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Abstract (250 words or less) 

Objective 

Despite availability of efficacious treatments, unmet needs still exist, preventing optimal and 

comprehensive management of rheumatoid arthritis (RA). Evolving the management of RA (eRA) is 

a European-wide educational initiative aiming to support improved patient care through practical and 

educational tools addressing specific unmet needs. 

Methods 

A multidisciplinary Steering Committee (17 members, 12 countries) identified unmet needs within the 

management of RA and prioritised those with the greatest impact on patient outcomes. Practical 

educational tools addressing priority needs were then developed for dissemination and 

implementation by the rheumatology community across Europe. 

Results 

Five areas of priority need were identified: increasing early recognition of RA and treatment 

initiation; treating RA to target; optimal, holistic approach to selection of treatment strategy, including 

shared decision-making; improving identification and management of comorbidities; and non-

pharmacological patient management. A suite of 14 eRA tools included educational slides, best-

practice guidance, self-assessment questionnaires, clinical checklists, a multidisciplinary team training 

exercise, an interactive patient infographic, and case scenarios. By April 2020, rheumatology 

professionals in 17 countries had been actively engaged in the eRA programme; in 11 countries, eRA 

tools were selected by national leaders in rheumatology and translated for local dissemination. A web 

platform, with country-specific pages, was developed to support access to the translated tools 

(www.evolvingthemanagementofRA.com). 
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Conclusions 

The eRA programme supports comprehensive management of RA across Europe through 

development and dissemination of practical educational tools. The eRA tools address priority needs 

and are available free of charge to the rheumatology community.  

 

Key words (from MeSH list) 

Rheumatoid arthritis, medical education, delivery of health care, rheumatology, patient care team 

 

  



5 
 

Introduction 

Rheumatoid arthritis (RA) is a chronic inflammatory condition that requires comprehensive 

management. The care of RA patients is primarily managed by rheumatologists (1). In addition, 

several healthcare organisations recommend that RA patients have access to a multidisciplinary team 

(MDT) of healthcare professionals, which also includes specialist nurses, physiotherapists and 

occupational therapists, among others (2-4). Over the past 30 years, therapeutic developments have 

led to the availability of efficacious disease-modifying anti-rheumatic drugs (DMARDs) (2, 5). 

Nonetheless, only around 46–59% of patients with RA achieve DAS28 remission (i.e., DAS28≤2.6), 

and only 20–22% achieve American College of Rheumatology (ACR)/European League Against 

Rheumatism (EULAR) Boolean-based remission (6-11). Even among those who become free from 

inflammatory joint symptoms, many experience other symptoms, such as pain, fatigue, impaired 

functioning and emotional difficulties (12, 13). Unmet needs also remain within the wider clinical 

care realm, for instance with regards to comorbidity management and patient-centred care (14). 

Moreover, between countries within and beyond Europe, there is variability in rheumatological care, 

resources and the organisational structure (15, 16). This variability can also impact the degree to 

which patient-centred approaches to care are utilised (17). 

EULAR has published several evidence-based recommendations for RA management, including 

optimal use of DMARDs (1), management of early inflammatory arthritis (18), cardiovascular disease 

risk management (19), the importance of promoting physical activity (20), and pain management (21). 

The wide-ranging EULAR recommendations inspired us to consider how unmet needs within the 

comprehensive management of patients with RA might be addressed in clinical practice across 

Europe.  

Thus, we initiated the ‘Evolving the management of RA’ (eRA) programme. The eRA programme is 

an ongoing, industry-sponsored, European-wide health-education initiative with the vision to enhance 

scientific knowledge and improve patient care in RA, and thereby improve outcomes. The programme 

is independently led by a multidisciplinary Steering Committee (SC) comprising European experts in 
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rheumatology, and applies behavioural-change principles that have been validated for use in 

healthcare settings (22-24) to develop innovative, practical and educational tools designed to improve 

patient outcomes. Tools are made available free of charge and are developed for use by all health 

professionals routinely involved with the management of patients with RA (rheumatologists, 

specialist nurses, other MDT members), as well as trainees and patients. 

