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PeupaTogidng apOpitida

e Eival n ouyxvoTtepn
PAsypovwong
apOpiTida (1%)

e Nuvaikeg/ avdpegc=3/1

e Kipia nAikia évapéng
25-50 eTwv




PeupaTtogidng apbpitidoa
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KAIVIKN €EIKOVQA (apbpiki)

e H TUTTIKN pop®n €ival autn TNG
OUMMETPIKNG TTOAUAPOPITIOOC

e XOPOKTNPIOTIKN €ival N TTPWIVN
OuoKapwia >1wpa

® 2 TTaVIOTEPA ACUMMETPN OAlYyoapBpiTIda N
uovoapBpiTidA.




KAIVIKI EIKOVA (swapbpikn)

® 2UCTNUATIKA CUMTITWHATA
e [TupeToC, aTTwAEIa Bapouc, avaiia,
e PeupaTtika odidla




KAIVIKI EIKOVA (swapbpikn)




EpyaoTnpliaka eupnuaTa

e RF IgM (+) 75 —-80 % Twv aocBevwyv
e Anti-CCP
e CRP, TKE

® NOpHOXPWHOG VOPHOKUTTUPIKN
avaipia

e OpopufokuTTapwon




ATTEIKOVIOTIKOG EAEYXOC

Y

XRay

A16ykKwon HOAGKWYV popiwv &
TTAPAaPOPIK) OOTEOTTOPWON,
dlaBpwocig, utrepéapbpRuaTa




Aldyvwon (ACR 1987)

ApBpiTida (d10YKwon HOAOKWV Jopiwv 1 uypo) Tautoéxpova 2 3
apBpikwyv mrepioXxwyv amrd 14 (MKO,EQD,kapTroi, ayKwvVeg, yovara,
NAK,MTO®) a+d

*ApOpiTIda dkpwyv Xeipwyv 2 1 mrepioxn) (MKO,EQQD,kaproi)
*YUMMETPIKA TTPOOBOAN apBpIKWYV TTEPIOX WYV

*Mpwiv duokKauwia | SuoKapwia JETA atrd akivnoia 2 1 wpa
Y1rodopia olidia

RF +

Alapwoeig 1 TapaapBpIK 0OOTEOTTOPWON O a/a KAPTTWV-
AKpwvV Xeipwyv F

*Aldpkela 2 6 eOopaGdeg  AtmrapaiTnTa 4 KpITAHPIA




Aldyvwon (EULAR-ACR 2010)

Table 3. The 2010 American College of Rheumatology/European League Against Rheumatism classi-
fication criteria for rheumatoid arthritis

Score

Target population {Who should be tested?): Patients who
1) have at least 1 joint with definite clinical synovitis (swelling)™*
2) with the synovitis not better explained by another diseasef
Classification criteria for RA (score-based algorithm: add score of categories A-D;
a score of =6/10 is needed for classification of a patient as having definite RA )%

A. Joint involvement$
1 large joint1
2—10 large joints
1 —3 small joints (with or without involvement of large joints)#
4—10 small joints (with or without involvement of large joints)
=10 joints (at least 1 small joint)*™*

B. Serology (at least 1 test result is needed for classification )
Negative RF and negative ACPA
Low-positive RF or low-positive ACPA
High-positive RF or high-positive ACPA

C. Acute-phase reactants (at least 1 test result is needed for classification)$i
Normal CRP and normal ESR 0
Abnormal CRP or abnormal ESR

D. Duration of symptoms§§
= b weeks 0
=f weeks 1

i a2 ks — 2

(=1




Alapopikn Alayvwon PA

e OpoapvnTikEG ZTTOVOUAQPOPITIOES

e 2EA,MM,PN,Scl, MCTD, ayyelitida

e [MToAuapBpIkn oupikn apOpiTida

e Weudooupikn apbpiTida

e OoTteoapOpiTIOO

e loyeveigc Aoipwéeig (EBV, HIV, HepB, HepC,
parvo-10¢, epubpa)

e lvopuaAyia

e AvTIOPOOTIKN apBpiTida




OepatreuTiKoi oTO)XOI PA




e ECAALEIYN TOVU TTOVOU KOl OIONPOTOC



OepatreuTiKoi oTO)XOI PA

e ECAALEIYN TOU TTOVOU KOl O10NPOTOC

o MpoAnyn N €Aeyxo TNG 0pOpikng
KOTOOTPOPNG




OePATTEUTIKOI OTOXOI

e ECAALEIYN TOU TTOVOU KOl O10NPOTOC

o MpoAnyn N €Aeyxo TNG 0pOpikng
KOTOOTPOPNG

e AlaTAPNON TNG CWUATIKNG IKOVOTNTOC




OepatreuTiKoi oTO)XOI PA

e ECAAEIYN TOVU TTOVOU KOl O10NPOTOC

o MpoAnyn N €Aeyxo TNG 0pOpikng
KATOAOTPOWPNG

e AiIaTAPNON TNG CWHATIKNG IKOVOTNTOC

® 2TAMATNMO TNG £CEAIENG TNG VOO OU ME
OTOXO TNV OAIKI UMEDT)




