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ABSTRACT 
Rheumatoid arthritis (RA) is a chronic, systemic autoimmune disorder that disproportionately affects the geriatric 
population, imposing substantial physical, psychological, and socioeconomic burdens. Homoeopathy, as a holistic 
and individualized system of medicine, provides potential therapeutic benefit; yet, the concept of the second 
prescription the follow-up remedy or clinical decision after the initial intervention remains one of the most nuanced 
and clinically challenging aspects of practice. This review paper provides a critical analysis of theoretical 
underpinning, practical use, and reported outcomes of second prescription methods in the application of 
homoeopathy to treat RA in elderly patients. An extensive literature review was carried out using several major 
scientific databases including PubMed, EMBASE, Cochrane, CINAHL, AYUSH and homoeopathy sources 
examined miasm theory, Hering's Law, potencies and remedy strategies. Evidence suggests second prescriptions: 
companion remedies, nosodes, repetition or antidotes significantly influence long-term outcomes, especially in 
elderly and frail patients. Clinically relevant modalities included visual analogue scale (VAS) pain scores, Disease 
Activity Score-28 (DAS-28), Health Assessment Questionnaire-Disability Index score (HAQ-DI), and 
inflammatory markers (ESR, CRP). Important considerations here include geriatric-specific modifiers, such as 
polypharmacy, diminished vital force, and multimorbidity. Integrating classical homoeopathic principles with 
gerontological insights offers a promising framework for improving functional outcomes, quality of life, and 
disease management in elderly RA patients, highlighting the need for rigorous prospective research. 
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1. Introduction 
Rheumatoid arthritis (RA) is a progressive, systemic, 
autoimmune inflammatory condition characterised 
by symmetric polyarthritis, extra-articular 
manifestations, and eventual joint destruction if 
inadequately managed (Smolen et al., 2018). On a 
global scale, RA occurs in about 0.5%–1% of all 
adults, although its prevalence significantly 
increases in people over the age of 65 years, who are 
referred to as elderly or geriatric patients (Gabriel & 
Michaud, 2009). For this patient group, there are 

particular difficulties associated with RA, including 
delayed diagnosis, unusual symptoms, concomitant 
aging bone degeneration, and the complexity of 
multimorbidity and polypharmacy (Tutuncu & 
Kavanaugh, 2012). 
Conventional antirheumatic drugs, biologic agents, 
and targeted synthetic medications, even though 
effective, have high risks of side effects, 
immunosuppression, and adverse reactions in elderly 
patients, which calls for due attention to other forms 
of treatment (Singh et al., 2016). The homoeopathic 
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approach, which is used across the world and is 
officially endorsed by the national healthcare policy 
of India under AYUSH, has shown certain benefits 
that make it highly suitable for the elderly 
population. (Witt et al., 2005; Relton et al.,2017). 
The concept of the “second prescription” everything 
prescribed after the first remedy is given is by far the 
most complex and clinically important aspect of 
classical homoeopathy within its own system 
(Roberts, 1936). The second prescription, unlike the 
first (dominated by repertorisation and materia 
medica matching) calls for a dynamic reassessment: 
the physician must interpret clinical change (or lack 
of it), say, apply Hering’s Law of Cure, assess 
miasmatic movement and decide on therapeutic 
action from a range that includes repetition, 
complementary remedy, intercurrent nosode antidote 
or observation. (Kent, 1897; Vithoulkas, 1980). 
It is mostly geriatric too, making it even more 
complex. Diminished vital force the central construct 
of homoeopathic philosophy (Hahnemann, 
1842/1996) complicates the management of 
aggravation. Polypharmacy introduces antidoting 
risks. Cognitive decline can reduce the reporting of 
symptoms, and ageist assumptions can undermine 
the very individualisation on which homoeopathic 
practice depends (Morrison, 1993). Despite these 
clinical realities, the literature is devoid of a 
comprehensive synthesis contrasting the second 
prescription specifically in geriatric RA 
management. 
This review addresses that gap. It synthesises 
classical homoeopathic doctrine with contemporary 
clinical evidence, articulates a geriatric-specific 
framework for second prescription decision-making, 
and proposes directions for future research. Two 
structured clinical reference tables are presented to 
aid practitioners in clinical decision-making. 
 
