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Abstract
Rheumatoid arthritis (RA) is a chronic, progressive, destructive and deforming arthropathy, characterized by sym-
metrical erosive synovitis and multisystemic injury. Despite the progresses of pharmacological therapy for RA, 
many patients continue to have active disease with the risk of developing disability. A number of non-pharmaco-
logical therapies are used in addition to the regular treatment of RA. On October 7th, 2008, American Physical 
Activity guidelines were released, based on the latest physical activity techniques, with impact on the health of 
people with arthritis, grouped under the acronym SMART. A comprehensive management program for RA in-
cludes patient education, psycho-social interventions, adequate rest, exercise, physical and occupational therapy, 
nutritional and dietetics counseling, interventions to reduce the risk of cardiovascular diseases, osteoporosis and 
immunizations to reduce the risk of complications from immunosuppressive treatment. The objectives of this 
program are: disease stabilization, preventing deviations, deformities and ankylosis, combating retractions and 
stiffness, partial or complete restoration of motor functional capacity of patients. For achieving these goals, the 
treatment must adhere to the following general conditions: to be initiated early, to be continuous and complex. 
In conclusion, education and counseling of the patient are important for the management of RA. The physicians 
should explain to the patient all the treatment options and develop with him a longitudinal treatment plan, which 
includes the association of the pharmacological therapy with the non-pharmacological one.
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Rheumatoid arthritis (RA) is a chronic, progres-
sive, destructive and deforming arthropathy, fre-
quently with systemic manifestations. It is a chronic 
autoimmune disorder, the cause of which is not com-
pletely understood, characterized by symmetrical 
erosive synovitis and multisystemic injury (1) 
(Fig. 1).

Despite the progresses made in pharmacological 
therapy of RA, many patients continue to have ac-
tive disease, with high risk of later disabilities. A se-
ries of non-pharmacological therapies may complete 
the medical treatment of RA.

An extensive management plan for RA includes 
patient education, psychosocial interventions, ade-
quate rest, physical exercise, physical and occupa-
tional therapy, nutrition and diet counseling, inter-

ventions meant to reduce cardiovascular disease risk 
factors and osteoporosis, immunizations in order to 

FIGURE 1. Articular involvement in rheumatoid arthritis (2) 
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reduce the risk of complications due to immunosup-
pressive therapy. The goals of this management plan 
are: stabilizing the disease, preventing joint deformi-
ties and ankylosis, decreasing stiffness, increasing 
range of joint motion and maintaining the functional 
status of pacients. In order to achieve these goals, the 
treatment must follow these general principles: it 
should be started early in the course of disease, it 
should be continuous and complex. Patient educa-
tion and counseling is very important, since studies 
have shown that many patients do not understand the 
notion of “arthritis” and its causes. A meta-analysis 
that included 1579 patients has shown that patient 
education and cognitive behavioral therapy can lead 
to a slight improvement of rheumatoid arthritis 
symptoms (1).

The level of physical activity in patients with 
rheumatoid arthritis

Physical activity has been shown to relieve pain, 
maintain the function of affected joints and improve 
the general well-being of patients with RA. In a stu-
dy comparing patients diagnosed with arthritis and 
patients without arthritis, 44% of patients with ar-
thritis did not do regular physical activity and subse-
quently developed cardiovascular diseases, diabetes, 
obesity and loss of joints function (3) (Fig. 2).

Patients diagnosed with RA often have fl ares that 
make physical exercise diffi cult; however, these pa-
tients do not need to abandon their exercise program, 
but to frequently adjust the level of physical effort 
they can make. The relative intensity of physical 
activity can be estimated using a scale from 0 to 10, 
where 0 is sitting and 10 is the highest level of effort 
possible (Fig. 3). A moderate intensity activity corre-
sponds to a score of 5-6 on this scale. Regular mode-
rate intensity activity diminishes pain, improves fun-

ctional status of joints, without worsening the 
symptoms of the disease. Another benefi t of physical 
exercise is the delay of stiffness and functional capa-
city loss.

On October 7th, 2008, The United States Depart-
ment of Health and Human Resources released the 
American Physical Activity guidelines, based on the 
latest techniques for health improvement in patients 
with arthritis, gathered under the acronym 
S.M.A.R.T.S. (“start low and go slow”). S – the key 
to a successful physical therapy is the slow progres-
sion of the level of intensity. M – modify the activity 
if necessary, any level of activity is helpful, as long 
as the patient maintains the activity without joint 
pain. A – physical activity must be “joint friendly”. 
R – recognise the best places to exercise (for exam-
ple, in organized groups). T – talk to a specialist. 