In this article, we present the eRA programme, with aims including: i. the identification of unmet 

needs within the comprehensive management of RA that have the greatest impact on patient 

outcomes, from the perspectives of experts and patients; ii. the development of practical and 

educational eRA tools designed to address the identified needs; and iii. the dissemination and 

implementation of the eRA programme across Europe, which includes tailoring the content to ensure 

local relevance for individual countries.  
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Methods 

The eRA SC (chaired by Gerd R. Burmester) was formed in early 2017 and comprises 17 members 

from 12 European countries (Austria, Belgium, Denmark, France, Germany, Italy, Hungary, the 

Netherlands, Portugal, Spain, Switzerland and the UK). In analogy to the 2014 Update of the EULAR 

standardised operating procedures (25), the eRA SC consists of the Chair, a EULAR-certified 

methodologist (S. Ramiro), rheumatology clinical experts and health professionals as well as a patient 

representative. The eRA SC was selected based on their experience and different perspectives on the 

management of rheumatoid arthritis, from various countries and with different roles in the 

rheumatology MDT (purposive selection), and the SC was established prior to commencement of the 

programme. The eRA programme is supported by Sanofi Genzyme. Programme direction and content 

creation are driven by an independent Steering Committee, and Sanofi Genzyme did not have any 

influence on the content of the programme.  

Fig. 1 summarises the eRA programme methodology and progress up to October 2019.  

 

Aim i: Identification of priority unmet needs 

As the first step, unmet needs within the management of RA were identified through a combination of 

1 hour 1:1 telephone interviews with the eRA SC, with insight notes made during and after the 

interviews, supplemented with targeted literature searches based on EULAR recommendations. 

EULAR recommendations and their accompanying systematic literature reviews (2010–present) were 

used to identify topics of interest and determine the evidence supporting them. Where 

recommendations covered wider arthritis populations, only evidence in RA was considered. For each 

topic, targeted PubMed literature searches were then performed using relevant terms in the title and 

abstract, alongside ‘rheumatoid arthritis’ in the title. Oxford 2011 levels of evidence were determined 

for each reference (Oxford Centre for Evidence-Based Medicine. https://www.cebm.net/wp-

content/uploads/2014/06/CEBM-Levels-of-Evidence-2.1.pdf). The eRA SC then prioritised the unmet 

needs to identify those with the greatest impact on outcomes, based on international recommendations 
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(1, 2, 18-21), the wider literature and their own experiences. Behavioural-change principles were then 

applied to determine how these priority unmet needs might be addressed, with the aim of going 

beyond provision of information, which alone is not sufficient to change behaviour (23, 26).  

Aim ii: Development of practical and educational eRA tools 

Educational requirements and clinical care gaps were identified for each area of unmet need, and 

educational tools were designed and developed to address these gaps by (i) enhancing knowledge in 

the areas of unmet need and (ii) offering practical solutions that support daily clinical practice and 

improve patient care in RA. The tools drew upon the expertise and best practice from the perspectives 

of the SC, and the guidance was developed in line with current standards and international 

recommendations (1, 2, 18-21).  

Aim iii: Dissemination plans of the eRA programme 

Cascade of the eRA programme into clinical practice across Europe is ongoing and includes regional 

meetings, national meetings, congress activities and a dedicated eRA web platform.  

National leaders in rheumatology were engaged in two multi-country workshops, led by the eRA SC. 

The workshops involved presentation of the eRA tools to national leaders by the eRA SC, with 

opportunities for national leaders to discuss the value and utility of each tool within individual country 

groups. Dissemination and implementation were further supported through local meetings with 

rheumatologists, hosted by the eRA SC and national leaders, using a ‘meeting-in-a-box’ approach 

with standardised meeting materials for consistency. The ‘meeting-in-a-box’ content included 

guidance for the organiser, templates for the invitation and agenda, and guidance on the eRA 

programme and tools. To ensure that the eRA tools met individual country needs, the national leaders 

in rheumatology worked alongside the eRA SC to select the relevant eRA tools; the selected tools 

were then translated, with an option to update content to reflect local guidelines and nuances in 

clinical practice if required. At the EULAR European Congress of Rheumatology in 2018 and 2019, 

the programme was evaluated within the international rheumatology community using an anonymised 
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exploratory survey to gain feedback on the perceived value of the practical and educational tools 

provided, and was presented as a scientific poster (27), with short seminars led by eRA SC members. 