2. Background and Theoretical Framework 
2.1 Homoeopathic Philosophy and the Law of 
Similars 
The foundational principle of homoeopathy similia 
similibus curentur (like cures like) was articulated by 
Samuel Hahnemann (1755–1843) in the Organon of 
Medicine (Hahnemann, 1842/1996). In this 
approach, a substance which could generate the same 
or very similar symptoms in healthy people is 
administered in diluted, potentised form to prompt 
the vital force of the person's body itself to extinguish 
specific pathological symptoms. The choice of the 
similimum - the one remedy that best matches the 

totality of the patient’s symptom profile is a hallmark 
of the first prescription. 
Critically, however, Hahnemann understood that 
disease is dynamic and multi-dimensional especially 
when it comes to chronic disease. He explained the 
miasmatic theory in Chronic Diseases (Hahnemann, 
1835/1996), believing that chronic diseases can be 
derived from three fundamental miasmas: Psora 
(functional disorders and deficiency), Sycosis 
(excess and overgrowth) and Syphilis (destructive 
and degenerative processes). The inflammatory 
excess, autoimmune hyperactivity and progressive 
destruction of joint tissue in rheumatoid arthritis has 
been considered to involve predominantly sycotic 
(and also possibly some syphilitic) miasmatic 
influences with a psoric substrate. (Allen, 1910; 
Foubister, 1989). 
 
2.2 Hering's Law of Cure 
The Directional Law of Cure, attributed to 
Constantine Hering (1800-1880), is formulated as 
follows: true cure occurs from within outwards, from 
more important to less important organs, from above 
downwards, and in the reverse order of time -the 
latest symptoms are cured first (Hering, 1845). In 
medical practice, the law forms the basis for 
evaluation during the second prescription: the 
healing process in accordance with Hering’s Law 
proves successful treatment, while any deviation 
signifies pathological development or erroneous 
prescription (Vithoulkas, 1980; Sankaran, 1994). 
In geriatric RA, the implementation of Hering's Law 
must be done very carefully. In elderly patients with 
concurrent cardiovascular, pulmonary, renal and 
neurological comorbidities, symptom shifts cannot 
be unambiguously interpreted in a specific direction. 
Moreover, a skin rash occurring after joint 
improvement may either be curative externalisation 
(Hering’s Law direction) or signalling an adverse 
drug reaction where it can be important to distinguish 
between both which requires careful clinical 
judgement (Morrison, 1993). 
 
2.3 The Concept of the Second Prescription 
Roberts (1936) in the Principles and Art of Cure by 
Homoeopathy devoted considerable discussion to the 
second prescription and noted that it was placed as 
requiring much more clinical skill than as the first. 
The second prescription covers a few possible things: 
(1) the same remedy again in the same form or 
different potency, (2) a complementary remedy, (3) 
an intercurrent or nosode that knocks out miasmic 
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blockages, (4) an antidote to adverse reactions and 
finally watchful waiting (placebo or sac lac), where 
you are allowing the first one to act. 
Kent (1897) divided up clinical response into six 
types to guide the second prescription: (1) marked 
improvement with no other intervention required; (2) 
an improvement but needing to repeat the original 
remedy; (3) an improvement followed by a return of 
old symptoms suggesting as complementary remedy 
or a higher potency be given; (4) collation of old 
symptoms indicating pathic direction along 
sympathetic lines prior to a cure being closer at hand; 
(5) new symptoms appearing that indicate more 
analytic consideration of case is needed; and finally, 
primary non-response in which case work must start 
again. These categories, which were articulated in 
the 19th century, also have clinical significance and 
provide the organising principles for Table 2 in this 
review. 
 
2.4 Geriatric Considerations in Homoeopathic 
Practice 
The geriatric patient represents a radically altered 
therapeutic landscape. Vital force, the non-material 
dynamic fundamental that Hahnemann believed to 
be the mainstay of all curative reactions, 
progressively diminishes with increasing age, 
fragmented chronic disease process and cumulative 
years of allopathic polypharmacy (Hahnemann 
1842/1996). The clinical implications of this 
diminishment are many and include: homoeopathic 
aggravations can be more pronounced and 
prolonged, the rate of curative response is slower, 
constitutional depth is often needed and LM (fifty-
millesimal) potencies may be favoured over 
centesimals to minimize risk of aggravation in frail 
patients (Eizayaga, 1991). 
Polypharmacy, the concurrent use of five or more 
medications and affecting about 40%–50% of 
community-dwelling elderly (Masnoon et al., 2017) 
carries risks for antidoting as well as for interference 
with homoeopathic action. Homoeopathic antidotes 
are, according to Hahnemann (1842/1996), 
classicaly camphor, menthol, coffee and strong 
aromatic substances especially certain allopathic 
agents. This means that medication reconciliation 
needs to be a routine part of the second prescription 
review in geriatric patients. 
 
