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Case 1 
• 45M SLE/LN 

• Presented with gout (first attack), no tophi

• CKD (eGFR 25 mL/min/1.73 m²)

• Meds: HCQ, azathioprine, diuretic 

• SUA 10 mg/dL, HLA-B*58:01 positive

• X-ray: erosions. 

• Renal US: no stone.

Best management ?

A. Allopurinol

B. Febuxostat

C. Dotinurad

D. Benzbromarone

E. Lifestyle modification and stop diuretic only



ACR 20201 EULAR 20162 TRA 2026
All gout with 

-   Frequent attacks 

(≥ 2/year )

- Radiographic joint 

damage

- Tophus or tophi

- Recurrent flare

- First flare with 

• CKD stage ≥ 3

• SUA > 9 mg/dl

• Urolithiasis

All gout with

-  Recurrent flares

- Tophi

- Urate arthropathy 

- Renal stones

- First flare with 

• < 40 year

• SUA > 8 mg/dl

• Comorbidities: CKD, HT, 

IHD

All gout with 

- Frequent attacks 

(≥ 2/year )

- Tophi

- Joint damage

- First flare with 

• CKD stage ≥ 3

• SUA > 9 mg/dl

• Urolithiasis

1. John D. FitzGerald, et al. Arthritis Care & Research 2020 
2. Richette P, et al. Ann Rheum Dis 2016 
.

Indications for pharmacologic urate-lowering therapy (ULT)
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Guidelines ACR 20201 EULAR 20162 TRA 2026

General target < 6 mg/dL < 6 mg/dL < 6 mg/dL 

Target for 

severe gout
NA < 5 mg/dL NA

Long-term 

target 
< 6 mg/dL < 6 mg/dL < 6 mg/dL

1. John D. FitzGerald, et al. Arthritis Care & Research 2020               
2. 2. Richette P, et al. Ann Rheum Dis 2016

Long term management of Gout: “treat to target strategy” 
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Lancet , 2010

Xanthine oxidase inhibitors

• Allopurinol
• Febuxostat

Inhibition of URAT1 

• Benzbromarone

• Dotinurad*

• Probenecid

• Sulfinpyrazone

Uricase

• Pegloticase

*highly selective urate 

reabsorption inhibitor (SURI) 



Clinical differences between allopurinol and febuxostat 

Characteristics Allopurinol Febuxostat 

Chemical structure 

and activity

Purine, Reversible, non-

selective inhibitor of xanthine 

oxidase (reduced form)

Non-purine, Non-reversible, selective 

inhibitor of xanthine oxidase 

(oxidized/reduced form)

Excretion Mainly kidney Mainly intestine

Daily dose 100-800 mg 40-120 mg 

Dosing in renal 

insufficiency

Dosage adjustment required 

(starting dose)

No dosage adjustment required in GFR > 30)

SCARs 1.6/1000 (Thais) 0.2/1000

Special               

consideration 

Drug interaction                                

(eg, azathioprine)

Drug interaction (eg, azathioprine)

Cautious use in CVD or high CV risk 

1. Yu KH. Recent Pat Inflamm Allergy Drug Discov 2007;1:69–75.      2. Edwards NL. Rheumatology (Oxford) 2009;48.           3. Reinders MK, et al. Clin Interv Aging 2010;5:7–18. 

4. Hu M, et al. Ther Clin Risk Manag 2008;4:1209–1220.                     5. Teng GG, et al. Drugs 2006;66(12),1547-1563            6. Limkobpaiboon S et al., Chula Med J 54(5):467–478.

7. Chen CH, et al. Clin Pharmacol Ther. 2019 Aug;106(2):391-401.



Risk factors for allopurinol-induced 
severe cutaneous adverse reactions (SCARs) 

• Genetic risk
• HLA-B*5801 allele TRA 2025 - “Conditionally recommend testing”

• Thai, HR = 348.3 (prevalent 14-19 %); Han Chinese, HR= 580; Japan, HR= 65.6

• Other HLA-A*2402, DRB1*1302

• Non-genetic risk
• Diuretics
• CKD
• Higher initial dose of allopurinol therapy 

o 90% AHS occurred within 180 days after initiation 

o SCARs = acute generalised exanthematous pustulosis (AGEP), drug reaction with eosinophilia and systemic symptoms (DRESS), 

Stevens–Johnson syndrome (SJS), toxic epidermal necrolysis (TEN), and Stevens–Johnson/toxic epidermal necrolysis overlap syndrome 

(SJS/TEN). 

o Pooled prevalence of HLA-B*58:01 genotyping in the allopurinol-tolerant group = 10% in Asian

Pharmacogenet. Genomics 2009; 9:704–709., Sci Rep 2025;15(1):30742.