OepatreuTiKoi oTO)XOI PA

e ESaAsiyn Tou 1movou kol 010npaTocg

e MNpoAnywn N €Aeyxo TnNG apbpikig
KATOOTPOWPNG

e AIOTAPNON TNG OWUATIKNG IKOVOTNTOC

® ZTOMATNMA TNG £EEAIENG TNG VOO OU ME
OTOXO TNV OAIKI) UQEOT)

e BeAtiwon Tng moioTnTag (WNC TOU
aocfevoug




KolvwvVviko K6oT0oG TnG PA:

e OQaiveral O11 ol aoBeveic pe PA €ival TTI0 ETTIPPETTEIC OTO
Va:

2TOMOTOUV va OOUAEUOUYV ] TTAIPVOUV TTPWIHN
ouvtagloddTnon e§aITiag TG vOoOU TOUG

Meiwvouv TIG WPEG EpyaTiag, | oTAapuAaToUV va douAeUuouyv
EVTEAWG

Eival avikavol va Bpouv gpyacia eSaITiag TG VOOOU TOUG

e To pIod atrd TO CUVOAIKO KOIVWVIKO KOOTOC TNG
apBpiTIdAC ATToTEAOUV TA XAMEVA NUEPOMIOOIO




O¢epaTreia RA

e ’'ETOl1 orfjuepa yvwpioupe OTI:

e U1 oomkic Olufipwosic ocuhyBaivouv atrd Tnv apxn
TNG VOO OU

e Méxpl kai 93% Twv aobevwv pE O1ApKEIA vOOOU <
£T1 MTTOPEI VA ENPAVIOEI OKTIVOAOVIKES OVWPOAIEC

¢ H mwpoodog TG KATAOTPOPNG EiVal TNUAVTIKA
UYNAOTEPN OTO TTPWTO £TOC ATTO OTI OTO SEUTEPO
Kal TPITO

- 0@ M



O¢epaTreia RA

® H KaAUTEPN YVWON TG acBEveiag Kai n
EI0AYWYN VEWV OI0YVWOTIKWY PEBOOWY
(avTIKITPOUAIVIKAG) BonBagl oTnVv Tpwipn
olayvwon.

® 2UVvOUOOTIKN £TTIOETIKN OepaTTEia £XEI
KOAUTEPO ATTOTEAECHATA ATTO TNV
povoOepaTreia.

e BioAoyikég BeparTreieg




ECEAIEN TNG BEPATTEUTIKNG AVTIMETWTTIONG

DMARDs

Mikpég 00o€1g
KOPTIKOELO MV

MXAD

Movo-

Ospansia
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Courtesy Roy Fleischmann MD



ECEAICN TNG BEPATTEUTIKNG AVTINETWITIONG




ECEAIEN TNG OEPATTEUTIKAG AVTINETWTTIONG

DMARDs i} MTX

Mukpég 000€1g
KOPTIKOELOMV
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OepansuTIKN NUPANiIda

Movo-
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ECEAICN TNC BEPATTEUTIKAC AVTIUETWTTIONG

TEIPAHATIKA
QApHAKa

Biologics + MTX,
Cyclosporine +/- MTX
TpimrAn Oepatreia, Combo of DMARDS

H cwoTn didyvwon éxel yivel ue Tn AQYn 10TopIKoU Kal QUOIKNAG €§€TAONG
KOl UTTOOTNPICETAI OTTO EPYAOCTNPIOKEG KOl OKTIVOAOYIKEG ESETAOEIG

Courtesy Arthur L. Weaver, MD®



EULAR recommendations for the management of
rheumatoid arthritis with synthetic and biological
disease-modifying antirheumatic drugs

Final set of 15 recommendations for the management of RA

2

Treatment with synthetic DMARDs should be started as
soon as the diagnosis of RA is made

Treatment should be aimed at reaching a target of
remission or low disease activity as soon as possible in
every patient; as long as the target has not been reached,
treatment should be adjusted by frequent (every 1-3
months) and strict monitoring

MTX should be part of the first treatment strategy in
patients with active RA

When MTX contraindications (or intolerance) are present,
the following DMARDs should be considered as part of the
(first) treatment strategy: leflunomide, SSZ or injectable
gold