3. Rheumatoid Arthritis in the Geriatric 
Population: Epidemiology and Clinical Features 
3.1 Epidemiology 

The global prevalence of RA rises with age, peaking 
between 60 and 80 years in both sexes (Symmons, 
2002). Elderly-onset RA (EORA), defined by onset 
at or after 60 years of age, is estimated to represent 
approximately 10%–33% of the total burden of RA, 
with some epidemiological studies reporting even 
greater figures in developed countries with ageing 
populations (Pease et al., 1999). With geriatric 
population explosion in India expected to touch 340 
million by 2050 (United Nations, 2019), the threat of 
EORA bears heavy public health implications and 
unmet need. 
The distribution of sex in EORA compared with 
younger-onset RA shows us a similar result: the 
female predominance, something typical for RA as a 
whole (female-to-male ratio ~3:1), is very much 
narrowed in EORA, even to some studies reporting 
near equal sex distribution (van Schaardenburg & 
Breedveld, 1994). Rheumatoid factor (RF) 
seropositivity and anti-cyclic citrullinated peptide 
(anti-CCP) antibody positivity rates are similar or 
elevated compared to those observed in younger-
onset disease, with repercussions for more 
aggressive disease phenotypes (Innala et al., 2009). 
 
3.2 Clinical Features and Diagnostic Challenges 
in the Elderly 
EORA often presents with acute-onset large joint 
polyarthritis, especially affecting the shoulder girdle 
a pattern that has been referred to as polymyalgia 
rheumatica-like onset and more classic small joint 
involvement seen in young-onset RA (Olivieri et al., 
2005). The American College of Rheumatology 
(ACR)/European League Against Rheumatism 
(EULAR) 2010 classification criteria are applied to 
EORA, however atypical presentations may delay 
generation of a classification and therefore treatment 
initiation (Aletaha et al., 2010). 
Diagnostic problems for elderly RA patients include: 
confusion between osteoarthritis and crystal 
arthropathies (i.e., gout and pseudogout); reduced 
inflammation making it harder to detect RA activity; 
cognitive deterioration interfering with accurate 
symptom reporting; and diseases like Sjögren's 
syndrome, Felty's syndrome, and RA-related 
interstitial lung disease, which are more common in 
cases of long-term or late-stage RA (Young & 
Koduri, 2007). All these affect the efficacy of case 
taking during homoeopathy. 
 
3.3 Conventional Treatment Limitations in the 
Elderly 
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Methotrexate, the anchor DMARD for RA 
management has an increased toxicity risk in elderly 
patients related to age-related decline in renal 
clearance (mean population) hepatic reserve and 
bone marrow function (Kvien 2002). 
Immunosenescent elderly individuals given biologic 
agents — for example, tumour necrosis factor (TNF) 
inhibitors, interleukin-6 (IL-6) receptor antagonists 
and B-cell depleting agents — stand at increased risk 
of infection; indeed, multiple meta-analyses have 
shown that serious infections and opportunistic 
infections occurred significantly more frequently in 
elderly-onset rheumatoid arthritis (EORA) patients 
treated with biologics than in their younger 
counterparts. (Galloway et al., 2011). 
Non-steroidal anti-inflammatory drugs (NSAIDs) 
are effective for symptomatic relief, but their 
gastrointestinal, cardiovascular and nephrotoxic 
toxicity may be exacerbated in the elderly especially 
amongst people with existing cardiovascular disease 
or chronic kidney disease or co-administration of 
anticoagulants (Rostom et al., 2002). The limitations 
of allopathy create a therapeutic gap that holistic and 
low-toxicity treatment approaches, including 
homoeopathy, may be able to partially fill especially 
in terms of symptom management, quality of life 
enhancement, and decreasing the total burden of 
allopathic drugs used. 
4. Second Prescription in Homoeopathic RA 
Management: Categories and Strategies 
4.1 Repetition of the Same Remedy 
The second prescription of choice is most commonly 
a repetition of the original similimum when there has 
been some level of amelioration or in cases where 
there is indeed plateau but with partial response. The 
cardinal rule of Kent that a well-acting remedy must 
not be interfered with unless the picture of symptoms 
changes fundamentally applies directly in this case 
(Kent, 1897). Partial response in geriatric RA is 
common due to the reduced vital force and chronicity 
of disease as well. Repetition can be at the same 
potency, at a higher potency, or from centesimal to 
LM scale. 
Hahnemann's subsequent publications, such as the 
sixth edition of the Organon (Hahnemann, 
1842/1996), argued that LM potencies were superior 
to centesimal scales for treating chronic disease 
because they offered more gradual stimulation with 
less aggravation risk. Theoretical advantages of 
homoeopathy underpin clinical benefits that in the 
elderly, pronounced homoeopathic aggravations 
might affect quality and compliance. A few modern 

homoeopathic practitioners and researchers 
recommended LM potencies as the best prescribed 
scale in geriatric patients (Eizayaga, 1991; De 
Schepper, 2001). 
 
