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Treatment goals may differ between older patients with rheumatic disease versus younger patients

˙Older patients may also have a different disease course than younger patients, with a tendency for1: 
       - More severe disease at baseline and at 12 months 
       - Lower likelihood of clinical remission 
       - Higher likelihood of treatment with conventional synthetic disease modifying antirheumatic drugs (csDMARDs) and steroids instead of biological DMARDs

˙Results from clinical trials may not always apply to elderly patients.2-4

˙Pharmacodynamics differ in younger versus older patients.4

˙Rheumatologists should focus on functional ability and psychosocial health in addition to disease control when treating older adults with rheumatic diseases.

Ageing affects both innate and adaptive immunity
˙Ageing increases basal interleukin (IL)-1 and IL-6, with associated increased inflammation and impaired tumour suppression and response to infection.5-7

˙Ageing is associated with an increased production of self-reactive T cells and an imbalance of regulatory T cells.6

Elderly patients Younger patients

˙Reducing disability
˙Improving quality of life
˙Reducing risk of death

˙Lowering disease activity 
˙Maintaining or improving work productivity

Treatment 
focus
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Points to consider in managing older patients with rheumatic disease
˙Consider risks of infection, vaccination status, frailty and comorbidities. 
˙Therapeutic goal and the choice of therapy should be tailored according to the patient’s biological age or presence of particular risk factors for infection (Table 1).16-20 

       - Lower dose methotrexate should be considered for elderly patients given that they generally have poor renal function.  

Inappropriate medication for geriatric patients should be reduced12 

˙FORTA (Fit fOR The Aged) is a tool recommended to improve drug prescription in older patients.13

˙Functional status along with frailty, gait speed and other pre-existing comorbidities should be considered during prescription.14,15

Multimorbidity and polypharmacy are the main drivers of outcomes in older patients with rheumatic disease 
˙Multimorbidity often increases with age,8 and tends to lead to polypharmacy (the concurrent use of >5 pharmacotherapies). 
˙The more drugs taken, the lower the response rate,9 the higher the hospitalization rate10 and drug-related issues11 (Figure 1). 

Figure 1. Relationship between polypharmacy and adverse event or response rates. 

SAE, serious adverse event; EULAR, European Alliance of Associations for Rheumatology.
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CRP, C-reactive protein; csDMARDs, conventional synthetic disease‒modifying anti-rheumatic drugs; CV, cardiovascular; IL, interleukin; MACE, major adverse cardiac events; TNF, tumour necrosis factor.

Table 1. Key considerations when using advanced therapies for rheumatoid arthritis.16-20 

Active ageing: what is it and what we can do for our patient?
| Prof. Ivan Bautmans, Vrije Universiteit Brussel (VUB), Belgium
˙Two of the most important aims when managing older patients with RMDs are:
       - To preserve locomotor capacity ie. balance, muscle and joint function.21

       - To maintain vitality that incorporates energy and metabolism, neuromuscular strength and the immune/inflammation/stress response.22

˙Sarcopenia underpins frailty among the elderly and contributes significantly to loss of locomotor function and vitality.23

˙Inflammageing is the concept of the inflammation of ageing, which contributes to loss of muscle mass and increased adiposity.24

˙Exercise (mainly resistance training) can reduce inflammageing, resulting in reductions in IL-6 and C-reactive protein and a shift from a pro-inflammatory to an anti-inflammatory profile in 
    older adults.25

˙Regular exercise is important to maintain these benefits, with measurable changes seen within 6 to 12 weeks of intervention.26,27

Class of theray Key considerations

TNF inhibitors16,17
˙Associated with mild risk of infection (potentially to a lesser extent than csDMARDs or steroids)
˙Contraindicated in severe heart failure

Abatacept19 ˙More side effects vs. other DMARDs (a numerical increase in the risk of psoriasis and overall malignancy) and should not be considered in patients >75 years

IL-17 or IL-23 inhibitors ˙No known issues so far but more data are needed

IL-6 inhibitors16,18
˙Affect lipid levels in blood (impact on CV risk unknown)
˙Interact with corticosteroids

˙Affect CRP as marker of infections
˙Diverticulitis and skin infections

JAK inhibitors20
˙Increased risk of varicella zoster infection and other infections
˙Increased risk of thrombo‒embolic events

˙Increased risk of MACE and cancer (among >65 years) reported in the ORAL Surveillance study of tofacitinib
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