In DMARD naive patients, irrespective of the addition

of GCs, synthetic DOMARD monotherapy rather than
combination therapy of synthetic DMARDs may be
applied

GCs added at low to moderately high doses to synthetic
DMARD monotherapy (or combinations of synthetic
DMARDSs) provide benefit as initial short-term treatment,
but should be tapered as rapidly as clinically feasible

If the treatment target is not achieved with the first
DMARD strateqy, addition of a biological DMARD should be
considered when poor prognostic factors are present; in the
absence of poor prognostic factors, switching to another
synthetic DMARD strategy should be considered

In patients responding insufficiently to MTX and/or

other synthetic DMARDs with or without GCs, biological
DMARDSs should be started*; current practice would be to
start a TNF inhibitor (adalimumab, certolizumab, etanercept,
golimumab, infliximab}t which should be combined with
MTX*

Patients with RA for whom a first TNF inhibitor has failed,
should receive another TNF inhibitor, abatacept, rituximab
or tocilizumab

In cases of refractory severe RA or contraindications to
biological agents or the previously mentioned synthetic
DMARDs, the following synthetic DMARDs might be also
considered, as manatherapy or in combination with some
of the above: azathioprine, ciclosporin A (or exceptionally,
cyclophosphamide)

Intensive medication strategies should be considered

in every patient, although patients with poor prognostic
factors have more to gain

If a patient is in persistent remission, after having tapered
GCs, one can consider tapering biological DMARDs,
especially if this treatment is combined with a synthetic
DMARD

In cases of sustained long-term remission, cautious titration
of synthetic DMARD dose could be considered, as a shared
decision between patient and doctor

DMARD naive patients with poor prognostic markers might
be considered for combination therapy of MTX plus a
biological agent

When adjusting freatment, factors apart from disease activity,
such as progression of structural damage, comorbidities and
safety concerns should be taken into account




Treating rheumatoid arthritis to target:
recommendations of an international task force

Box1 Recommendations

Overarching principles

(A) The treatment of rheumatoid arthritis must be based on a shared decision between patient and rheumatologist.

(B) The primary goal of treating the patient with rheumatoid arthritis is to maximise long-term health-related quality of life through control
of symptoms, prevention of structural damage, normalisation of function and social participation.

(C) Abrogation of inflammation is the most important way to achieve these goals.

(D) Treatment to target by measuring disease activity and adjusting therapy accordingly optimises outcomes in rheumatoid arthritis.

10 recommendations on treating rheumatoid arthritis to target based on hoth evidence and expert opinion:
(1) The primary target for treatment of rheumatoid arthritis should be a state of clinical remission.
(2) Clinical remission is defined as the absence of signs and symptoms of significant inflammatory disease activity.
(3) While remission should be a clear target, based on available evidence low disease activity may be an acceptable alternative
therapeutic goal, particularly in established long-standing disease.
(4) Until the desired treatment target is reached, drug therapy should be adjusted at least every 3 months.
(5) Measures of disease activity must be obtained and documented regularly, as frequently as monthly for patients with high/moderate
disease activity or less frequently (such as every 3-6 months) for patients in sustained low disease activity or remission.
(6) The use of validated composite measures of disease activity, which include joint assessments, is needed in routine clinical practice to
guide treatment decisions.
(7) Structural changes and functional impairment should be considered when making clinical decisions, in addition to assessing
composite measures of disease activity.
(8) The desired treatment target should be maintained throughout the remaining course of the disease.
(9) The choice of the (composite) measure of disease activity and the level of the target value may be influenced by consideration of
co-morbidities, patient factors and drug-related risks.
(10) The patient has to be appropriately informed about the treatment target and the strategy planned to reach this target under the
supervision of the rheumatologist.



Odppaka otnv PA

Mn oTtepocidr) avTipAeyuovwdn gapuaka (NSAID)
XPNOIUOTTOIOUVTAI VIO LIKOO YPOVIKO Ol00THUaTO
VIO TNV LEiOTn TOU TTOVOU KAl TG QASY OV G
KAl oav Hepatreia vepupoc yia va KOAUWouUV Td
OUMTITWHATA TOU a0BevoUC JEXPI VA OPACOUV Ta
TPOTTOTTOINTIKA TNC VOOOU (PAPUOKA.

