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Your GP has referred you to hospital as they suspect you may have inflammatory arthritis. This 
leaflet is designed to help you get the most out of this first appointment and to provide details of 
what to expect?

How long will the appointment be for?

Usually initial consultations are around 30 minutes long. We will have sent you written appointment 
details which may include other instructions you need to follow such as bringing a urine specimen.

Can I bring someone with me?

Yes, you are welcome to come with a relative or friend.

What type of information will the consultant need?

It is important that you provide the specialist with as much information about your medical history 
and medications as possible. Here are some common questions you may be asked:

• How long have you had joint symptoms?

• Which joints have been painful?

• Which joints have been swollen?

• Do you have morning stiffness and if so for how long?

• Have you felt generally unwell, had fevers or lost weight?

• Have you noticed any skin nodules or rashes?

• What medication have you been given?

• Have you had any benefit or side effects from your medication?

• Has your arthritis affected your ability to work?

• How has your life been affected by arthritis?

• Have you had sleep disturbance or developed depression?

• Is there a family history of rheumatoid arthritis?

Early arthritis: Your initial clinic 
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What can I expect when I come for my appointment?

Arriving at the clinic

Parking at the hospital can be very difficult, so we advise that you plan your journey beforehand. 
There is information about parking and alternative travel options on our website (www.sth.nhs.uk).

It is important to arrive promptly. When you arrive at the clinic you will usually need to make yourself 
known to the receptionist who should inform you how long the waiting time is. The clinic nurse may 
take some baseline tests, such as blood pressure, height, weight and urine analysis.

The consultation

One of the most important roles of the consultation is to determine the diagnosis. This may not 
always be clear at the onset of disease and a GP may not have been sure enough to make the 
diagnosis. 

The consultant will ask you a number of questions about when your joint symptoms started, their 
frequency and severity. They will also ask about any associated stiffness or swelling. They will ask if 
you have more generalised symptoms such as fatigue, fever, weight loss, skin rashes or nodules. They 
will also ask about any medication your GP has prescribed and whether it has helped with your 
symptoms or had any side effects. You should also mention any over-the-counter medications or 
complementary therapies you may have tried. 

The consultant may ask you about what impact the arthritis has had on your quality of life, including 
your work, your recreational activities and your interaction with family and friends. Arthritis can lead 
to poor sleep and depression. If this is of concern, you should tell your consultant, this can also 
be discussed in more detail with the specialist nurse. 

The consultant will also ask you about your previous illnesses, your social history including 
occupation, smoking habits and alcohol intake and any relevant family history. 

Clinical examination

At this stage the consultant will wish to examine you. You will be offered a cubicle or examination 
room which offers privacy. At your first consultation you will have a thorough physical examination 
and you will be asked to undress down to your underwear. You may wish to request help with 
undressing / dressing from the clinic nurse. A carer or chaperone can be present at your request. If 
there are other doctors or students in the room, the consultant should request your consent for them 
to be present during the examination.

The doctor will examine all your joints and may also examine your neck and spine. They will be 
looking for tenderness and joint swelling and examining your range of movements. Some patients 
may find the examination painful. The consultant will then perform a more general examination 
which may include examination of your heart, chest and abdomen, the skin and the nervous system. 
In some cases posture and gait (the way you walk) will be examined. 

http://www.sth.nhs.uk
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What tests or investigations will I need?

The consultant may provide you with a diagnosis based on your history and examination; but often 
further investigations may be required to confirm the diagnosis. These could include blood tests, 
x-rays and ultrasound (see below for further details). Occasionally more sophisticated tests such as 
CT, MRI Scans and ultrasound will be arranged for a later date.

The doctor should tell you the results of the tests either by phone or letter. Please don't be concerned 
if these take a while to come through, it may be several weeks before the results are available. 

Commonly requested blood tests and x-rays include:

Blood tests

• Full blood count (FBC) - Rheumatoid arthritis patients may have slight anaemia or a slightly 
raised white cell count and platelet count.

• Erythrocyte Sedimentation Rate (ESR) - This is a measurement of inflammation and is usually 
raised in rheumatoid arthritis.

• C-Reactive Protein (CRP) - Another measure of inflammation seen in rheumatoid arthritis.

• Urea and Electrolytes (U&Es) - Usually includes Creatinine. This is a measure of kidney function.

• Liver Function Tests (LFTs) - Mild abnormalities can occur in rheumatoid arthritis but a number 
of medications used to treat rheumatoid arthritis can cause abnormalities in liver function.

• Rheumatoid Factor - This is known as an autoantibody which is present in about 60-70% of 
patients with rheumatoid arthritis.

• Other auto-antibodies are sometimes checked including anti-nuclear antibodies (ANA) and 
anti-CCP antibodies (antibodies against cyclic citrullinated protein).

X-rays

• Hands and feet - These are usually x-rayed at the first visit. These x-rays are looking for joint 
erosions, which identify early joint damage in rheumatoid arthritis. If these are present you 
should be considered for intensive disease modifying therapy (see later in the leaflet for further 
information).