Current uricosuric agent

Drug Starting-

maximum dose 

(mg/day)

Efficacy/safety data in 

eGFR  

(mL/min/1.73m²)

Remark

Probenecid 500-2000 > 50 High drug interaction                      

(ASA, MTX, beta-lactam)

Benzbromarone 50-200 > 20 Strong CYP2C9 inhibition

High drug interaction 

(ASA, Warfarin, Dilantin)
Sulfinpyrazone 100-800 > 30

Blood dyscrasias if dose 

600-800 mg/day

Phenylbultazone allergy

Dotinurad 1-4 > 30



Case 2
• 67M, ESKD s/p kidney transplant, hyperparathyroidism, T2DM

• OPD: Acute monoarthritis (knee). No fever. 

• Synovial fluid: rhomboid crystals, WBC 24,000, Gram stain negative.

• eGFR 50 mL/min/1.73 m².

• Meds: Tacrolimus, MMF, Fluconazole.

Best treatment?

A. Colchicine 0.6 mg BID

B. Intra-articular steroid

C. Prednisolone 30 mg daily

D. Naproxen 250 mg BID

E. ACTH



CPPD-associated arthropathies

Weakly, Positive Birefringent, Rhomboid Shape Crystal

US: Hyperechoic linear in midzone of cartilage 

Chondrocalcinosis



CPPD-associated arthropathies 

CPP crystal nucleation =  Extracellular PPi (ePPi)/Pi + Calcium + Cartilage matrix

▪ Aging > 70 years

▪ OA

▪ Common: knee, wrist, shoulder

▪ Onset < 55 years

▪ JIA

▪ Meniscectomy

▪ Joint trauma

▪ Systemic disease (4H)
▪ Hypophosphatasia (ALP)

▪ Hyperparathyroid 

▪ Hemochromatosis (hereditary) 

▪ Hypomagnesemia (Gitelman-Bartter’s syndrome)

▪ Hypothyroidism

▪ Acromegaly

▪ Wilson’s disease 



Kelleys Textbook of Rheumatology 10th edition.

Treatment of CPPD-associated 

arthropathies



Acute treatment of crystal induced arthritis in CKD

Ostrowski et al. AJKD 2025 
*NSAIDs are contraindicated in CKD.

Colchicine should be avoided 

in severe renal impairment 

(CLcr <30 ml/min)
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Colchicine prophylaxis dose

GFR 
(ml/min)

Colchicine oral dosage 
(mg/day)

≥ 50 0.6 mg bid

35-49 0.6 mg OD

10-34 0.6 mg Q 2-3 days

<10 or on hemodialysis or 
significant hepatic or biliary dysfunction

Avoid colchicine

Aged ≥ 70 years 50% of usual maintenance dose



FDA classification Concomitant drug Dosing recommendations

Acute gout flare Prophylaxis of gout flares

Strong P-gp inhibitor Cyclosporine

(Tacrolimus)

0.6 mg then repeated

no earlier than 3 days

0.3 mg once/day or 

0.3 mg every other day

Strong CYP3A4 inhibitors Clarithromycin

Ketoconazole

Itraconazole

Ritonavir

0.6 mg then repeated

no earlier than 3 days

0.3 mg once/day or 

0.3 mg every other day

Moderate CYP3A4 inhibitors Diltiazem

Verapamil

Erythromycin

Fluconazole

Grapefruit juice

1.2 mg then repeated 

no earlier than 3 days

0.6 mg once/day or 

0.3 mg once/day

Weak CYP3A4 inhibitor Azithromycin No dose reduction No dose reduction 

Other potentially significant 

drug-drug interactions

Statin , fibrate, or 

digoxin

No dose reduction 

Should be monitored for any 

signs or symptoms of 

muscle

No dose reduction 

Should be monitored for any signs 

or symptoms of muscle

Terkeltaub et al, arthritis & rheumatism, 2011

Guidelines for colchicine dosing in the presence of 
CYP3A4/P-glycoprotein inhibitors



Case 3
• A 65F with RA on MTX 10 mg/week + PRED 5 mg/day for 3 month 

• Today: improvement (PGA 8→6/10), but still has functional limitation 
and tender joints, without swelling.