OpEvVEPVYEIEC | YAOTPEVTEPIKEC DIATAPAXEC,
NTTATOTOCIKOTNTA, VEQPPOTOLIKOTNTA

A

~ T



Odppaka otnv PA

e KOopTIKOEION
Melwvouyv TNV AV OV KOl TOV TTOVO Kal
XPNOIYOTTolouvVTal oav Heparreia
YEQUPAG.
TTOPEVEDVEIEC & UTTEPTPIXWON, OUVOPOUO
cousing, 0OOTEOTTOPWAON, OCTEOVEKPWON.




ddppaka otnv PA

TpoTToTToINTIKA TNC VOOOU (PAPHAKO
(DMARDS)

e [poTtroTrolouv Kal €mBpaduvouyv i oTauaTopV
TNV €CEAIEN TNG VOOOU.

e MeBoTpecarn, udPOCUXAWPOKIVN,
Ae@Aouvouidn, couAgacaAadivn,

KUKAOOTTOPIVN, GAaTa XpUooU.



ddppaka otnv PA

e MeBoTpegaTn

2.UvnNOwc cival 1o TTpwTo DMARD
Makpoxpovn eUTTEIpIA
ATTOTEAECUATIKOTNTA

Ac@paAcia

[apevepyEIEC: YOOTPEVTEPIKEG OIATAPAXEC ,
NTTATOTOLIKOTNTA, AEUKOTTEVIQ

Xopnyeital 1 opa efdopadiaiwg




ddppaka otnv PA

e /\ephouvouion (Arava)
e [lapouola ammoTeAeopaTIKOTATA
e Mia @opa nUEPNTIWG

® VOOTPEVTEPIKEC DIATAPAXEC
NTTATOTOCIKOTNTA, AEUKOTTEVIQ, UTTEPTACN




ddppaka otnv PA

e Yopocuyhwpokivn (plaquenil)

XpnoiyoTroigital yovo 1ou (o€ nmmec PA) N o€
OuvOUAO MO UE HEBOTPEEATN

e > ouhpaoalalivn MOvo Tou (o€ NTTiec PA) N o€
OuvOUAO O UE HEBOTPEEATN

e Kukhootropivrn (Neoral) povo o€ cuvduaouo

e Alata ypuoou (Xpnoldotroindnkav oTo
TTAPEABOV —ONUAVTIKI TOCIKOTNTA)




BioAoyIKOI TTAPAYOVTEG

AVTOYyWVIOTEG TOU TTAPAYOVTA VEKPWONG TWV OyKwV (TNFa)
O1 eyKeKkpIPEVOI TTOPAYOVTEG Eival TO
Infliximab (Remicade)
Etanecerpt (Enbrel)
Adalimumab (Humira)
Golimumab (Symphoni)
Certolizumab (Cimzia)

Avticwpata Eévavti Tou B Aep@okuTTdpou
Rituximab (Mabthera)

Avticwpata Evavti Tou T AEJ@OKUTTAPOU
Abatecept (Orencia)

AvVTOyWVIOTEG TNG IVTEPAEUKIVNG
anti- IL1 Kineret (Anakinra)
anti- IL 6 Tosilizumab (Roactembra)




A2ZPANEIA ;




A2ZPANEIA ;

® ATTO OEOOHEVA KAIVIKWY LEAETWY KAI OTTO TA
cOvVIKO apyela Kataypagng BIoAoyIKwY
TTOpOyOVTWY Byaivel TO CUPTTEPACUA OTI

e Ot o1 aoBeveic dlATPEXOUV QULNUEVO KIVOUVO
VIO AOIUWECEIC UE TTIO ONUAVTIKN TNV
QuUUaTIWOonN (aTrapaiTNTo TO screening)

e Kai OT1l TTapOAO0 TTOU 0 KIvVOUVOC VIO Acpuwua
gival aucnpevoc otn PA o€ oxXEon ME TO YEVIKO
TTANBUONO, ival TTapopoloc ye TNV PA 1TTOU 08V
EXEI TTAPEI [F10A0VIKOUC,




Apa TTPETTEI OL:

® OpBo1redIkOg o Na

» MaBoAbéyog U1TOL’|JI(XO'T£i

o OIKOYEVEIOKOG — TO VOO A
YIaTPOG e Na 1o ’

» Quoiarpog gggamwel

* QuoIKOOEPATTEUTAG PsupaToAdyo




O PeupaTOAOYOG TTPETTEI:

Na Bsoel

e 'Eykaipn di1ayvwon

Na apyxioei

e EBeTIKN OepaTreia o€ TTPWIMN PAOCN

QoTte va emiTeu)OEi

e [MpOANYN OCTIKWYV OIABPWOEWYV

e AlaTRAPNON TNS AEITOUPYIKOTNTAG TWV
apBpwoswv

e MpOANYN TNG avatrnpiag

e AlaTAPNON TNG TTOIOTNTAG TNG (WKG KOl TOU
TTPOCOOKIMOU £TTIRIWONG




QoTe €IKOVEC OAV AUTEC va
QTTOTEAOUV QPXEIAKO UAIKO




