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UTILIZATION GUIDELINES

PRIMARY CARE MANAGEMENT GUIDELINES

RHEUMATOLOGY

The Primary Care Physician should:
1. Evaluate musculoskeletal complaints to determine whether the symptom is from a local injury or inflammation, a mechanical problem, or a systemic illness. Avoid a  “shot gun” laboratory approach to diagnosis (i.e., the ordering of uric acid, RF, FANA, ASO, Lyme serology, ESR, and/or CRP) because of the high incidence of false positive rheumatological tests.

2. Diagnose and manage soft tissue pain.  Fibromyalgia should be evaluated and managed by the PCP with rheumatologic consultation if PCP is not secure with the diagnosis.  Avoid excessive laboratory, nuclear medicine and radiographic evaluation of patients with fibromyalgia.

a) Consider rheumatology consult for clarification of diagnosis, for those who fail to have adequate response, and for additional soft tissue injections (i.e., tender point, trigger point, bursitis, tendonitis, carpal tunnel syndrome).

3. Diagnose and manage osteoarthrosis.  Avoid excessive x-rays and laboratory studies (such as uric acid, RF, FANA, ASO, Lyme serology, and “arthritis panel”) if it is highly probable that OA is the correct diagnosis.  Initiate management with exercise, topical and non-narcotic analgesics, and judicious local steroid injections.

a) Consider rheumatology referral for clarification of diagnosis and those patients who fail to adequately respond after 3 months or who continue with significant functional impairment.

4. Evaluate back pain with careful review of the history, psychosocial factors and physical examination.  Back Pain should be managed initially with separate consideration given to acute or recent onset back pain, recurrent back ache, and chronic back pain (see section on back pain).

5. Diagnose and treat crystal arthropathies.

a) Rheumatology referral could be considered for clarification of diagnosis, arthrocentesis, synovial fluid analysis, x-ray interpretation, gouty arthritis complicated by development of nephrolithiasis or tophi, if there is a uncertainty about use of hypouricemic agents, in those patients who require use of NSAID’s, Colchicine and/or hypouricemic agents in the setting of chronic renal disease, CHF or chronic liver disease and for patients who continue with acute flares or significant hyperuricemia despite appropriate treatment,

6. Diagnose and treat RA with conservative measures, including patient education, joint protective measures, regular exercise program, analgesics, NSAID’s, and pain modulators (if appropriate).

a) Rheumatology referral should be obtained for those with uncertainty of diagnosis, synovitis that persists for longer than three months, or for occurrence of extraarticular problems such as pleuropericarditis, atlanto-axial instability, vasculitis, Felty’s syndrome, carpal tunnel syndrome, and peripheral neuropathy.  Remittive agents, either as single agents or in combination, should be started early and before erosions or joint space loss occur.  Rheumatology consultation and periodic reevaluation is recommended for use of remittive agents unless the PCP has considerable experience with these agents.  

7. Evaluate and treat Systemic Lupus Erythematosus. Patients with mild skin disease, mild arthralgias (without objective evidence of synovitis), mild Raynaud’s, and mild constitutional symptoms should be treated by the PCP.  Treatment may consist of appropriate education, joint protective measures, sun protection, discontinuation of drugs known to cause SLE, use of analgesics and/or NSAID’s and Plaquenil.

a) Patients with ANA negative SLE, objective evidence of synovitis, moderate or poorly responsive skin disease or Raynaud’s, and any other extra-articular involvement should receive rheumatology consultation.

8. Evaluate and diagnose Raynaud’s , CREST syndrome and scleroderma (systemic sclerosis).  Mild idiopathic Raynaud’s occurring just through the winter months should be treated by the PCP with cold avoidance measures and appropriate medications.

a) Rheumatology consultation should be considered for any of those patients that are ANA positive, for clarification of diagnosis, and for patients suspected of having CREST syndrome or systemic sclerosis.  Treatment generally needs to be started early in attempt to avoid problems of sclerosis, contractures, interstitial pulmonary fibrosis, significant gastroesophageal reflux with stricture, loss of renal function, renal crisis, etc.

