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Abstract  
Inflammatory rheumatic diseases (IRDs) may onset in patients 

over 65 years old, and some of them are absent in younger subjects. 
As the over-65-year-old population is growing, IRD prevalence is 
consequently increasing. As for today, incorporating a comprehen-
sive assessment in IRD management is rare, contrary to what hap-
pens in other areas of medicine. This brief communication stresses 
the main reasons why the Italian geriatrician should grow their 
interest in IRDs. 

Introduction  
The umbrella term “inflammatory rheumatic diseases” (IRDs) 

defines a cluster of conditions extremely diversified in diagnosis, 
prognosis, and therapeutic approaches, whose common denomina-
tor is an anyway induced inflammation, whether it is an auto-
inflammation or whether is an immune-mediated inflammation. As 
of today, more than 100 different IRDs have been identified. Some 
IRDs may be onset in the elderly (Table 1). As the over-65-year-old 
population is growing, IRD’s prevalence is consequently increasing. 
It is estimated to double in the near future.1,2 

 
 

Age and inflammatory rheumatic diseases 
Several IRDs can present differently between elderly and 

younger patients. For example, the first manifestation of elderly-
onset rheumatoid arthritis (EORA) can be an acute involvement of 
the shoulder joints without the classic involvement of the joints of 
wrists and hands. On the contrary, an acute involvement of the 
shoulder joints is very uncommon in young or middle-aged patients 
with rheumatoid arthritis. An acute involvement of the shoulder gir-
dle is common in patients with polymyalgia rheumatica (PMR). 
PMR and EORA are estimated to be the most common IRDs in the 
elderly, and differential diagnosis between these two diseases is not 
always straightforward in everyday clinical practice.3 In the elderly-
onset Sjögren’s syndrome, the occurrence of a seronegative subset 
is common, as well as systemic manifestations not related to sicca 
syndrome. These findings can favor diagnostic errors and delays.4,5 
Some IRDs are absent in young subjects. PMR, for example, is alto-
gether absent in the under-50-year-old population.6 Similarly, pri-
mary gout is absent in female subjects before menopause, and 
symptomatic calcium pyrophosphate deposition (CPPD) disease is 
absent in young and middle-aged subjects (unless it is a familial and 
genetically determined CPPD disease).7    

Additionally, the physiological age-related impairment of vari-
ous organs and apparatus, along with comorbidity and polypharma-
cology, complicate the therapeutic management of elderly patients 
with IRDs, forcing “compromise” solutions and so hampering high-
er treatment goals. Finally, the onset of drug-induced IRDs must 
always be taken into account.8 

 
 

Elderly patient with inflammatory rheumatic 
diseases in the rheumatologic assessment  

Rheumatologists take great care in applying the guidelines pro-
posed by rheumatologic scientific societies or experts’ opinions. 
However, older patients are underrepresented in the majority of 
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clinical trials, and the current clinical practice guidelines are mainly 
focused on healthy middle-aged patients. Furthermore, geriatricians 
are often not included in rheumatology expert groups. This means 
that the geriatricians’ point of view and experience are typically dis-
regarded.  

Additionally, the social environment, educational level, and 
functional needs of individual patients are not captured by traditional 
rheumatologic examination, despite having a potentially strong clin-
ical impact, especially on medication adherence. Finally, assessment 
of the risk of falls is rarely carried out by the rheumatologist.  

 
 

The geriatrician and the patient with  
elderly-onset inflammatory rheumatic diseases 

Without a doubt, the geriatrician’s multidimensional and holistic 
vision would help to better manage the older patient with IRDs. In a 
1993 editorial, Boyer emphasized how geriatric rheumatology was a 
“much needed subspeciality”.9 In 2005, Danish clinicians wrote 
about their gerontorheumatological outpatient service in Nijmegen, 
where age-related psychosocial and cultural issues were routinely 
assessed. IRDs were diagnosed in about 20% of patients over 75 
years of age. Almost all patients had a positive experience, so much 
so that they intended to recommend this service to other patients of 
their age with similar clinical problems.10 A similar age-friendly 
approach has been proposed in the United States.11  

After more than 30 years, this plea is largely unheeded in Italy, 
where geriatric rheumatology clinics can be counted on the fingers 
of one hand, and they are almost always headed by a rheumatologist. 
This could be due to the fact that the Italian geriatricians’ interest in 
rheumatic diseases is still low, and typically confined to osteoarthri-
tis and osteoporosis. The presence of many orthogeriatric clinics 
would confirm this. In addition, geriatric congresses often include 
sessions on orthogeriatrics. This means that geriatrician skills can be 
fully integrated into IRD management if the will is there. 