• Chest x-ray – This is often done at your first visit mainly as a “baseline” investigation. Very 
occasionally rheumatoid arthritis can affect the lungs causing fluid around the lungs (pleural 
effusion) or inflammation of the lungs (fibrosing alveolitis). One of the commonly used 
medications for rheumatoid arthritis, methotrexate, can occasionally cause lung inflammation 
as well.

• X-rays of other joints - It is not routine practice for all joints with symptoms to be x-rayed. 
However, if there has been an increase in joint symptoms or deterioration of joint function then 
x-rays of the particular joint will be performed. 

MRI and ultrasound

• These imaging tests may be arranged after your initial consultation to determine the extent of 
inflammation (synovitis) and damage (erosions) inside the joints. This is usually done in the 
hands and will help to determine your treatment.

The doctor should tell you the results of the tests either by phone or letter. Please note that it may be 
several weeks before the results are available. 
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What treatment is available?

Treatment will depend on the severity of your rheumatoid arthritis and you will be involved in 
discussions about the best treatment options. You should be provided with information about the 
drugs selected and, if necessary, given some time to reach a decision.

Your treatment will be managed not just by the consultant but also by the multi-disciplinary team 
which will include:

• rheumatology nurses

• physiotherapists

• occupational therapists

• podiatrists.

You should be kept informed and consulted on all treatment decisions. 

Anti-inflammatory medication (known as NSAIDs)

It is likely that you will have already started taking non-steroidal anti-inflammatory drugs (NSAIDs) 
such as ibuprofen and naproxen. These drugs help reduce pain, swelling and stiffness of joints. They 
only help with symptoms and do not affect the course of the disease itself. 

Regular use can commonly cause indigestion and should be avoided if you have a history of stomach 
ulceration. If you do get indigestion with the medication your doctors may prescribe a gastro 
protective agent such as omeprazole.

NSAIDs can also cause fluid retention, a rise in blood pressure and more recently have been associated 
with a slight increase in the risk of heart attacks. Though this risk is small, these drugs should be used 
with caution in people who have a history of cardiac problems. Your consultant should offer you 
further advice. 

Disease modifying drugs (DMARDs)

Modern treatment of rheumatoid arthritis involves early control of inflammation to prevent joint 
damage (erosions). This is achieved by the early use of disease modifying drugs, known as DMARDs. 
You may be prescribed one of the following which are part of this group of medicines:

• Methotrexate (common)

• Sulfasalazine (common

• Hydroxychloroquine

• Azathioprine

• Leflunomide

• Gold (less common)

• Ciclosporin (less common)

• Penicillamine (less common)

Occasionally they may be used in combination with other medicines (such as methotrexate, 
sulfasalazine and hydroxychloroquine or methotrexate and leflunomide).

Unlike NSAIDs and COX-2 inhibitors (Coxibs) these medicines can reduce the long-term impact of 
rheumatoid arthritis. Not only do they reduce the degree of inflammation in the joints but they can 
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reduce the extent of joint damage. They are slow acting, so can take between 3 weeks and 3 months 
to take effect.

Most DMARDs are associated with side-effects that necessitate regular monitoring. This will usually 
involve blood tests and occasionally urine tests.

You should be provided with an information leaflet on the drug prescribed which contains 
further details and a helpline number. Your rheumatology nurse can also provide you with 
a monitoring booklet to help you record blood test results. In some areas the GP rather than 
the rheumatology unit monitor blood tests (known as shared care). 

Methotrexate

Nowadays this is the most commonly used DMARD. It is unique in that it is given once a week. 
Temporary nausea is a common side effect but usually the drug is well tolerated by patients.

If you are prescribed this drug you will need regular blood tests as there is a slight increased risk of 
abnormal liver function and changes to your blood count suppression (a reduction in the number of 
blood cells your body produces).

Routinely, folic acid supplements are prescribed with methotrexate to reduce any side effects. The 
antibiotic trimethoprim must be avoided while you are on methotrexate to reduce side effects.

Sulfasalazine

This is the 2nd most common DMARD used and it is often the preferred choice of drug in milder 
disease. The dose is often stepped up over a few weeks in order to minimise the common side-effects 
of nausea and abdominal symptoms.

It can cause a rash and should be avoided in people who are known to be allergic to the antibiotic 
septrin. It can cause a fall in the number of white blood cells your body produces and abnormal liver 
function tests but blood monitoring is less frequent than with methotrexate. 

Leflunomide

This is a newer DMARD which is of a similar level of effectiveness to methotrexate and sulfasalazine. 
Patients used to get an initial 3-day loading dose but this is now less commonly employed as it 
increases the frequency of the most common side effect diarrhoea.

It can cause abnormalities of liver function and blood count and requires regular blood tests. It may 
also cause a slight rise in blood pressure which needs to be checked regularly. If side effects are severe 
then besides stopping the drug some patients may require a washout procedure; a week's course of 
cholestyramine to prevent the accumulation of lefluomide in the body. 