An eRA web platform (www.evolvingthemanagementofRA.com), with country-specific pages, is 

further supporting dissemination of the eRA programme. The pages provide information about the 

eRA programme and enable download of all eRA tools that were selected as locally relevant by the 

national rheumatology experts. 
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Results 

Five eRA pillars of focus were defined, following identification of priority unmet needs within the 

comprehensive management of RA (Table I). To address the educational needs and clinical care gaps 

within these pillars, educational themes were defined (Table I), and a suite of 14 practical and 

educational eRA tools was designed and developed (Table II).  

eRA pillar 1: Increasing early recognition of RA and treatment initiation 

Unmet needs. EULAR recommendations for the management of early inflammatory arthritis 

highlight that patients presenting with any joint swelling associated with pain or stiffness should be 

referred to, and seen by, a rheumatologist within 6 weeks of symptom onset, and that patients at risk 

of persistent arthritis should be started on DMARDs ideally within 3 months (18). However, a study 

of 482 patients with newly presenting RA from eight European countries suggested that time from 

symptom onset to rheumatologist assessment was a median 24 weeks (range 16−38 weeks). Only a 

proportion of patients (median 20.5%, range 8–42%) were seen within the therapeutic window of 12 

weeks of symptom onset (28). There are considerable variations across countries, but delays can lie in 

the initial recognition of early inflammatory arthritis, referral from the general practitioner (GP), wait 

time from referral to the first rheumatologist visit, and time to initiation of appropriate treatment (28-

36). The evidence indicates that delays in treatment initiation can impact on outcomes (18, 37). A 

delay in referral to secondary-care specialists is one of the most important causes of late diagnosis and 

late start of effective treatment (18). Therefore, discussing issues around early recognition of RA 

within the community of rheumatologists and other healthcare professionals caring for patients with 

early arthritis may be beneficial for patient outcomes (18). 

Supporting eRA tools  

• Educational slides for this pillar highlight the status of patient referrals and treatment 

initiation across Europe, the positive effects that early intervention can have on long-term RA 

outcomes (38-41), and the importance of initiating DMARDs within a therapeutic window of 
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opportunity approximately 3 months from symptom onset (18, 42). The slides were designed 

to support rheumatologists and other members of the MDT, especially primary-care 

physicians, to highlight early recognition and treatment initiation of RA as an unmet need in 

local meetings with other healthcare professionals caring for patients with early arthritis. 

• Best-practice guidance provides examples of optimal approaches to early recognition and 

treatment of RA from across Europe, including an early arthritis recognition clinic in the 

Netherlands (34), a fast-track clinic and online consultations in Spain (Jaime Calvo Alén, 

eRA SC member, personal communication), and nurse-led clinics and a flare helpline in the 

UK (43; Peter Taylor, eRA SC member, personal communication).  

• A self-assessment questionnaire on the early recognition of RA allows rheumatologists to 

track their clinic performance against the EULAR recommendations (18); completion of the 

self-reflection questionnaire at regular intervals enables consideration of whether areas of care 

might need adjustment. 

eRA pillar 2: Treating RA to target 

Unmet needs. International recommendations advocate a treat-to-target approach for RA, with 

clinical remission as the primary target, use of validated composite measures of disease activity, and 

frequent monitoring of disease activity with adjustment of therapy as required to meet and maintain 

the treatment target (2). In daily clinical practice, the correct application of a treat-to-target strategy in 

patients with RA can lead to higher rates of remission (44). However, evidence shows that 

rheumatologist adherence to a treat-to-target protocol can be suboptimal and declines over time in 

clinical practice (45-47). Recommendations on use of a validated composite measure of disease 

activity and frequency of monitoring are not always adhered to (48, 49). Rheumatologists may often 
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accept low disease activity as a ‘good enough’ treatment goal, particularly in patients with a long 

disease duration (49).  

Supporting eRA tools  

• Educational slides for this pillar raise awareness of the decline in rheumatologist adherence 

to treat-to-target recommendations over time and identify barriers to applying a treat-to-target 

approach.  

