
Canine rheumatoid arthritis (RA) is a rare, slowly pro-
gressive, inflammatory, noninfectious, erosive disease of
the joints3,5 that affects middle- to older-aged, small- or
toy-breed dogs and is characterized by shifting leg lame-
ness with associated soft tissue or joint-related swelling.1

The underlying cause remains unknown but is believed to
be related to deposition of autoimmune complexes in the
synovial lining, which initiates the inflammatory cascade
leading to villous hypertrophy and pannus formation on
the cartilaginous surface of the joints.2,3 With time, in-
flammation interferes with normal joint health and leads
to destruction of subchondral bone, weakening of the
ligaments supporting a joint, and joint instability.3,6

Frequently, the progression of RA can be followed as
the number of joints affected increases.3,4 Dogs usually
present with stiffness and lameness after rest, which
may appear to shift to different legs daily.1–3 Physical ex-
amination may reveal swelling in the same joint on both
fore- and hindlimbs.2,6 As the disease progresses, defor-
mity of involved limbs may be observed as the ligamen-
tous structures of the joints become affected.1–3 Dogs
that once had normal alignment of the limbs may de-
velop valgus or varus deformities and hyperextension in
multiple joints or may suffer significant ligamentous in-
juries with minimal trauma.1,6 Patients with RA may ex-
hibit other signs of illness, including anorexia, lethargy,
peripheral lymphadenopathy, and hyperthermia (fever).
Thus, an extensive diagnostic workup, including blood
work, radiography, joint tapping, and synovial biopsies,
may be indicated to rule out other infectious disease
processes.1–4

A diagnosis of RA is not as simple and straightfor-
ward as with other diseases. RA is a complex disease that
requires confirmation of several characteristics.1,3–5 This is
important because early RA can be confused with other
diseases, including arthritis (septic or nonseptic), degen-
erative joint disease, inflammatory polyarthropathy, or
neoplastic conditions.1–3 Diagnostic tests, such as radiog-
raphy, joint fluid analysis, and synovial biopsies, are most
helpful in obtaining a definitive diagnosis of RA.1–4

Radiography and results of joint biopsy specimens
must be interpreted cautiously early in the course of RA.
Although advanced cases of RA may have unique ra-
diographic erosive destruction of bone at the joints,
early radiographic findings are relatively nonspecific in
showing joint effusion and soft tissue swelling.1,5 As the
disease progresses, joint spaces may either collapse or
widen, depending on the condition of the surrounding
structures and size of the joint. Osteophytes can de-
velop as a result of instability of the joint, and muscle at-
rophy can occur, both of which can muddle the
diagnosis.2,5 Destruction of subchondral bone can mimic
lysis of bones, making small cystic areas that look like
bone tumors.1 Just as radiographic findings can mimic

other joint diseases, histopathologic findings of synovial
biopsies can show villous hyperplasia, which is not
unique to RA.1,3 Additional, more specific tests have
been advocated to help diagnose RA.1,3

Antibody testing using the rheumatoid factor (RF) test
on either serum or joint fluid can be helpful in diagnos-
ing RA. However, the RF test is not perfect in dogs be-
cause other disease processes, such as heartworm
infection, neoplasia, and systemic lupus erythematosus
(SLE), may interfere with the antibodies in this test.1 In
addition, only about 20% to 70% of patients may test
positive.1–3 Because this disease process can mimic other
conditions, it has been determined that at least seven of
11 characteristics must be met for RA to be definitively
diagnosed3–5 (see the box on page 68).

The diagnostic criteria for RA have become so strict
because RA is not easy to treat. Immunosuppressive
drugs, such as steroids, cyclophosphamide, azathiaprine,
or combinations of these drugs, have been used to halt
the inflammatory process with varying results.1–3 In most
cases, the disease continues to progress despite treat-
ment; however, the institution of some immunosuppres-
sive therapy may help slow the process.1,3 Overall, the
prognosis for any patient diagnosed with RA is poor to
guarded, and a multimodal therapy regimen should be
instituted to maintain comfort.2

A number of medications, physical therapy regi-
mens, and environmental changes can be combined
to provide comfort for these patients. An NSAID or
steroid can be combined with an opiate, such as a
fentanyl patch or tramadol, for pain control.1,3 If this
regimen is not potent enough, other medications,
such as amantadine, an NMDA-receptor antagonist;
gabapentin, which binds to voltage-dependent cal-
cium channels in the central nervous system; or bis-
phosphonates to decrease bone loss, can be added as
analgesic adjuvants.7 Chondroprotective agents, such
as glucosamine and chondroitin supplements, should
be advocated as with any other joint disease and
combined with changes to the overall environment,
including the use of padded bedding and avoidance
of excessive cold temperature exposure. Physical ther-
apy, such as light massage, warm water baths or
whirlpools, or warm compresses, along with a con-
trolled exercise program in the form of frequent, short
walks and swimming in warm water, should be insti-
tuted. Even alternative medicine options, such as
acupuncture or gold salts, may be considered.1

Management of these patients requires flexibility and
constant reevaluation to provide the best overall comfort
as the disease progresses.2 Occasionally, decisions may
be made to stabilize a joint using an arthrodesis proce-
dure to provide a functional limb for ambulation and re-
duce the pain from constant joint instability.3
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