• ESR improved but elevated (50 mm/hr, last 80 mm/hr). ALT normal.

• X-ray: erosions, Anti-CPP/RF positive

Next step?

A. Observe 3 more months

B. Add 2 gm of sulfasalazine

C. Reduce prednisolone to 2.5 mg/day

D. Increase prednisolone to 7.5 mg/day

E. Increase methotrexate to 15 mg/week



2021 ACR Recommendation of RA



EULAR recommendations for the management of RA 2026

Smolen JS, et al. Ann Rheum Dis 2026;0:1–19

“GC-bridging” should be considered when initiating or changing csDMARDs, in different dose regimens and 

routes of administration, but should be tapered and discontinued as rapidly as clinically feasible.

• Target: Remission 

(or low disease activity if 

remission unlikely)

• Timeline: Aim within 6 

months

• Adjust therapy if 

inadequate response 

by 3 months (~50% 

improvement 

expected)

• Sustained remission: 

≥6 months 

(ACR/EULAR criteria)



Standard target dose of csDMARDs

csDMARD Dose Maximum 

Methotrexate 0.3 mg/kg/week Max 15 mg/week

Hydroxychloroquine 5 mg/kg/day Max 400 mg/day

Sulfasalazine 40 mg/kg/day Max 3 g/day

Leflunomide 20 mg/day

Azathioprine 2 mg/kg/day



Poor prognostic factors

1. High acute phase reactant levels

2. High swollen joint count

3. Presence of RF and/or ACPA, especially at high levels

4. Presence of early erosions

5. Failure of 2 or more csDMARDs

6. Persistently moderate or high disease activity (after 
csDMARD therapy) according to composite measures 
including joint counts despite csDMARD therapy

May be consider early combination of csDMARDs

(MTX, SSZ, HCQ) or initiation of biologic therapy



Case 4
• 55F with RA 

• Meds: MTX (weekly), adalimumab (q2w), prednisolone 10 mg/day

• Planning elective TKA in 1 month. 

• Stable disease. No neck pain, hoarseness, or dyspnea. 

• HTN well-controlled; no active cardiac conditions.

Best perioperative medication management?

A. Continue all
B. Reduce prednisolone
C. Hold MTX 1 week pre-op
D. Hold adalimumab; schedule surgery ~3 weeks after last dose
E. C+D



Pre-operative evaluation in patient with RA

Cervical spine instability 

Atlanto axial subluxation 

(AAS)

Anterior Atlanto-Dental Interval (AADI) > 5-8 mm.

Posterior Atlanto-Dental Interval (PADI) or 

Space Available for the Cord (SAC)

< 14 mm.

Subaxial subluxation 

(SAS)

Subluxation occurring in joints on C3–C7 level > 3.5 mm

Cranial settling 

(CrS)

Superior migration of the odontoid into foramen magnum

Manczak M, et al. Reumatologia. 2017

Pulmonary assessment 

1. The upper airway - arthritis of the cricoarytenoid joints and temporomandibular joints

2. Interstitial lung disease 



Anterior Atlanto-Dental Interval (AADI), Posterior Atlanto-Dental Interval (PADI) 

lateral neutral (A), flexion (B), extension (C) 
Manczak M, et al. Reumatologia. 2017



2022 ACR/AAHKS Guideline (1)

ยาทีส่ามารถใช้ต่อได้ในช่วงผ่าตัด



2022 ACR/AAHKS Guideline (2)

ยาทีแ่นะน าใหห้ยุดช่วงผ่าตัด



Glucocorticoid Management

• Use of more than 10 mg of glucocorticoids per day (vs. no glucocorticoid 

use) resulted in a predicted risk for hospitalized infection of 13.25% and a 

predicted 1-year cumulative incidence of PJI of 3.83%.