• A self-assessment questionnaire on treating RA to target allows rheumatologists to quantify 

progress in their implementation of the international recommendations on treating RA to 

target (2); completion of the self-reflection questionnaire at regular intervals enables 

consideration of whether practical changes can be made to improve outcomes. 

eRA pillar 3: Optimal, holistic approach to selection of treatment strategy, including shared decision-

making 

Unmet needs. EULAR recommendations emphasise that treatment of RA should aim at best care and 

must be based on a shared decision between the patient and rheumatologist (1, 18). Evidence shows 

that there is a disconnect between patients and physicians in their assessment of disease status and 

prioritisation of treatment goals, with patients generally valuing control of pain and fatigue, improved 

functioning and psychosocial well-being over joint counts and inflammatory markers (50, 51). Lack 

of alignment between the patient and physician may negatively affect shared decision-making and 

optimal RA management (51). Shared decision-making (SDM) is a process by which physicians 

collaborate with patients to provide high-quality care based on best available evidence and eliciting 

patients’ values and preferences (52). Agreement of this principle was high among the EULAR task 

force (1), and other professional bodies including the ACR and Outcome Measures in Rheumatology 

(OMERACT) also recommend SDM (53, 54). Clinical experience of the eRA SC suggests that shared 

decision-making and patient engagement are not always applied, and that communication among the 

MDT can be poor. 
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Supporting eRA tools  

• Educational slides for this pillar explain the importance of shared decision-making between 

the patient and rheumatologist (1) and the MDT, how this is best achieved (1, 55), and 

potential benefits in terms of patient persistence with treatment, satisfaction and engagement 

(56).  

• A treatment considerations checklist supports tracking of clinical factors (e.g., 

comorbidities) and lifestyle factors (e.g., alcohol consumption, frequent travel, occupation) 

that can be reviewed when making treatment decisions, to ensure a patient-centric approach to 

care.  

• An MDT training exercise, facilitated by an experienced staff member (e.g., consultant 

rheumatologist), engages the team and encourages consideration of the patient perspective 

when crafting an appropriate management strategy for a fictional patient profile. Participants 

create the fictional patient profile by drawing one card from each of four sets (patient 

demographics, baseline disease features, additional disease factors, patient lifestyle 

considerations), and then devise an individualised treatment and management strategy for the 

patient.  

eRA pillar 4: Improving identification and management of comorbidities 

Unmet needs. RA is associated with a multitude of comorbidities, which may be related to age, 

systemic inflammatory effects of RA beyond the joint, smoking, lack of physical activity, and the 

effects of medications used in its treatment (57-61). Common comorbidities in RA include 

cardiovascular disease, pulmonary disorders, osteoporosis, infection and depression (58, 60, 62, 63). 

Evidence demonstrates that comorbid cardiovascular disease, certain pulmonary disorders and 

infection are associated with increased risk of mortality in patients with RA (64-66). Similarly, RA 

may have important implications on outcomes and prognoses in patients with comorbid malignancy 

(67). Presence of comorbidities can also impact on RA outcomes and patient functioning (68, 69). 
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Clinical experience of the eRA SC suggests that rheumatologists and GPs do not always communicate 

about a patient’s comorbidities. 

Supporting eRA tools  

• Educational slides for this pillar raise awareness of the association of RA with comorbidities, 

by overviewing the common RA-associated comorbidities and their effects on outcomes. The 

slides also summarise the EULAR recommendations for cardiovascular risk management and 

for treatment/prevention of glucocorticoid-induced osteoporosis (19, 70), and highlight 

lifestyle modifications that can help in managing risks of comorbidities (71).  

• A comorbidity checklist supports the identification and monitoring of common 

comorbidities in patients with RA.  