In case of pain during physical exercise, several 
strategies can be adopted:

•  Changing the exercise schedule by cutting 
down the frequency or the duration.

•  Changing the type of exercises in order to re-
duce the impact on the joints.

•  Exercising in a friendly environment, the pa-
tient must be able to have a conversation dur-
ing exercise.

•  Wearing comfortable clothing and shoes.
A randomized, double-blind, placebo-controlled 

trial, including 244 patients, evaluated the patients’ 
physical activity based on an international question-
naire about physical activity, the disease activity ba-
sed on C-reactive protein and DAS 28 score, the le-
vel of disability based on a health evaluation 
questionnaire, the number of hospitalizations and 
their length over a period of one year. This trial 
showed that physical exercise and low disease acti-
vity directly infl uenced the number of hospitaliza-

FIGURE 2. Lack of physical activity in people 
with and without rheumatoid arthritis (4)
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tions and the length of hospitalizations and thus, the 
health care costs for RA patients (6,7).

Electrophysical therapies are often used to decre-
ase pain, swelling and to maintain the joints’ fl exibi-
lity.

Thermotherapy: local cold applications (cold 
packs, ice massage, cold air) or warm applications 
(thermal baths, ultrasounds, diathermy) are often 
used to relieve pain, fatigue and infl ammation. A re-
view on the effi cacy of thermotherapy in the mana-
gement of RA showed no effects on disease activity 
(including the number of swollen joints, pain, requi-
red medical treatment and hand functional status) 
(8). However, warm wax baths combined with active 
hand exercises resulted in signifi cant improvement 
of grip function and range of motion in fi nger fl exion, 
compared with a control after 4 weeks of interven-
tion. No clinical important benefi t was shown for 
muscle force. (9) Patients may benefi t from such 
combination of therapies in the same treatment ses-
sion, heat therapy, with its refl ex vasodilative effect, 
making for an optimal muscle preparation before 
hand exercises.

Electrotherapy represents the therapeutical use of 
different types of electrical currents (usually on the 
surface of the skin through electrodes) for pain relief 
and muscle stimulation. Pain relief may be obtained 
by transcutaneous electrical nerve stimulation 
(TENS). Some trials have shown signifi cantly better 
pain relief with acupuncture-like (low frequency 
combined with high-intensity) TENS compared to 
placebo, while others did not fi nd signifi cant diffe-
rences between TENS and placebo (10). A study 
which compared low-frequency acupuncture-like 
TENS to conventional high-frequency TENS on pa-
tients with chronic rheumatoid arthritis found no sta-
tistically signifi cant difference in patient assesment 
of overall disease improvement, but clinically im-
portant benefi ts in patients treated with high-fre-
quency TENS have been noted. (11)

Lasertherapy: low-level laser therapy has been 
used for RA for more than 20 years. It does not gene-
rate a thermical effect, but induces photochemical 
reactions in cells. Although some research about this 
therapy shows benefi ts in decreasing pain and incre-
asing range of motion, there are trials that show no 
difference between this method and placebo (10).

Spa-therapy: balneotherapy is one of the oldest 
methods used in the treatment of rheumatoid arthri-
tis, especially mineral and thermal waters. Spa the-
rapy is best tolerated at a temperature of 34-350oC 
and for aproximately 20 minutes. All trials have 
shown that balneotherapy and mud applications de-
crease pain and fatigue, their positive effects lasting 
for 3 to 9 months (12). However, a recent review of 
nine studies on effects of balneotherapy on patients 
with RA revealed no signifi cant differences between 
balneotherapy and placebo or hydrotherapy (exerci-
ses in water) in terms of pain, swollen joints or ten-
der joints. A comparison between mineral baths and 
Cyclosporin A for patients with RA showed some 
benefi t of balneotherapy in overall improvement at 8 
weeks, though there were no statistically signifi cant 
diferences in pain intensity or in the number of swol-
len joints. Therefore the overall evidence is not con-
clusive as to support the use of balneotherapy or to 
recommend one type of bath in favour of another. 
(13)