• A lower cumulative GC dose was not associated with hypotension.

• 2022 ACR/AAHKS conditionally recommended patients with rheumatic 

disease undergoing THA or TKA who are receiving GCs, continuing their 

current daily dose of GCs rather than administering supraphysiologic 

doses of GCs on the day of surgery. 

Chukir T, et al. ACR Open Rheumatol 2021

George MD, et al. Ann Intern Med. 2019



Case 5

• 29F with SLE in remission ×12 months

• Planning pregnancy. 

• On prednisolone 5 mg/day, MMF, HCQ.

Best recommendation?

A. Continue all

B. Stop MMF ≥6 weeks before conception; continue others

C. Stop MMF → switch to azathioprine; observe 6 months before conception

D. Stop prednisolone

E. Continue only HCQ



2020 ACR Guideline for the Management of Reproductive Health in 

Rheumatic and Musculoskeletal Diseases



Folic 5 mg/day

2020 ACR Guideline for the Management of Reproductive Health in 

Rheumatic and Musculoskeletal Diseases



2020 ACR Guideline for the Management of Reproductive Health in 

Rheumatic and Musculoskeletal Diseases



2024 EULAR recommendations for use of antirheumatic drugs (1)

3.5 months



EULAR20242024 EULAR recommendations for use of antirheumatic drugs (2)





Case 6
• 28F with SLE 

• Active LN and thrombotic APS 

• Meds: HCQ, MMF, prednisolone, warfarin. 

• LAB: LA persistently positive.

Best contraceptive method?

A. Copper IUD

B. Progestin IUD

C. Progestin implant

D. DMPA+ condom

E. Progestin-only pill



Safety and efficacy of various contraceptive methods in RMD



DMPA = Depot Medroxyprogesterone Acetate

LNG = Levonorgestrel  

aPL test should be performed 

▪ SLE or SLE-like disease

▪ Patients with suggestive 

histories or physical findings 

“Positive aPL” 

Persistent and mod-high titer

▪ 2 positive test results at least 

12 weeks apart plus

▪ Moderate-high–titer aCL/anti-

β2GPI (≥40 units) 

▪ Positive LAC

“Stable”

AVOID DMPA

Patients with anticoagulation 

▪ Progestin IUDs



Case 7
• 25F with SLE → active lupus nephritis

• BP 150/90 mmHg

• Cr 2.3 mg/dL (eGFR 25 cc/min), albumin 2.4 mg/dL 

• Proteinuria 3.2 g/day, RBC casts. 

• Biopsy: Class IV with crescents and fibrinoid necrosis, no thrombotic 
microangiopathy

• Already given IV methylprednisolone.

Next best treatment?

A. MMF

B. IV cyclophosphamide (Euro-Lupus)

C. IV cyclophosphamide (NIH)

D. MMF + tacrolimus

E. MMF + Rituximab



Current treatment of lupus nephritis

• Choice of treatment is directly based on renal pathology and severity.

Lupus Sci Med 2024. Dec 20;11(2):e001331

Up to 24 months



2025 ACR Guideline for LN



“Quadruple Regimen”

2025 EULAR Recommendation for LN



2025 APLAR Guideline for LN 

uP/Cr ≥ 2.0 mg/mg 

+ hypoalbuminemia 



Case 8

• 38M with systemic sclerosis with reflux esophagitis

• Frequent Raynaud’s + new 2 digital ulcers (2 wks)

• PE: digital pitted scars

Most appropriated management

A. Long-acting nifedipine 

B. Sildenafil

C. Bosentan

D. Iloprost

E. Low dose aspirin



Del Galdo F, et al. Ann Rheum Dis 2024;0:1–12.

IS (LoE) RP Digital ulcer

CCB 
(Nifedipine)

1A

PDE5i 
(sildenafil/
tadalafil)

1A 1A
(healing/

prevention)

ERAs 
(Bosentan)

1A
(prevention)

iv.Prostacyclin 
(Iloprost)

1A 1A
(healing)

EULAR recommendations for the treatment of 

systemic sclerosis: 2023 Updated



BSR 2024



Case 9
• 45F with SSc-ILD on MMF 2 g/day (6 mo)

• Progressive cough & DOE; afebrile; skin thickness much improved

• FVC ↓ 68% → 62%

• HRCT: increase reticulation, traction bronchiectasis and honey 
combing pattern

Best add-on therapy?

