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Rheum Diseases You Will Encounter 
 

• • Osteoarthritis 

• • Rheumatoid Arthritis 

• • Seronegative spondyloarthropathy 

• • Crystal-induced arthritis 

• • Systemic lupus erythematosus 

• • Vasculitis 

• – Scleroderma, Inflammatory Myopathy 

• ….. 





Usual Dosage (Oral) 

 

Maximum Recommended Daily 

Dose 

75 mg 2 times a day or 50 mg 3 

times a day 

100 mg once/day sustained-

release 

150 mg 

Diclofenac 

400–800 mg 4 times a day 3200 mg 
Ibuprofen 

25 mg 3 to 4 times a day 

75 mg 2 times a day sustained-

release 

200 mg 

Indomethacin 

7.5 mg once/day 15 mg Meloxicam 

250–500 mg 2 times a day 1500 mg 
Naproxen 

200 mg once/day or 2 times a day 400 mg 

Celecoxib 





• Osteoarthritis (OA) is the most frequent form of arthritis worldwide and a 
leading cause of disability among older adults .  

 

 

• its prevalence is 24.9% in women and 16% in men and is highest in persons 
aged > 85 years (63.0% in women and 50.9% in men) 

 

•   After hypertension, it is the second most common chronic disease managed 
by general practitioners (GPs)  



Practical Indications 
 

1.During the visit, pain must be thoroughly evaluated, considering: 

1. pain origin and duration 

2. component (inflammatory or degenerative) 

3. NSAID activity (peripheral or central) 

2.Consider possible factors that increase the risk of CV, GI and renal AEs. 

3.Calculate the CV risk. 

 



Are All NSAIDs Equal? 
 

• there are several differences among NSAIDs that impact on their efficacy and 
safety .These include: 

• COX isoform selectivity and potency 

• Plasma half-life. 

• Interference with ASA 

• Penetration into the synovial liquid 

• Passage through the blood–brain barrier 



Factors Influencing the Individual Response to NSAIDs 

 

• Genetic variations 

• The microbiota 

• The possibility of phenotyping OA 

• Gender 



By When Should We Expect the Response to NSAID treatment? 

 

• Usually, the maximum peak plasma concentration is reached within 2–3 h of 
administration, but the efficacy also depends on other factors. 

 

 

• The analgesic effect occurs within about 1 week and the full anti-inflammatory 
effect is often achieved in 3 weeks. 



What is the Adequate Duration of NSAID 
Therapy? 
 

• NSAIDs should be used for the shortest duration possible and at the lowest 
dose that guarantees both inflammation reduction and physical function 
improvement 

 

•  If at the end of the 3-week period no result has occurred, a switch to another 
agent should be attempted  



Monotherapy or Combination Therapy? 

 

• It is possible to combine NSAIDs with central analgesics, such as 
paracetamol and opioids 

• the combination of NSAIDs with steroids should be avoided 

 



• Coxibs, diclofenac and ibuprofen displayed a similar relative risk for CV events 
(range 1.37–2.49), whereas naproxen did not seem to increase it 

 

• coxibs, diclofenac and ibuprofen also displayed a comparable annual absolute 
risk for major vascular events 

 

•  subsequent network meta-analysis found no difference in the risk of major CV 
events with diclofenac, ibuprofen, naproxen, celecoxib and etoricoxib for the 
treatment of pain in patients with OA or RA  



• A recent meta-analysis of individual patient data in real-world settings has 
shown that all traditional NSAIDs are associated with an increased risk of AMI, 
similar to that reported with celecoxib therapy. Using a high daily dose 
(celecoxib > 200 mg, diclofenac > 100 mg, ibuprofen > 1200 mg, 
naproxen > 750 mg) for 8–30 days was associated with the greatest risk, which 
did not increase further beyond the first 30 days. 

 

•  Based on these findings, prescribers should consider weighing the risks and 
benefits of NSAIDs before selecting the treatment, particularly for higher doses. 



• Finally, it must be pointed out that the concomitant administration of certain 
NSAIDs weakens the protective CV effects of ASA  

 

• Co-administration of ibuprofen in patients with documented CVD on low-dose 
ASA therapy significantly increased the risk of all-cause and CV mortality 
(hazard ratio [HR] 1.93, 95% confidence interval [CI] 1.30–2.87; HR 1.73, 95% CI 
1.05–2.84, respectively) compared to ASA alone  

 

• No difference was observed when diclofenac or other NSAIDs were used with 
ASA versus ASA alone 



Practical Indications 
 

1.Avoid the use of paracetamol in case of inflammatory pain. 

2.NSAIDs should be used for the shortest duration and at the lowest dose that 
guarantees the effect on inflammation and improvement in physical function. 

3.Define therapy duration based on the patient profile and avoid the on-demand 
use of NSAIDs: in the case of inflammatory pain, therapy must be administered 
for at least 10 days to achieve analgesia and for 3 weeks to achieve the full anti-
inflammatory effect. 

4.It is possible to combine NSAIDs with central analgesics such as paracetamol 
and opioids. 

5.Avoid the combination of NSAIDs with steroids. 

6.Consider formulations relying on one or few administrations to improve 
adherence. 

 













• Etoricoxib was more effective in reducing pain in AS than some other NSAIDs, 
but there was otherwise insufficient evidence to conclude that any particular 
NSAID was more effective in the treatment of AS.  



• High to moderate quality evidence indicates that both traditional and COX‐2 
NSAIDs are efficacious for treating axSpA, and moderate to low quality 
evidence indicates harms may not differ from placebo in the short term. 
Various NSAIDs are equally effective. Continuous NSAID use may reduce 
radiographic spinal progression, but this requires confirmation. 



• Contrary to generally accepted belief, we did not find a consistent 
association between NSAIDs use and risk of CD and UC 
exacerbation. There was also no consistent evidence for association 
with acetaminophen although further studies are needed. 





The 2020 guideline strongly recommends colchicine, NSAIDs, or glucocorticoids 
(oral, intra-articular, or intramuscular) over IL-1 inhibitors or 
adrenocorticotropic hormone (ACTH) for initial management gout flares 

 

 

 

Differences in the Approach to Inflammatory Prophylaxis: 
 
 
The 2012 guidelines offered a very specific prescription for continuing anti-
inflammatory prophylaxis, with multiple contingencies resulting in a minimum 
treatment period of 6 months. In contrast, in the 2020 guideline, it is strongly 
recommended that prophylaxis should continue for a minimum of 3 to 6 months 
with continual evaluations. If the patient continues to experience gout flares, it is 
recommended to continue the prophylaxis. 











• While NSAID use was common in SSc there was no association 
with future development of SRC. 