The involvement of young geriatricians is crucial. However, 
young Italian geriatricians are already lagging because their educa-
tional choices focus on some topics and ignore others, thus missing 
the full picture.12   

 
 

Inflammatory rheumatic diseases as a potential 
area for collaboration between geriatricians and 
rheumatologists   

IRDs may be an area for fruitful collaboration between geriatri-
cians and rheumatologists. First, the relationship between IRDs and 
geriatric syndromes is bidirectional, and high levels of circulating 
inflammatory cytokines are identified as a common basis. As the 

published literature highlights, identification and proper manage-
ment of IRDs can help improve frailty, cognitive functions, risk of 
falls, and other geriatric syndromes. On the other hand, IRD progno-
sis and response to anti-rheumatic therapies are worse in elderly 
patients with concomitant geriatric syndromes.13-15 Consequently, 
IRD management can benefit from a multidimensional approach 
[such as the Comprehensive Geriatric Assessment (CGA)]. The use-
fulness of CGA in tailoring therapies has been documented in a wide 
range of diseases of elderly patients: older patients who are catego-
rized as “fit” can be treated the same as non-elderly patients. On the 
contrary, treatment in elderly patients categorized as “frail” should 
be uncoupled from strict criteria.16   

Secondly, what most matters to the elderly patient with IRDs is 
commonly assessed through scales not always valid for the elderly. 
Finally, palliative and end-of-life care in geriatric rheumatology is 
still no man’s land. Implementation of advanced care planning 
through shared guidelines is necessary, especially in patients where 
IRDs are the most impactful condition.17     

The geriatrician can make an irreplaceable contribution to all 
these points, also detecting early signs and symptoms of IRDs and 
promptly referring a patient to the rheumatologist.    

Recently, during the 2024 American Geriatrics Society annual 
scientific meeting, ad hoc sessions highlighted the need and, indeed, 
the urgency for an age-friendly care model in rheumatology. 
Specifically, the importance of the Geriatric 5Ms in assessing older 
patients with rheumatic diseases was discussed. Consequently, the 
use of evidence-based and patient-centered care was proposed as the 
standard of care.18 The Geriatric 5Ms was set up by Tinetti et al. in 
2017. According to the Geriatric 5Ms, Mind, Mobility, Medications, 
Multicomplexity, and Matters most to me are areas identified as key 
to care for the elderly.19 The Geriatric 5Ms represents an example of 
CGA. The coming years will show us what steps have been taken to 
establish working partnerships. To the best of my knowledge, similar 
ad hoc sessions are still lacking in Italy.   

 
 

A 3-step approach   
All prior points lead to the proposal of a 3-step approach 

(Figure 1).  
Firstly, there is still a strong need for strengthening knowledge 

of IRDs among geriatricians. Indeed, it is not possible to recognize 
what we do not know. Consequently, ad hoc sessions in geriatric 
congresses should be increasingly organized.  

Incorporating geriatric assessment is the next step, as already 
happens in other areas of medicine. This means, for example, assess-
ing the risk of falls, social context, cognitive functions, and what 
matters most to the individual patient, in addition to the traditional 
rheumatologic approach. Consequently, ad hoc sessions in rheuma-
tology congresses should be increasingly organized. Moreover, the 
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Table 1. Common elderly-onset inflammatory rheumatic diseases. 
 
Gout  
Other crystal-related arthropathies (namely, crystal pyrophosphate deposition disease)  
Elderly-onset rheumatoid arthritis  
Polymyalgia rheumatica 
Vasculitides  
Spondylarthritis  
Remitting seronegative symmetrical synovitis with pitting edema  
Connective tissue disorders 
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inclusion of elderly patients in rheumatologic clinical trials must be 
implemented.   

Lastly, collaborative initiatives between scientific societies of 
rheumatology and geriatrics must be carried out. As for today, part-
nership work is rare. 