Therapeutic exercise: exercise therapy, including 
streching, strengthening, aerobic conditioning exer-
cises, adjusted to the stage of the disease, the af-
fected joints and the age of the patient, proved to 
have benefi cial effects on increasing physical capa-
city in patients with RA (14). There should be no 
straining exercises during acute arthritis. Infl amed 
joints should be rested, while non-infl amed should 
be active or active-assisted streched to prevent con-
tractures. In chronic disease with inactive arthritis, 
conditioning exercises such as swimming, walking 
and cycling alternating with resting periods are re-

FIGURE 3. Physical activity intensity 
scale in rheumatoid arthritis (5)
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commended. A study compared patients with rheu-
matoid arthritis that underwent a training program 
with a control group of patients who participated in 
physical therapy, but were not allowed high impact 
activities. (15) The study concluded that high inten-
sity exercise has more benefi ts regarding functional 
status, not infl uencing the radiographic progression 
of the disease. 

Massage therapy is a form of manual therapy that 
includes techniques meant to increase the range of 
motion of the affected joints. A cross-over study that 
included 9 patients and used a combination of aro-
matherapy and massage has proved that massage is 
benefi cial in reducing pain (16). A recent study that 
included 42 patients with RA affecting the upper 
limb confi rmed these results. Moderate pressure mas-
sage therapy group had less pain and greater range of 
motion in their wrist, elbows and shoulders. (17) 

Occupational therapy is concerned with activi-
ties involving upper extremities and teaches patients 
with RA to cope with daily activities and to protect 
the affected joints by using practical tools and splin-
ts. A meta-analysis of occupational therapy studies 
including 38 studies on occupational therapy for pa-
tients with RA showed limited results in pain relief 
and improving the quality of life (18). Although the 
nature of the occupational therapy interventions va-
ried widely and there were large differences in inter-
ventions with regard to the type of treatment and 
duration, the results suggest occupational therapy 
may play an important role in the treatment of pa-
tients with RA. 

 Splints and orthoses play a key role in the mana-
gement of patients with RA, as they are used to relie-
ve pain, reduce infl ammation and to correct bone 
deformities. Aproximately 80% of patients suffering 
from RA have lower extremities involvement, so the 
most commonly used splints are for foot and ankle, 
for maintaining stability and weight support (19). A 
metatarsal pad or bar is usually used to off-load wei-
ght away from the painful metatarsophalangeal arti-
culations and knee orthoses help reduce edema and 
pain, control the pattelar alignment, the hyperexten-

sion or the instability of the knee due to cruciate li-
gaments.

Nutrition and dietary therapy is another impor-
tant issue in patients with RA, because these patients 
can have anorexia and inadequate alimentation. Ali-
mentary diets rich in fi sh oil, fatty acids (eicosapen-
taenoic acid and docosahexaenoic acid)may decrea-
se arachidonic acid metabolites and citokines, thus 
improving the symptomatology (19). In a randomi-
zed trial including 139 patients with recent onset of 
the disease, large doses of fi sh oil (5.5 g daily) in 
addition to triple therapy consisting of DMARDs 
(Methotrexate + Sulfasalazine + Hydroxycloroqui-
ne) signifi cantly reduced the percentage of patients 
that did not reach remission or low disease activity, 
compared to the patients on medication associated 
with a low dose of fi sh oil (0.4 g daily) (20).

Group therapy is benefi cial by improving the ge-
neral well-being, learning new methods to cope with 
the disease and sharing experiences with patients 
who suffer from the same disorder. In this way, it can 
help patients dealing with their fear and anxiety 
when diagnosed with this chronic disease (19).

Reducing cardiovascular disease risk. Patients 
with RA have a high risk of coronary atherosclero-
sis, therefore reducing cardiovascular disease risk 
factors such as smoking, hiperlypidemia, arterial 
hypertension and sedentary lifestyle should be a part 
of rheumatoid arthritis management, alongside with 
specifi c pharmacological treatment. The manage-
ment of infl ammation can also contribute to cardio-
vascular protection and there are proofs that statins 
can reduce infl ammation in these patients (19). 

In conclusion, treatment of RA requires global 
management and non-pharmacological treatment 
should be considered as adjunctive therapy regard-
less of the stage of the disease. So far, better con-
ducted studies are necessary to draw fi rm conclu-
sions on the effectiveness of these therapies. 
However, a multidisciplinary team can establish the 
indications for non-drug therapy in each individual 
and can monitor the benefi ts of the treatment.
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