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OBJECTIVES

• Review and apply recent advances in rheumatology to the evaluation and 
treatment of patients with:

‒ Use of anti-rheumatic drugs
‒ SLE
‒ GCA
‒ GLP1s
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Case 1

• 60 year old woman with a history of seropositive RA presents for 
routine visit

• Taking methotrexate and adalimumab for past year
• Symptoms are well controlled and there’s no synovitis on exam
• ESR 40 (ULN 30), CRP 15 (ULN 10), RF and CCP positive

What lab monitoring is recommended
a. CBC, CMP every 1-2 months
b. CBC, CMP every 3 months
c. CBC, CMP every 6 months
d. CBC, CMP annually
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Approach to using immunomodulatory drugs

Glucocorticoids

Hours – days

Anti-metabolites

1-3 months

Biologics

TNFi, rituximab

weeks

Cyclophosphamide

Days - weeks
- TB/hepatitis +/- HIV, syphilis

- Lab monitoring

- <3 mos – q4 weeks

- 3-6 mos – 8-12 weeks

- After – 3 months

- TB/hepatitis +/- HIV, syphilis

- Lab monitoring

- Depending on drug but 

generally less frequent 

(JAKi more frequent)

- TB/hepatitis +/- HIV, syphilis

- IV vs PO

- Frequent lab monitoring
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Approach to using immunomodulatory drugs

Glucocorticoids

Hours – days

Anti-metabolites

1-3 months

Biologics

TNFi, rituximab

weeks

Cyclophosphamide

Days - weeks

- Toxicities generally reversible

- Lab abnormalities often respond 

to dose adjustments

- Risk of infection relatively low

- Toxicity more rare but 

potentially more serious

- Risk of infection higher

- Risk of infection high

- Malignancy / cytopenias
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Dasgupta et al Ann Rheum Dis. 2012 Apr 1;71(4):484

Laboratory Test
Threshold (Very 
Abnormal)

2-Year Cumulative 
Incidence

5-Year Cumulative 
Incidence

Leukocyte count 2.0 × 10⁹/L 0.2% 0.3%

Platelet count 100 × 10⁹/L 0.5% 0.8%

ALT >300 U/L 0.6% 1.0%

Hemoglobin 6 mmol/L 2.3% 3.8%

eGFR 45 mL/min/1.73 m² 6.6% 11%
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Dasgupta et al Ann Rheum Dis. 2012 Apr 1;71(4):484

Clinical Context Percentage

Already known or clinically suspected 47.7%

Did not lead to any clinical action 35.8%

Considered unrelated to DMARD use 24.1%

Occurred after a dose increase 6.5%
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• 45 yo F presents with:

• Raynaud’s – started at age 16

• Chronic fatigue

• Facial rash 

• Normal CBC, CMP, TSH, ESR, CRP

• What is the pretest probability 

     of SLE?

a) Low

b) Moderate

c) High

Case 2
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Sarilumab for Relapse of Polymyalgia Rheumatica 
during Glucocorticoid Taper
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• SLE
• Sjogren’s
• Scleroderma

• MCTD
• Myositis

• Undifferentiated CTD

CTD – non-differentiators

• Raynaud’s
• Sicca
• Oral ulcers
• Inflammatory arthritis
• Serositis

Approach to connective tissue diseases
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• SLE
• Sjogren’s
• Scleroderma

• Myositis

Approach to connective tissue diseases

Is there sicca?

Is there Raynaud’s?

Is there elevated CK or ILD?
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Approach to laboratory workup of CTDs

•  SLE

•  Sjogren’s

•  Scleroderma
 
•  MCTD
 
•  Myositis

DsDNA, Smith

Ro, La

RNP

CK, aldolase, myositis panel, Jo-1

C3, C4, antiphospholipid antibodies

centromere

Scl70, RNApol3

limited

diffuse

Antibody %

DsDNA 60%

Smith 30%

Ro 40%

RNP 50%

↓C3/C4 50%

APLAs 30%
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• 68 yo F presents to her PCP c/o 4 weeks of headache and jaw pain (worse with 
chewing, better with rest)

• ROS 

• - scalp tenderness, visual changes, PMR symptoms, fevers/chills/night 
sweats

• Exam – no TA abnormalities, nl vascular exam

• ESR – 42 (< 20mm/hr), CRP – 29 (<8mg/L)

• Started on steroids with improvement but not resolution of sxs

• Temporal artery ultrasound and biopsy are negative

• What is the next best step

• Treat as GCA

• Rapid steroid taper

• CTA chest/abdomen/pelvis

Case 3
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Laskou, Clin Exp Rheumatology 20224

Low prob < 9
Intermediate 9-12
High >12
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Approach to GCA

New headache
- Jaw claudication
- Ocular ischemia
- PMR

Elevated 
inflammatory 

markers

Low risk

•  TA U/S

Medium risk

• Start prednisone

• TA U/S -> TAB -> CTA

• Stop prednisone if negative

High risk

• Start prednisone

• Full workup

• Likely treat as GCA
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21Schmidt et al. ACR Convergence (abstract)
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Bendotti et al Pharmacologic Research 2022
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GLP1 agonists in the rheumatic diseases

• Osteoarthritis – good evidence, RCT 407 pts with moderate OA (NEJM 2024)

• SLE – preliminary evidence
• Target trial emulation – 910 GLP1 vs 1,004 DPP4i, lower risk of MACE, renal 

progression, all cause mortality (Arthritis and Rheumatology 2026)
• Retrospective study – 9,386 pts, 0.59RR of lupus nephritis (American Journal of 

Medicine 2026)

• RA – preliminary evidence
• Retrospective study of 215 patients improved disease activity (ACR Open 2025)

• Psoriatic arthritis 
• RCT 31 patients demonstrated reduced PASI scores (Biomolecules 2025)
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KEY TAKE HOME POINTS

• Lab monitoring of DMARDs is important but optimal frequency remains uncertain

• SLE classification criteria continues to evolve and treatment options are expanding 
enabling less glucocorticoid use with improved disease control

• Steroid sparing treatment options in GCA are expanding while duration of treatment 
remains uncertain

• GLP1 agonists may have a significant role in the management of rheumatic diseases 
and their complications
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