Hydroxychloroquine

This is occasionally used on its own in very mild rheumatoid arthritis but is usually combined with 
methotrexate. Side-effects are uncommon and blood monitoring is not required. Very rarely the drug 
can accumulate in the eye and cause slight blurring of vision, so it is common practice to arrange an 
eye test within the first year after starting this medication.
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Combination therapies

In some cases, DMARDs are prescribed one at a time (known as sequential monotherapy). However 
it has been shown that combination therapy may be more effective in controlling your arthritis with 
no significant increase in side-effects. Methotrexate is the linchpin of all combinations and may be 
combined with sulfasalazine or hydroxychloroquine or with sulfasalazine and hydroxychloroquine 
(triple therapy).

You should be provided with ARUK (Arthritis Research UK) information leaflets on the 
chosen medications which include details of potential side effects. These medicines require 
regular blood monitoring so you should be provided with a monitoring booklet particularly 
with methotrexate. As a rule they are slow acting, taking 2-3 months to work. 

Oral steroids

Oral steroids (prednisolone) continue to be commonly used in early rheumatoid arthritis. In active 
disease and for those with early bone damage around the joints (erosions), low dose prednisolone 
(prednisolone 7.5mgs a day) has been shown to reduce the progression of erosions and may be used 
for up to a year or until the disease comes under control with your DMARD therapy.

Intra-muscular injections

Some units use monthly injections into muscle of depo-medrone 120mgs. Short courses of reducing 
doses of prednisolone are also used to treat acute flare ups of disease. When used in this way steroids 
rarely cause significant side effects.  However, your doctor will be cautious about using these drugs 
if you suffer from high blood pressure or diabetes.

Other treatments

Other treatments that may be offered include joint aspiration (removal of fluid from your joint by a 
needle) and steroid injections particularly for acutely painful and swollen joints.

Biological therapies such as anti TNF drugs are not currently prescribed at onset of disease.

Other treatments which may be discussed include the use of wrist splints and other appliances; 
physiotherapy to improve joint function and muscle strength; podiatry if you have pain or deformity 
in your feet and occupational therapy to assess the impact of the arthritis on your work and home 
life (called ‘Assessment of Daily Living’). 

Is there anything else I should be aware of or avoid?

Smokers are more likely to have more severe rheumatoid arthritis with greater risk of erosions and 
should therefore try and stop smoking.

If you have any other medical conditions it's important your consultant is informed, in particular:

• high blood pressure

• heart disease

• diabetes

• kidney impairment

• liver problems

• lung conditions
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These conditions may affect the course of your rheumatoid arthritis and more importantly may 
influence the medication chosen to treat your arthritis.  For example:

• Prednisolone may only be used with caution if you have high blood pressure or diabetes.

• Methotrexate side effects can be increased if you have kidney problems and may not be 
appropriate for you.

What about pregnancy?

If there is any chance that you could become pregnant it is important that you tell your 
consultant before treatment starts. Methotrexate could potentially affect the baby so alternative 
treatments may need to be considered. Sulphasalazine, hydroxychloroquine, azathioprine and 
prednisolone are safe in pregnancy.

Will I be offered any follow up appointments?

You will require close assessment when you first start medication for rheumatoid arthritis to ensure 
that side effects are avoided or reduced and that the medication is effective in controlling the arthritis. 
You will need to have regular blood tests and it is an important responsibility of yours to ensure you 
undertake these. We advise recording the results in a monitoring booklet.

Your initial follow up appointment may be carried out by the rheumatology nurse or a staff grade 
doctor who, if necessary can discuss your condition with the consultant. They will assess the severity 
and extent of your arthritis with a joint score (test to assess the symptoms in your joints) and blood 
tests which determine a disease activity score (DAS) or any side-effects. The aim is to control the 
disease so that you do not have symptoms or they are controlled to a low level.  This may mean the 
doctor may need to increase the dose of your DMARD or add further DMARDS.

You will be offered a helpline number for the Rheumatology Unit if you have any problems either 
from a worsening of your rheumatoid arthritis or side-effects of the medication. The consultant may 
also need to review you after a certain period of time to check on your progress. This can be anything 
between 3-monthly to once a year. 

Where can I find further information?

It is important that you have as much information about your disease as possible; the way it is treated 
and how you can best cope with your condition. Unfortunately at the initial consultation only 
essential information can be provided and it is often difficult to take it all in.  However, It will be 
possible to discuss your condition at a later date with the Rheumatology Nurse and gain access to 
range of information to keep you informed. The internet has become a very prolific source of 
information but a lot of this may provide poor or biased information and it’s better to stick to 
recognised websites such as the following. Your doctor and nurse can provide you with other useful 
websites. 

Versus Arthritis (formerly Arthritis Research UK and Arthritis Care)

• https://www.versusarthritis.org/
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