4.2 Complementary Remedies 
Complementary remedies are those which have been 
shown to follow well in clinical practice and so 
complement or extend the action of the original 
remedy. The classical relationships between 
remedies (complementary, inimical [incompatible], 
and antidotal) are covered in the literature that 
discusses homoeopathic materia medica content and 
therapeutic guides (Boericke 1927; Clarke 1900). In 
RA treatment there are already certain respective 
pairs that are relatively well established, for instance 
between: Rhus toxicodendron and Causticum or 
Calcarea carbonica; Bryonia followed by Alumina; 
Ledum palustre and Rhus toxicodendron. 
The complementary remedy is indicated in the 
second prescription when the first remedy has acted 
well, but its sphere of action seems tired or new 
symptoms appear more closely matching the 
pathogenetic picture of the complementary remedy. 
Particularly in geriatric patients, where a depth of 
constitutional treatment is most often required, 
moving from an acute-symptomatic remedy (for 
example Rhus tox or Bryonia) to a deeper 
constitutional remedy (Calcarea carbonica, Sulphur, 
Silica) constitutes a common and clinically valid 
second prescription trajectory. 
 
4.3 Intercurrent Remedies and Nosodes 
The use of intercurrent prescriptions: the momentary 
use of an agent to remove a barrier to cure before 
returning to your constitutional remedy is one of the 
most sophisticated aspects of second prescription 
practice (Roberts, 1936). Remedies prepared from 
pathological products or disease tissues, nosodes 
hold a vital place among intercurrent prescriptions. 
The main nosodes relevant to the management of RA 
include: Medorrhinum (sycotic miasm, pertinent to 
hyperinflammatory, overgrowth pathology), 
Tuberculinum (mixed psoric-sycotic, pertinent to 
recurrent inflammatory flares), Syphilinum 
(syphilitic miasm, pertinent to destructive joint 
changes and nocturnal aggravations). 
British homoeopaths have promoted Paterson's 
bowel nosodes such as Morgan, Gaertner and 
Dysentery Co as intercurrent remedies in chronic 
arthritis on the basis of RA pathogenesis theories 
postulating gut-immune axis dysregulation, a view 
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that has received contemporary scientific validation 
with the identity of the role of the gut microbiome in 
autoimmunity (Bach & Paterson 1950; Scher et al., 
2013). Nosode prescription in geriatric patients 
warrants special attention to constitutional 
assessment, as these deep-acting medicines can 
result in strong reactions in (often vitally 
compromised) individuals. 
4.4 Watchful Waiting 
The choice to withhold a prescription  simply to 
observe the patient’s response to the first measure 
without intervening  is an active and often 
unappreciated component of the second prescription. 
Vithoulkas (1980) noted that many failures in 
homoeopathic treatment stem from over-prescribing: 
giving a second remedy before action of the first is 
complete. In geriatric RA, where the response time 
of vital during treatment is slower then in younger 
patients, waiting time on first prescription must be 
prolonged.  Eizayaga (1991) recommended 
minimum four to six weeks observation before 
stating primary non-response for elderly suffering 
from long-standing disease 
The clinical challenge in geriatric practice is 
differentiating worsening of disease when 
progressive from a slow curative response a 
differentiation that entails appropriate clinical 
vigilance, frequent check-ups and adequate use of 
objective markers such as DAS28, HAQ-DI and 
laboratory inflammatory parameters (ESR, CRP, 
complete blood count). Ensuring that this 
coordination effort with the patients’ rheumatologist 
is part of that waiting period ensures patient safety is 
not compromised. 
 
4.5 Antidoting 
More simply, the antidote prescription applies if 
when a remedy has caused an excessive, prolonged 
or inappropriate aggravation; or when some antidotal 
substance entered the patient milieu by mistake. The 
materia medica documents classical antidotes: 
Camphora is considered a universal antidote, and 
specific remedy relationships are documented (e.g., 
Coffea antidotes Nux vomica, Aconitum antidotes 
Belladonna) Antidote prescription needs careful 
ascertainment of the causative factor prior to its 
administration in patients, especially geriatric where 
iatrogenic causes of antidoting which includes 
allopathic drug interactions are common. 
 
