
Palliative Rheumatology: 
Is it a thing?



Agenda

1. Why did I become interested in Palliative Rheumatology?

2. What literature exists about Palliative Rheumatology?

3. How do I suggest approaching Rheumatologic symptoms as a Palliative Care provider?

4. How do I suggest approaching Rheumatologic medications as a Palliative Care Provider?



“My rheumatologist never asked what is important to me” 







https://www.virtualhospice.ca/en_US/Main+Site+Navigation/Home/For+Professionals/For+Professionals/The+Exchange/Current/The+Bow+Tie+Model+of+21st+Century+Palliative+Care.aspx



RHEUMATOLOGY PALLIATIVE CARE



The Landscape in Rheumatology 

A patient population remains – those 
with systemic vasculitis, systemic 
sclerosis, inflammatory myositis, and 
severe courses of systemic lupus 
erythematosus and inflammatory 
arthritis – who still suffer from life-
limiting diseases with high symptom 
burden and, often, poor prognoses.

Bourgarit A et al. Medicine 2005.
https://basicmedicalkey.com/vasculitis/



The Landscape in Rheumatology 

• In addition, by “awakening the immune 
system,” new targeted therapies to treat 
metastatic cancer – namely, immune 
checkpoint inhibitors – have led to the 
development of de novo autoimmune diseases, 
so called rheumatic immune-related adverse 
events in > 30% of patients.

• This creates another rheumatic population of 
patients with life-limiting diseases.

https://www.nature.com/articles/nm.4321



The Landscape in Rheumatology 

• Rheumatologists are also skilled in joint and 
bursa injections

• This can be used as opioid sparing therapy for 
patients 

https://www.nature.com/articles/nm.4321



Let’s take a walk through the 
literature…

Bottom Line: 
Rheumatology patients 
need more access to 
palliative care

Bottom Line: 
Rheumatologists need to 
identify patients in need 
and provide palliative care 



Let’s take a walk through the 
literature…

Bottom Line: 
Patients and families in 
rheumatology are 
unnecessarily suffering



Let’s take a walk through the 
literature…

Bottom Line: 
Rheumatologists don’t 
know enough about 
palliative care



Let’s take a walk through the 
literature…

Bottom Line: 
Kids suffer from the same 
symptoms, plus more



Let’s take a walk through the 
literature…

Bottom Line: 
Palliative care is 
underutilized in patients 
with Inclusion Body 
Myositis



Let’s take a walk through the 
literature…

Bottom Line: 
Primer for primary care 
to understand rheumatic 
disease management in 
the context of palliative 
care



Let’s take a walk through the 
literature…

Bottom Line: 
Physical and mental 
symptom and caregiver 
burden, early integration 
and collaborative care is 
needed, ACP is important





INFLAMMATORY

Treatment: Immunosuppression or Immunomodulation



IMMUNOSUPPRESSION/IMMUNOMODULATION

GLUCOCORTICOIDS IN THE SHORT TERM
• IM Kenalog
• Intra-articular glucocorticoids
• Oral glucocorticoids

DMARDS IF LONGER TERM NEEDED 
• Call Rheumatology



FIBROTIC

Treatment: Standard palliative care treatment for symptoms 



VASCULAR

• Treatment: Trigger avoidance, Vasodilatation +/- 
Anticoagulation/Antiplatelet therapy 



TWO KEY SITUATIONS TO REMEMBER

• SCLERODERMA – DO NOT GIVE HIGH DOSE STEROIDS (Above 15-
20mg daily

• Scleroderma renal crisis

• RAYNAUDS – DO NOT GIVE BETA BLOCKERS
• Can potentiate further ischemia 



MECHANICAL

• TREATMENT: Conservative therapies, injections, standard pain 
control, surgical  



Rheumatology Medications 
in Palliative Care



Key Principles

• What is the rheumatologic problem?  What would be the 
consequences of a flare?

• What are the side effects of the medication?  How is the patient 
tolerating the medication?

• What is the half life of the medication in relation to the prognosis of 
the patient?

• What is the burden of administration?  What are the patient’s feelings 
surrounding this?

• What are the interactions with palliative care medications?
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Common Medications

• Plaquenil
• Half life 40 days

• Methotrexate
• Half life 10 hours 

• Leflunomide 
• Half life 20 days, but can stick 

around for 2 years 

• Sulfasalazine
• Half life 10 hours

• Prednisone
• Half life 2-3 hours

• Biologics/JAK inhibitors
• Variable half lives 



Interactions
Rheum Medication Palliative Medication Interaction

Methotrexate NSAIDS
Increased concentrations of 

Methotrexate

Hydroxychloroquine
Antipsychotics, Methadone, SSRIs, 

antinauseants Prolonged QT interval

Chloroquine
Antipsychotics, Methadone, SSRIs, 

Antinauseants, Mirtazapine, Trazodone
Prolonged QT interval, SSRIs can 

potentiate hypoglycemia

Leflunomide Dexamethasone, duloxetine

Increased hematologic toxicity with 
dexamethasone, decreased 
effectiveness of duloxetine

Sulfasalazine NSAIDS Nephrotoxicity



A note about steroids…

• IM Kenalog is your friend
• Covers them for 6-8 weeks 
• Not a huge infection risk 

• Intra-articular steroids
• Most are not painful 
• Can last multiple months (on average 3 months)



Ultimately…

• There are no hard and fast rules

• Usually a complicated risk-benefit decision, no harm in calling the 
rheumatologist

• Beware of drug interactions





Thank you!

Happy to discuss any cases or 
questions!
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