  
 

Conclusions  
In conclusion, this short communication stresses the main rea-

sons why geriatricians should be interested in IRDs.  
A cultural change seems necessary to engage geriatricians in the 

identification of such complex and epidemiologically relevant dis-
eases, achieving closer collaboration between geriatricians and 
rheumatologists. Are the Società Italiana di Geriatria Ospedale e 
Territorio (SIGOT) and its young board (SIGOT Young) ready to 
take up this challenge?   

 
 

References  
  1. Theis KA, Lubar DR, Brady TJ. Health policy, public health, 

and arthritis among older adults. In: Geriatric rheumatology: a 
comprehensive approach. Nakasato Y, Yung RL, eds. New York, 
NY, USA: Springer; 2011.  

  2. Badley EM, Wang PP. Arthritis and the aging population: projec-
tions of arthritis prevalence in Canada 1991 to 2031. J 
Rheumatol 1998;25:138-44.  

  3. Manzo C, Emamifar A. Polymyalgia rheumatica and seronega-
tive elderly-onset rheumatoid arthritis: two different diseases 
with many similarities. EMJ 2019;4:111-9.  

  4. Manzo C, Maslinska M. Primary Sjögren’s syndrome in the eld-
erly: does age of onset make a difference? EMJ Rheumatol 
2018;5:75-82.  

  5. Manzo C, Castagna A, Ruotolo G. A journey inside the elderly 
onset primary Sjögren’s syndrome, looking for useful tips for the 
geriatrician. Geriatr Care 2022;8:10668.  

  6. Gazitt T, Zisman D, Gardner G. Polymyalgia rheumatica: a com-
mon disease in seniors. Curr Rheumatol Rep 2020;22:40.  

  7. Pascart T, Filippou G, Lioté F, et al. Calcium pyrophosphate 
deposition disease. Lancet Rheumatol 2024;6:e791-804.  

  8. Manzo C, Putignano S. Drug-induced lupus erythematosus 
associated with donepezil: a case report. Age Ageing 2015;44: 
1062-3.  

  9. Boyer JT. Geriatric rheumatology. Arthritis Rheum 1993;36: 
10335.  

10. Van Lankveld W, Franssen N, Stenger A. Gerontorheumatology: 
the challenge to meet health-care demands for the elderly with 
musculoskeletal conditions. Rheumatology 2005;44:419-22.  

11. John A.Hartford Foundation. Meeting the growing demand for 
age-friendly care: health care at the crossroads. Available from: 
https://www.johnahartford.org/images/uploads/resources/The_ 
Growing_Demand_for_Age-Friendly_Care_Report_ 
FINAL.pdf.  

12. Mazza L, Palleschi L. Education and training in geriatrics: guid-
ing the generational change of health professionals. Geriatr Care 
2025;11:13378.     

13. Lieber SB, Wysham KD, Sattui SE, et al. Frailty and rheumatic 
diseases: evidence to date and lessons learned. Lancet 
Rheumatol 2024;6:e881-91.  

14. Oláh C, Schwartz N, Denton C, et al. Cognitive dysfunction in 
autoimmune rheumatic diseases. Arthritis Res Ther 2020;22:78.  

15. Myasoedova E, Sattui SE, Lee J, et al. Cognitive impairment in 
individuals with rheumatic diseases: the role of systemic inflam-
mation, immunomodulatory medications, and comorbidities. 
Lancet Rheumatol 2024;6:e871-80.  

16. Faour E, Guo S, Puts M. Geriatric assessment in the era of tar-
geted and immunotherapy. Drugs Aging 2024;41:577-82.  

17. Lee J, Lieber SB, Sattui SE, et al. Advancing rheumatologic care 
in older adults: highlights from the 2024 American Geriatrics 
Society annual scientific meeting. Arthritis Care Res 2025;77: 
557-63.  

18. Cho J, Zhou J, Lo D, et al. Palliative and end-of-life care in 
rheumatology: high symptom prevalence and unmet needs. 
Semin Arthritis Rheum 2919;49:156-61.  

19. Tinetti M, Huang A, Molnar F. The geriatrics 5M’s: a new way 
of communicating what we do. J Am Geriatr Soc 2017;65: 
2115. 

                                                                                           Short Communication

Figure 1. Geriatrician and inflammatory rheumatic diseases: a 3-step approach.