5. Clinical Outcomes and Evidence Base 

5.1 Evidence from Randomised Controlled 
Trials 
Although there is relatively little high-quality 
scientific literature concerning homoeopathy for RA 
due to the methodological difficulties involved in 
conducting research into individualised medicine, 
research in this area has been increasing. This 
includes a pilot study by Bell et al. (2004), who 
examined homoeopathy compared to placebo 
treatment in RA using an RCT design. The 
homoeopathic treatment was found to be 
significantly more effective than the placebo in terms 
of improvement in tender joint count and patient-
rated global assessment. This is important because 
the study involved the use of a two-prescription 
protocol. 
However, Fisher et al. (1989) performed a double-
blind placebo-controlled clinical trial of Rhus 
toxicodendron 6C in the treatment of fibrositis 
patients with RA-related musculoskeletal symptoms, 
and found statistically significant results in 
improving the patient’s pain and stiffness scores. 
Although not being directly targeting RA patients or 
elderly people, this study is one of the earlier 
examples of methodological approaches toward 
proving the efficiency of homoeopathy. In particular, 
a systematic review by Perry et al. (2017) included 
seven trials concerning the use of homoeopathy in 
treating chronic musculoskeletal pain. 
5.2 Observational Studies and Case Series 
Observational data, such as cohort studies and case 
series, represents the majority of clinical evidence 
supporting homoeopathy for rheumatoid arthritis 
treatment. Witt et al. (2005), in their large cohort 
study involving 3,981 patients suffering from 
chronic diseases, including rheumatoid arthritis, 
found that patients had improved outcomes and 
quality of life after homoeopathic treatment for two 
years, and this improvement continued even after 
eight years (Witt et al., 2009). Although second 
prescriptions were not specifically considered in this 
study, the longitudinal design necessarily 
incorporated multiple prescribing episodes. 
The clinical effectiveness of the North Sheffield 
homoeopathy service results were analyzed by 
Relton et al. (2017), showing significant benefits in 
different chronic diseases, such as inflammatory 
arthritis, among 456 consecutive patients. The 
inclusion of a second prescription process, including 
reassessment after 4, 8, and 12 weeks, played an 
important role in the success of this model, validating 
the clinical relevance of a systematic assessment of 
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second prescriptions. It was observed that geriatric 
patients responded with similar or better long-term 
results than younger individuals. 
 
5.3 Outcome Measures in Geriatric RA 
Choosing the right measure of outcomes in studies 
on geriatric RA is another challenge faced by the 
researchers in this field. DAS28, Clinical Disease 
Activity Index (CDAI), and Simplified Disease 
Activity Index (SDAI) were developed and validated 
primarily in non-geriatric RA populations (Smolen et 
al., 2003). However, These indices can still be 
clinically useful when used properly in elderly 
patients, especially regarding the consideration of the 
potential confounding influence of comorbid 
conditions. 
In homoeopathic studies, patient reported outcomes 
such as the VAS pain score, HAQ-DI and the SF-36 
quality of life instrument are especially useful 
because they reflect a patient-centred perspective 
underlying the fundamentals of homoeopathy. 
Validated informant-based or proxy instruments may 
complement patient self-report in geriatric patients 
with cognitive decline. Furthermore, combining 
functional independence measures (FIM) with 
geriatric-specific frailty indices imparts greater 
dimensionality in this patient population. 
Table 1 represent Principal Homoeopathic Remedies 
for Geriatric RA Patients and Secondary Prescription 
Approaches and Table 2 Show Clinical Decision 
Framework for Secondary Prescriptions in Geriatric 
RA: Scenarios and Management Strategies 

 
Table 1: Principal Homoeopathic Remedies for 

Geriatric RA Patients and Secondary 
Prescription Approaches 

Remedy 
Key 

Indicatio
ns 

Second 
Prescriptio

n 
Approach 

Clinical 
Outcome 
Indicator

s 

Rhus 
toxicoden

dron 

Stiffness 
worse at 

rest, 
better 

motion; 
morning 
aggravati

on; 
restlessne

ss 

Complemen
tary: 

Causticum; 
Intercurrent

: 
Medorrhinu

m if 
modalities 
stagnate 

Improved 
ROM, 

reduced 
morning 
stiffness, 

VAS 
score 

reduction 

Bryonia 
alba 

Pain 
worse 

Complemen
tary: 

Decrease
d joint 

from 
slightest 
motion; 
joints 

hot, red, 
swollen; 
irritabilit

y 

Alumina; 
Intercurrent

: Sulphur 
for 

suppressed 
skin 

conditions 

swelling, 
reduced 

ESR, 
improved 

pain 
scores 

Calcarea 
carbonica 

Obese/fla
bby 

constituti
on; cold 

damp 
aggravati

on; 
profuse 

perspirati
on 

Complemen
tary: 

Lycopodiu
m; 

Antidote: 
Nux vomica 

if over-
stimulated 

Metabolic 
improvem

ent, 
reduced 

synovitis, 
constituti

onal 
bettermen

t 

Causticu
m 

Deformiti
es; 

contractu
res; right-

sided; 
weakness 

of 
tendons 

and 
muscles 

Complemen
tary: Rhus 
tox; Avoid: 
Phosphorus 
(inimical) 

Improved 
grip 

strength, 
reduced 

contractur
e 

progressi
on, 

DAS28 
improvem

ent 

Apis 
mellifica 

Burning-
stinging 

pain; 
rapid 

oedema; 
better 
cold 

applicatio
n; no 
thirst 

Complemen
tary: 