A. Rituximab

B. Tocilizumab

C. Nintedanib

D. Cyclophosphamide

E. Sildenafil 



Thai recommendation of SSc-ILD 2564

Risk factors for disease progression in 

SSC-ILD

Anti-Scl-70



Del Galdo F, et al. Ann Rheum Dis 2024;0:1–12.

IS (LoE) Skin ILD

RTX 1A 1A

MMF 1B 1A

CYC 1B 1A

*TCZ 1B 1B

MTX 1B

**Nintedanib 1A

*TCZ = early inflammatory 

(mild or subclinical) ILD

**Nintedanib = 

Progressive Pulmonary 

Fibrosis (PF-ILD)



PPF-ILD

“initial therapy”

“sequential therapy”

2025: ERS/EULAR guidelines for SSc-ILD



แนวเวชปฏิบัตกิารวนิิจฉัยและรักษาภาวะปอดเป็นพงัผืดชนิดลุกลามในผู้ใหญ่ พ.ศ. 2567



Case 10.

• A 40-year-old woman with fever, dyspnea (4 weeks), SpO₂ 90%. 

• Exam: Gottron’s ulceration, no weakness

• CXR: bilateral ground-glass + consolidation. 

• Sputum negative. 

• CK 400, Anti-MDA5 positive.

What is the best treatment in addition to high-dose steroids?

A. Rituximab

B. Mycophenolate

C. Cyclophosphamide

D. Cyclophosphamide + tacrolimus

E. IVIG



Autoantibody Phenotypes in IIM

• Psoriasis-like lesions

• Palmar hyperkeratosis

• Hypopigmented and 

telangiectatic patches 

("red on white")

• Skin ulceration

• Scalp ulceration 

with alopecia

• Mucosal ulcer

• Palmar papules 

(inverse Gottron’ 

papules)

Autoantibody Phenotypes in IIM



Skin Manifestations of Anti-MDA-5 CADM

Palmar papules 

(inverse Gottron’ sign)

Cutaneous ulcerations 



Autoantibody Phenotypes in IIM



Myositis antibodies & Clinical associations



2023 ACR/CHEST Guideline 
Initial treatment options for the treatment of SARD-ILD 

Calcineurin inhibitors (CNI) = Cyclosporin A, tacrolimus (most evidences from IIM-ASS)

Janus kinase inhibitor (JAKi) = Tofacitinib (indirect evidence from anti-MDA-5 not RP-ILD)



2023 ACR/CHEST Guideline 
Management of SARD-ILD with progression of ILD despite first ILD therapy.

1. IVIG is effective for myositis and dysphagia IIM (myositis predominant–MCTD).

2. IVIG may be useful when rapid onset of action is desired, eg, presence of severe respiratory muscle weakness.

3. IVIG may be used in the acute setting if infection is a concern, BUT limited ILD efficacy data. 



Guideline for the Treatment of RP-ILD



Case 11.

• A 60-year-old man presents with 1 week of painful proximal weakness. 

• Hx: gout, dyslipidemia. 

• Meds: colchicine, statin. 

• Recently took clarithromycin due to CAP. 

• Exam: proximal weakness, ↓DTR

• CK 1500, ANA negative.

What is the cause?

