 

therapy, and medication management make comprise a complete strategy to controlling rheumatoid arthritis. To 

maintain joint function and postpone disability, patients should be informed about the illness and directed to these 

additional specialists. Nonsteroidal anti-inflammatory medicines, low-dose oral or intra-articular glucocorticoids, 

and disease-modifying anti-rheumatic therapies are the three main components of pharmacological therapy. 

Up to 90% of patients with RA can avoid or significantly decrease the progression of joint deterioration with early 

diagnosis and therapy, sparing permanent disability. New treatment approaches to stop RA before joints suffer 

irreversible damage have been made possible by the development of unique tools to assess disease activity and 

determine whether or not there is remission. Understanding the advantages of early diagnosis and treatment with 

disease-modifying anti rheumatic Disease-Modifying Antirheumatic Drugs (DMARDs). The goal of treatment is to 
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achieve remission or a state of at least minimal disease activity within six months. First-line therapy should consist 

of methotrexate, which is best administered in conjunction with glucocorticoids at a dose of 25 mg every week. 

With this combination, 40%-50% of patients experience remission or at least low disease activity. In the event that 

this course of treatment is unsuccessful, sequential administration of targeted therapies, such as biologics (e.g., 

Tumour Necrosis Factor [TNF] inhibitors) or Janus kinase inhibitors in conjunction with methotrexate, has enabled 

up to 75% of these patients to gradually reach the treatment target. New treatments have been created as a result 

of recent pathogenic discoveries. 

Early diagnosis and therapy of RA can alter the course of the disease, halt the development of joint erosions, or 

slow the advancement of erosive disease. Early disease detection and therapy may have an impact on how the 

disease develops, even in remission. The American College of Rheumatology revised criteria (ACR criteria) for early 

diagnosis have limitations, making it difficult to distinguish early RA from non-RA at the onset of the disease. This 

criteria is not sensitive enough to detect early RA because there were insufficient clinical or laboratory evidences at 

the time of arthritis onset. 

Lack of a neutral gold standard is an issue in RA diagnostic studies. There are no clinical, radiological, or 

immunological characteristics unique to RA. The American College of Rheumatology's (ACR) 1987 categorization 

standards or the physician's clinical diagnosis have typically been utilized as the gold standard in investigations. 

These gold standards have the disadvantage of being dependent on the evaluated diagnostic tests. This results in 

circular reasoning and an overestimation of these tests' diagnostic abilities. The fact that around 15% of patients 

with chronic arthritis do not meet any of the international classification criteria, even at a 2 year follow-up, is 

another disadvantage of using classification criteria. 

Undifferentiated arthritis is the name given to these kinds of arthritis. Undifferentiated arthritic populations have 

not been the subject of therapeutic investigations, so it is unclear what treatment options the doctor should choose 

when treating patients with these types of arthritis. Circularity is avoided by specifying the ideal arthritic outcome as 

the gold standard. 10 Additionally, erosion development and arthritis persistence are the main clinical 

characteristics of RA. It is more important to forecast how arthritis will behave than whether it will ever meet a 

particular set of diagnostic criteria when making therapy decisions.   

Similar to many other diseases, RA is brought on by a confluence of hereditary and environmental variables, which, 

when present, raise the risk of clinical symptoms. A group of genes that contain data associated to RA are linked to 

genetic variables. These genes, in particular, control the HLA major histocompatibility complex as well as other 

elements, including cytokine promoters, T cell signalling genes, and numerous others. Smoking and alcohol 

consumption are the main environmental risk factors linked to RA, raising the risk by up to 40 times compared to 

those who are not exposed. However, other factors like birthweight, breastfeeding, socioeconomic level, and place 

of birth might also raise susceptibility. 