Natrum 
muriaticum; 
Intercurrent

: Sulphur 
for 

chronicity 

Oedema 
reduction, 
improved 
HAQ-DI, 
decreased 

serum 
CRP 

Pulsatilla 
nigricans 

Wanderin
g pains; 
worse 

warmth, 
better 

cold open 
air; mild 
yielding 

dispositio
n 

Complemen
tary: Silica; 
Intercurrent

: 
Tuberculinu

m for 
recurring 

flares 

Pain 
migration 
control, 

improved 
sleep 

quality, 
emotional 
wellbeing 

Ledum 
palustre 

Small 
joints; 

ascends 

Complemen
tary: Rhus 

tox; 

Reduction 
in small 

joint 
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upward; 
cold 

applicatio
n 

relieves; 
puncture-
type pain 

Intercurrent
: 

Syphilinum 
for joint 

destructions 

tendernes
s, 

improved 
hand 

function 

Actaea 
spicata 

Wrist and 
small 
joint 

affections
; worse 

by touch; 
tearing 
pains 

Complemen
tary: 

Caulophyll
um; Second 

Rx: 
Calcarea 
carb for 

constitution
al depth 

Wrist 
ROM 

improvem
ent, 

reduced 
joint 

count, 
functional 
improvem

ent 
Note. ROM = Range of Motion; VAS = Visual 
Analogue Scale; ESR = Erythrocyte Sedimentation 
Rate; CRP = C-Reactive Protein; HAQ-DI = Health 
Assessment Questionnaire Disability Index; DAS28 
= Disease Activity Score 28; ACR = American 
College of Rheumatology. Evidence levels based on 
Oxford Centre for Evidence-Based Medicine 
(OCEBM) framework. Prescriptions should be 
individualised; these represent general clinical 
patterns documented in materia medica and clinical 
literature. 

Table 2: Clinical Decision Framework for 
Secondary Prescriptions in Geriatric RA: 

Scenarios and Management Strategies 
Clinic

al 
Scenar

io 

Assess
ment 

Criteri
a 

Second 
Prescript

ion 
Strategy 

Expect
ed 

Timeli
ne 

Monito
ring 

Param
eters 

Partial 
Respon

se 

Some 
improv
ement 

in 
pain/sti
ffness; 
unchan

ged 
joint 

swellin
g; ESR 
partiall

y 
reduce

d 

Wait and 
repeat: 
Repeat 
same 

remedy 
in higher 
potency 
or more 
frequent 
dosing 

Re-
assess 
at 4-6 
weeks; 
expect 
gradua

l 
improv
ement 
over 3 
months 

VAS, 
DAS28, 
HAQ-
DI at 

monthl
y 

interval
s; 

serum 
CRP, 
ESR 

Relaps
e After 
Improv
ement 

Clear 
initial 

improv
ement 

followe
d by 

return 
of 

origina
l 

sympto
ms 

Repeat 
same 

remedy; 
consider 
complem
entary if 
repeated 
doses fail 
to hold 

Respo
nse 

usually 
within 

2-4 
weeks; 
evaluat

e for 
mainta
ining 
cause 

Sympto
m 

diary, 
joint 

count, 
inquiry 

into 
lifestyle
/dietary 
triggers 

New 
Sympt

om 
Emerg
ence 

New 
chief 

compla
ints 

arising 
after 

prescri
ption; 

directio
n of 
cure 

assess
ment 

Complem
entary 
remedy 

targeting 
new 

symptom 
picture; 
avoid 

antidote 

2-4 
weeks 

to 
gauge 
respon

se; 
Hering'
s Law 
directi

on 
monito

red 

Sympto
m 

evolutio
n 

mappin
g, SF-

36 
quality 
of life, 

complet
e 

sympto
m 

record 
No 

Respon
se 

(Prima
ry) 

No 
improv
ement 
in any 
parame

ter 
after 

adequa
te time; 
potenc
y and 

similim
um re-
evaluat

ed 

Re-case 
taking; 
revise 

similimu
m; 

consider 
intercurre
nt/nosode 

Allow 
6-8 

weeks 
before 
declari

ng 
primar
y non-
respon
se in 

elderly 

Comple
te re-

repertor
ization; 
CDAI, 
SDAI, 
joint 

imaging 
if 

warrant
ed 

Aggrav
ation 

Homoe
opathic 
aggrav
ation 
(vital 

reactio
n) vs 

patholo
gical 

worsen
ing; 