A. Inclusion body myositis

B. Statin-induced myopathy

C. Colchicine-induced myopathy

D. Cancer-associated myopathy

E. Infectious myopathy



Drug induced myopathy 
Steroid Anti-malarials Colchicine Statin 

Onset Subacute-chronic Chronic Acute-subacute

Risk ▪ Prednisolone > 20 mg/day at 

least 2 WK 

▪ Cushingoid 

▪ Duration > 5 Y 

▪ Cardiomyopathy

▪ Arrythmia

▪ Retinopathy 

▪ CKD

▪ Drug interaction with 

CYP3A4/P-glycoprotein 

inhibitors (cyclosporine, 

clarithromycin, ketoconazole, 

itraconazole, ritonavir, 

diltiazem, verapamil, 

erythromycin, fluconazole)

▪ Concomitant drug 

      (statin , fibrate, or digoxin)

▪ CKD

▪ Drug interaction

▪ Hypothyroid  

▪ Anti-HMGCR (ANA)

Myopathy ▪ Myopathic Myopathic and neuropathic pattern Myopathic 

CK Normal Abnormal 

Biopsy ▪ Muscle fiber type 2 atrophy

▪ No inflammation 

▪ Muscle fiber hypertrophy

▪ Vacuoles

▪ Rarely inflammation

▪ Curvilinear bodies (anti-malarials)

▪ Necrotizing myositis

▪ Myocyte necrosis

▪ Rarely inflammation 

(macrophage) 

Rx ▪ Steroid discontinuation or 

tapering with steroid-sparing 

agents

▪ Anti-malarial/colchicine discontinuation ▪ Statin discontinuation

▪ Short course of 

steroid (Anti-

HMGCR)  

▪ ±Re-challenging



Case 12.  
• A 65-year-old man presents with acute painless vision loss (3 days). 

• He had temporal headache, fever (1 month) and shoulder morning stiffness. 

• Exam: temporal tenderness, pale swollen optic disc. 

• He was on warfarin due to AF. 

• ESR 90 mm/hr. CT brain normal. 

What is the most appropriated management in this patient?

A. Temporal artery biopsy

B. Temporal artery ultrasound 

C. Oral high dose prednisolone 

D. Pulse methylprednisolone

E. Tocilizumab 



Features Giant cell arteritis Takayasu’s arteritis

F:M; Age 2:1; >50 years (Caucasian) 8:1; <40 years (Asian)

Fever Common Uncommon 

PMR Common Rare 

Headache  Common (temporal arteritis) Rare 

AION/stroke 

(carotid and 

vertebrobasilar 

hypoperfusion)

Common Uncommon 

Claudication Jaw Extremities 

Aorta and major 

branches

Uncommon (LV-GCA) Common 

Bruit, unequal BP, 

renovascular 

hypertension 

Rare Common 



2021 ACR/Vasculitis Foundation Guideline for 
Diagnostic Testing in GCA

• We conditionally  recommend  temporal  artery  biopsy  over  temporal artery ultrasound/MRI 

for establishing a diagnosis of GCA.

• We  conditionally  recommend  an  initial  unilateral  temporal  artery biopsy over bilateral 

biopsies.

• We  conditionally  recommend  a  long segment  temporal  artery biopsy specimen (>1 cm).

• We  conditionally  recommend  obtaining  a  temporal  artery  biopsy specimen within 2 

weeks of starting oral glucocorticoids.

• For  patients  with  newly  diagnosed  GCA,  we  conditionally  recommend  obtaining  

noninvasive  vascular imaging to evaluate large vessel involvement.



2023 EULAR Recommendations for the Use of Imaging in 
Large Vessel Vasculitis in Clinical Practice

Suspected GCA

(mural inflammation)

Ultrasound CT High-resolution MRI FDG-PET

Cranial arteries + 

(temporal arteries)

- + +

Extracranial arteries +

(axillary arteries)

+ + +

Structural damage + + + +

Suspected relapse when 

ESR/CRP unreliable  
+ - + +

Conventional angiography is not recommended for the diagnosis of GCA or TAK

In patients with suspected GCA, 

- An early imaging test is recommended to support the clinical diagnosis of GCA, assuming high expertise and 

prompt availability of the imaging technique. 

- Imaging should not delay initiation of treatment (ideally within 72 hours of commencing GC therapy).





2021 ACR/Vasculitis Foundation Guideline for GCA

IV pulse GCs 

• IV methylprednisolone 500–1,000 

mg/day (adults) or equivalent for   

3–5 days

High-dose oral GCs 

• Prednisone 1 mg/kg/day up to 80 

mg or equivalent

Adjunctive treatment 

• Statin in high CVD risk

• LD-ASA in critical or flow-limiting 
involvement of the vertebral or carotid

arteries

“treat first, confirm later”
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