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Abstract:

Rheumatoid arthritis is an autoimmune disease commonjy Known .
Vaat'in Indian perspective. Moming joints pain and stiffness along wit inflam Qamﬁ
some common symptoms. Consistency of condition may lead deform ity in aﬁe(:eon n
& fingers. No specific drug has been still evaluated except the use of some DMZW
along with some corticosteroids. This paper deals how methyl prednesolon, haRD,g
advantage over 'deflazacort'in the treatment of Rh.arthritis. San
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Apart from 'osteoarthritis' life became so miserable due to another sort Of arthrg
called Rh.arthritis. It is an autoimmune disorder1 which is indicated by the Persistent o
joints pain and stiffness in the morning time. Exact cause of disease is still unknown, Our
immune system produces 'cytokines' which secret lysosomal enzymes that damage bones
soft tissues & cartilage. This enhances pain threshold due to release of prostaglandins
Chronic condition can cause crippling disorder and deformation of affected organs. There
is no specific drug to cure it completely. "Methotraxate'2 an anti-cancer and
‘Hydroxychloroquine'3 an anti-malarial drugs are the choice of first line of treatment
Leflunomide and Sulphasalazine4 are also in practice. Sometimes low dose o
‘Croticosteroids' are also prescribed along with regular treatment to suppress the sevet
pain. Author has carried out in vivo experimentation using both corticosteroids and found

surprising result that methyl prednesolone has an advantage over defalzacort.
Case History:

After confirmation of positive RA test in 2014. Patient received rtiélll'é""eam"eﬂ
under the supervision of rheumatologist. He took ‘Methotraxate' initially 10 M3 foIIO\\Ni:
reduction of dose along with folic acid and NSAID (Non-steroidal Anti-inflammato?y mi
when required for two years, Continuous investigations of SGPT, sGOTand S‘Cri?ﬁf‘;“w
vere carried outto obsorve any serious complications. In 2017 during winter.P ol

-t 142 ;-




/ (pff ’
gharthritis Wit acute pain and inflammation a2 24750515

i gain .
a'6 mg a corticosteroid was prescrit '( dose of 'Mﬂxate' -
O Gk

g 8u
peks followed by reduction. But no significant reppress the triggernes
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0% are advised to take in the moming after pre Itis notablg 14
s akfast, stj| patient all
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ntafer taking due permission with his rheumatologist, took
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P (stead of morning. He observed unexpected disappe prednesolone' 5
ar

edtim® ! i i he anc .
mgatb g even only in 3-4 days. Patient felt similar condition in Summerez‘:)f;;am and
.Again

gam™ | at night f
ofam  was taken as usual at nightior only 3-4 days. Agai _
lone ys.Again got o
'P’edr;e:zuently carried out. gotrelief. Investigations
r
Wer® Table 1
Investigation report (16-11-2017)
560T SGPT S. Creatinine Hb.
506 UL 73.31U/L 1.2 Mg/dl 12.9 Gm/dl
Table 2
Investigation report (16-04-2018)
sGOT SGPT S. Creatinine Hb.
35.01U/L 0.7 Mg/dl -
Table 3
Investigation report (28-01-2019)
SGOT SGPT 'S. Creatinine Hb.
31.91UL 40.31U/L 0.65 Mg/dl 14.9 Gm/dI
Table 4
Investigation report (21 -07-2020) e =
SeoT SGPT S. Creatinine Hb.
" Gm/dl
16.9 IU/L 1.1 Mg/d| ’f’f‘____/
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Observations:

Observations are as follows:
d on taking DMARDs (Disease mOd'fV'"gAm, "
-7

of treatment at least for two years ang rocon, d,w
rpd

Initially patient recovere

drugs) 'Methotrexate'as a1l firstline

(1) After sudden relapseé of disease in 2017 wi
significant recovery, he was advised to take ‘prednesolone’ in plage .

patient immediately recovered.
ars in 2020 summer due to relapsing of disease and acute —

prednesolone especially in night was take,
thout taking any NSAID/Analgesic. ag

inter, he took 'Defzy’ but ¢
Uet
)r'.

Dety,

)] After 3ye
once again same therapy of

gave surprising result even Wi

Conclusion:
Above observations clearly reveal thatin case of acute joints pain and inflampmgy,
n

due to Rh.arthritis, it will be a good choice for physician to prescribe 'prednesolong', the
place of 'deflazacort’, @ corticosteroid even for a short regime along with regular DMARDS

Another important finding is that it is a better way to take it at bed time rather tha,
morning as always prescribed. Finally itis significant that to suppress severe pain thera

no need to take any pain killer with magic dose of 'prednesolone’.
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