Wait 
(homoeo

pathic 
aggravati

on); 
antidote 
if severe; 
placebo if 
mild and 

vital 

Aggra
vation 
typical

ly 
resolve
s in 1-
3 days; 
improv
ement 
follow

s 

Daily 
VAS, 

functio
nal 

assessm
ent, 

systemi
c vital 

monitor
ing in 
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differe
ntiation 
critical 

frail 
elderly 

Plateau 
Phase 

Improv
ement 
halted 
at sub-
optimal 
level; 

no 
further 
progres
s over 

2+ 
months 

Intercurre
nt nosode 
(Medorrh

inum, 
Tuberculi

num, 
Syphilinu
m) based 

on 
miasmati
c analysis 

Nosod
e acts 

as 
catalys
t; re-

assess 
origina

l 
remed

y 
respon
se at 6-

8 
weeks 

Miasma
tic 

indicato
rs, 

ACR20
/50/70 

criteria, 
laborato

ry 
inflam
matory 
markers 

Geriatr
ic-

Specifi
c 

Polyph
armacy 
Concer

n 

Patient 
on 

multipl
e 

allopat
hic 

drugs; 
antidoti
ng risk; 
compro
mised 
vital 
force 

Deep-
acting 

constituti
onal 

remedy; 
LM 

potency 
preferred 

to 
minimize 
aggravati
on risk 

Slower 
respon

se 
expect
ed; 3-6 
month 
assess
ment 
cycle 
recom
mende

d 

Medicat
ion 

reconcil
iation, 
Beers 

criteria 
review, 
functio

nal 
indepen
dence 

measur
e (FIM) 

Note. DAS28 = Disease Activity Score 28; HAQ-DI 
= Health Assessment Questionnaire Disability 
Index; VAS = Visual Analogue Scale; CDAI = 
Clinical Disease Activity Index; SDAI = Simplified 
Disease Activity Index; FIM = Functional 
Independence Measure; CRP = C-Reactive Protein; 
ESR = Erythrocyte Sedimentation Rate; ACR = 
American College of Rheumatology. Timelines are 
indicative; clinical judgement must account for 
individual vital force, comorbidity burden, and 
disease chronicity. 
6. Discussion 
6.1 The Primacy of Individualization in Geriatric 
Second Prescription 
The baseline difficulty in what we have attempted 
with RA and geriatric patients is to help ensure 
robust individualisation the sine qua non of 
homoeopathy take place where there is no further 
symptom pattern then that which might be described 

as attenuated (narrowed) or atypical which may 
include cognitive heterogeneity and complex 
comorbidity profiles. Vithoulkas (1980) warned 
against relying on symptom-based prescribing at a 
time when we are going deeper to the constitutional 
basis of patient’s psora, which increases in depth and 
chronicity. In geriatric RA, since the disease is 
usually of several years or decades duration, the 
constitutional layer is almost always addressed in the 
second prescription phase. 
Geriatric homoeopathic consultation involves a 
greater time commitment along with structured 
cognitive screening to evaluate the reliability of 
symptom reporting and collateral history from 
caregivers or family members when warranted. 
Systematised geriatric assessment frameworks such 
as the Comprehensive Geriatric Assessment (CGA) 
may usefully be integrated within homoeopathic 
case-taking templates so that potential modifying 
factors (frailty, nutritional status, social support and 
functional independence) are systematically 
recorded and inform the second prescription (Ellis et 
al., 2011). 
 
6.2 Polypharmacy as a Critical Modifier 
Polypharmacy should be specifically highlighted as 
a modifier of second prescription strategy in geriatric 
RA. The concomitant use of NSAIDs, DMARDs, 
corticosteroids, proton pump inhibitors, 
antihypertensive agents statins, anti-diabetic drugs 
and psychotropic medications, all prevalent in 
elderly patients with RA gives rise to a 
pharmacological milieu in which homoeopathic 
remedy action may be subdued or altered or 
antidoted. Although there are no established 
pharmacokinetic interactions between homoeopathic 
ultra-dilutions and allopathic drugs in the scientific 
literature, classical homoeopathy doctrine repeatedly 
recognizes some drug groups within this category to 
be antidotal 
In practice, the second prescription review in 
geriatric patients should also routinely incorporate a 
structured medication reconciliation process, 
detection of potentially antidotal substances 
implicated in their treatment regimen assessment 
through homoeopathic remedy administration 
(avoidance of camphor, coffee, and strong 
aromatics), and collaboration with prescribing 
clinicians when dose reductions or drug replacement 
with those that may interfere is clinically justified 
(Masnoon et al., 2017). This is one area where 
integrated medicine approaches, the co-mingling of 
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homoeopathic and conventional medical expertise 
around treatment options may offer the greatest 
benefit. 
 