9. Evaluate Polymyalgia Rheumatica.  Treatment with low dose steroids should be initiated by the PCP if the diagnosis is secure.

a) Consider rheumatology referral for clarification of diagnosis, inadequate response to low dose steroids, or question of Giant Cell Arteritis and/or need for temporal artery biopsy.  

10. Evaluate Giant Cell Arthritis.  High dose steroids should be started immediately if GCA is suspected.  Temporal artery biopsy (unilateral or bilateral) should be performed as soon as possible once the diagnosis is suspected  and always within a couple days of starting high steroids.  Only in rare situations should GCA be diagnosed in the absence of a biopsy or with a negative biopsy.  Those with a positive biopsy, who respond nicely to high dose steroids and have an uncomplicated course can be managed by the PCP if the PCP feels comfortable.

a) Rheumatology consultation should be obtained immediately if any visual field loss, neurological deficit, peripheral vascular involvement, or cardiac ischemia occurs.

11. Evaluate and manage seronegative spondyloarthropathies (ankylosing ankylosis, psoriatic arthritis, Reiter’s syndrome, colitic arthropathies).

a) Consider rheumatology consultation if uncertainty of diagnosis, poor response to NSAID’s, consideration of methotrexate, sulfasalazine or other second line therapies, and help with physical therapy program.

12. Evaluate and treat Lyme Disease.  Lyme serologies should be performed only if the patient has appropriate history and physical findings (most positive serologies will be false positive results).

a) Most patients with late manifestations of Lyme Disease (i.e., joint, neurological, cardiovascular or other organ system involvement) should have a rheumatology and/or infectious disease consult.

13. Evaluate and manage osteoporosis.  Educate patients on risk factors (including premature menopause, amenorrhea, nulliparity, older age, postmenopausal, low calcium intake, smoker, excessive alcohol intake, small framed, Caucasian and Asian races, chronic use of steroids, inactive life style or prolonged immobilization, thyroid disorders, hyperparathyroidism, positive family history, prior fragility fracture) for development of osteoporosis, prevention of osteoporosis, and prevention of falling (especially elderly). Consider bone mineral density measurement in high risk patients, especially those with early menopause or requiring chronic steroids, and for those with an established diagnosis of osteoporosis who will be starting HRT or non-hormonal therapy for established osteoporosis (in general, patients need no more than a baseline BMD measurement and a follow-up BMD 18-24 months after starting therapy).

a) Consider rheumatology or endocrinology referral for high risk patients and those with moderate to severe osteoporosis.

14. Evaluate and treat pediatric musculoskeletal problems.

a) Consider rheumatology referral for help with establishing a diagnosis, reviewing the diagnosis and prognosis with patient and family, arthrocentesis, joint or soft tissue injections, and initiating and/or monitoring difficult treatment regimens.

b) Juvenile rheumatoid arthritis.

i) Most children with JRA should have rheumatology consultation unless the PCP is experienced in the diagnosis and management of JRA. 

ii) Most children with systemic connective tissue diseases (SLE, dermatomyositis, polymyositis, scleroderma, CREST, MCTD, vasculitis, Kawasaki’s disease, rheumatic fever, etc.) should have a rheumatology consult. 

iii) Most children with spondyloarthropathies, syndrome of seronegative enthesopathy and arthropathy, colitic arthropathies, and acute or chronic arthropathies of unknown etiology should be seen in rheumatological consultation at least once.  The PCP should remain involved in the child’s ongoing care, including aggressive home physical therapy.

15. Consider referral for:

a) Patients with other systemic connective tissue diseases (MCTD, Sjogren’s Syndrome, Adult Still’s Disease, Antiphospholipid Antibody Syndrome, Vasculitis, Behcet’s Syndrome, Relapsing Polychondritis,  Sarcoidosis, etc.) to confirm the diagnosis and assist with management plan.

b) Idiopathic polymyositis and dermatomyositis as these are multi-system diseases.  The frequency of rheumatology follow-up would be dependent on the severity of the myositis, extent of additional organ system involvement, therapeutic agents being used and the experience/comfort of the PCP.

c) assistance in diagnostic or therapeutic intervention related to a spondyloarthropathy, enthesopathy, Paget’s Disease, osteoporosis with or without compression fracture, tender/trigger points and other regional soft tissue pain syndromes and assisting with management of chronic pain.
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