6.3 Miasmatic Analysis in the Second 
Prescription 
Most miasmatic analysis identifying the dominant 
miasmatic layer preventing cure is a homoeopathic 
contribution to the second prescription decision-
making process. Throughout acute and sub-acute 
phases of disease, the sycotic miasm (defined by 
excess, inflammation, and proliferation) usually rules 
geriatric RA; as joint destruction compounds with 
the chronicity of the disease the syphilitic miasm 
(marked by destruction, deformity, and nocurnal 
aggravation) more distally governs (Allen, 1910; 
Foubister, 1989). 
The specific clinical identification of the prevailing 
miasm upon which nosodes are selected for 
intercurrent prescription active sycoisis and 
predominance: Medorrhinum; a mixed picture with 
recurrent inflammatory foci and tubercular family 
history: Tuberculinum; pronounced destructive 
pathology, symptom aggravation at night-time, 
interpersonal relationship difficulties: Syphilinum. In 
older patients, miasmatic complexity is often 
magnified – the result of decades of lived experience, 
accumulated pathology and potential iatrogenic 
suppression and necessitates clinical experience to 
accurately interpret (Sankaran, 1994). 
 
6.4 Integration with Conventional 
Rheumatological Care 
The second prescription in the diad of homoeopathic 
RA management relies on a classical law, but is not 
outside (not independent) from conventional care. 
Collaboration is the best practice, with the 
homoeopathic physician and rheumatologist 
exchanging relevant clinical data regarding 
monitoring frequency and parameters, as well as 
clearly communicating on disease status and 
treatment response. The ACR/EULAR treat-to-target 
(T2T) framework requiring an objective shared 
language by designating remission or low disease 
activity as defined by validated composite indices to 
be the goal of therapy can provide a common 
modality with which homoeopathic and conventional 
practitioners can communicate at a platform level 
(Smolen et al., 2010). 
In cases where conventional DMARDs or biologics 
are concurrently prescribed, the second prescription 
review should address the issue of confounding 

attribution of clinical response: there is potential for 
improvement to represent cumulative effects from 
homoeopathic and conventional treatment, thus 
targeting interpretation of Hering's Law directional 
indicators. In this context of integrated care, 
transparent documentation followed by regular 
measurement of outcomes and honest 
communication with patients concerning the multi-
modal nature of their care represents a foundational 
ethical obligation. 
 
6.5 Limitations and Research Gaps 
This review recognizes a number of significant 
limitations. The lack of good quality, geriatric-
specific RCTs addressing second prescription 
outcomes in the management of homoeopathic RA is 
identified as a major gap. Most evidence comes from 
case series, observational studies, and classical 
textual sources levels of evidence that do not allow 
causal inference (albeit valuable). When interpreting 
existing evidence, it must be taken into account that 
there could be publication bias in the homoeopathic 
literature: meaning, that positive outcomes are more 
likely to have been published than neutral or negative 
results. 
Some of the methodological problems specific to 
second prescription include: the individualisation of 
practice (thereby rendering standardised intervention 
impossible under classical trial designs), the long 
retention times necessary for chronic disease 
research, and difficulties blinding practitioners to 
remedy identity in fixated prescribing studies. 
Adaptive trial designs, case series with standardised 
outcome measurement and pragmatic comparative 
effectiveness research may provide better 
methodological frameworks to develop this evidence 
base (Weatherley-Jones et al., 2004). 
 
Conclusions and Future Directions 
The second prescription in the homoeopathic 
management of rheumatoid arthritis in the geriatric 
population is a clinically demanding blend of 
classical homoeopathic doctrine, gerontological 
medicine and rheumatological practice. This 
comprehensive review has elucidated the theoretical 
underpinnings of second prescription decision-
making including repetition, complementary 
remedies, intercurrent nosodes, antidoting and 
watchful waiting and presented these strategies 
within the specific physiological, pharmacological 
and clinical landscape of elderly RA patients. 
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The effectiveness of personalized treatment through 
homoeopathy in patients with RA is confirmed by 
results from observational trials, pilot randomized 
controlled trials, and structured case series. Specific 
aspects of geriatric patients such as decreased 
vitality, polypharmacy, multimorbidity, and 
underreporting of symptoms require the use of 
special treatment approaches, such as the use of LM 
potencies, prolonged observation, medication 
reconciliation, and integrated geriatric assessment. 
The two clinical tables presented in this article serve 
as a guide to remedy selection and second 
prescriptions when dealing with elderly patients with 
rheumatoid arthritis. The authors clearly emphasize 
that these tables should not replace the very personal 
and unique process of homoeopathic treatment but 
can help in making decisions in certain situations. 
Some directions for future investigations may be 
prospective cohort studies with second prescriptions 
protocol and valid rheumatoid arthritis 
measurements, geriatric group analysis in 
homoeopathy RCT design, and mixed-method 
research regarding the patient's experience of 
homoeopathic treatment. 
As the global geriatric population continues its 
unprecedented growth, and as the limitations of 
conventional RA pharmacotherapy in elderly 
patients become increasingly apparent, the 
principled, evidence-informed integration of 
homoeopathic second prescription strategies into 
comprehensive geriatric rheumatological care 
represents both a clinical imperative and a rich 
opportunity for collaborative interdisciplinary 
research. 
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