• A ‘Dear GP’ comorbidity letter template facilitates rheumatologists’ communication with a 

patient’s GP to request vigilance with regards to comorbidities and encourages a collaborative 

approach to care. 

eRA pillar 5: Non-pharmacological patient management 

Unmet needs. There is growing recognition that non-pharmacological interventions are helpful to 

complement pharmacological management of RA, as supported by EULAR recommendations on the 

importance of physical activity (20), pain management (21) and management of early inflammatory 

arthritis (18). Non-pharmacological interventions are recommended as part of the management plan in 

both established and early RA (1, 18), but few studies have specifically investigated non-

pharmacological therapy in early arthritis (72). While the few studies available support its use, 

recommendations in early RA to date largely extrapolate from the results of several RCTs in 

established RA (18, 72). A difficulty faced by the MDT is that a wide range of non-pharmacological 

interventions is available, but their use is not always supported by evidence. Guidance on the 

evidence-based selection of non-pharmacological interventions is lacking. Clinical experience of the 

eRA SC suggests a lack of clarity regarding selection of non-pharmacological interventions on an 

individual patient basis. 
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Supporting eRA tools  

• Educational slides for this pillar provide the evidence base to inform the use of different 

non-pharmacological interventions in clinical practice. EULAR recommendations highlight 

that use of non-pharmacological interventions (as with pharmacological interventions) should 

be based on a shared decision and tailored according to the individual patient’s needs and 

characteristics (1, 18, 20, 21). Strong evidence, in terms of benefits on outcomes (such as 

pain, patient functioning or self-efficacy), supports use of the following non-pharmacological 

interventions in appropriate patients: physical activity (73-75); certain occupational therapy 

interventions (73,76); patient education and self-management interventions (73, 77); and 

certain psychosocial interventions (73, 78, 79). Other interventions (e.g., hand exercises, 

nutrition and diet) require additional evidence before findings can translate into routine 

practice (80, 81).  

• An interactive patient infographic, in digital PDF format, enables patients to access best-

practice educational material for living with RA, via hyperlinks to online educational 

resources. 

eRA pillars 1–5: Case scenarios based on a hypothetical patient throughout their RA journey 

To support all eRA pillars, case scenarios were developed that follow a single hypothetical patient 

throughout their RA journey. Cases were designed for use with trainee healthcare professionals and 

GPs to support education on the comprehensive management of RA. Four scenarios follow the same 

patient from pre-diagnosis RA, through early RA and established RA, to long-term RA. Educational 

needs and clinical care gaps are highlighted, with alignment to the eRA tools that could support an 

optimal approach to the comprehensive management of RA. 

Dissemination of the eRA programme 

To date, rheumatology professionals from 17 countries (Argentina, Austria, Belgium, Croatia, 

Denmark, France, Germany, Hungary, Ireland, Israel, Italy, the Netherlands, Portugal, Slovenia, 
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Spain, Switzerland and the UK) have been actively engaged in the eRA programme by participating 

in regional and local meetings to discuss the programme. A total of 54 national leaders in 

rheumatology from 14 European countries attended two multi-country workshops.  

As of April 2020, 11 countries (Argentina, Belgium, Croatia, Denmark, Germany, Italy, the 

Netherlands, Slovenia, Spain, Switzerland and the UK) had initiated activities to disseminate the eRA 

programme. This included meetings to discuss local approaches to disseminating the eRA 

programme, for instance, which of the eRA pillars best fit local needs and interests. To date, these 

meetings have involved a total of 94 rheumatologists and rheumatology nurses. Seven countries 

completed selection of relevant eRA tools (Table III). Four countries (Argentina, Croatia, Spain and 

Switzerland) held activities to promote the programme locally, including regional launch meetings 

and symposia at national congresses, reaching approximately 370 healthcare professionals. eRA 

dissemination activity planning is under way in the other participating countries.  

At EULAR 2018 and 2019, more than 160 USB sticks containing eRA tools were distributed to 

interested delegates. At EULAR 2019, three ‘Meet-the-expert’ sessions were delivered, featuring a 

short presentation from a member of the eRA SC and a demonstration of the eRA MDT exercise, with 

up to 20 delegates attending each session. An exploratory survey on the eRA programme and tools 

was conducted among a small number of interested congress delegates in 2019; all of the 44 

respondents to this survey believed that there are still unmet needs in the management of patients with 

RA (Fig. 2 reports survey responses for specific unmet needs), and 98% of respondents believed that 

providing practical tools could help to address some of the unmet needs.  

By April 2020, local pages of the eRA web platform had been launched in three countries: Germany, 

Spain and the UK (Table IV). Additional local pages are under development in participating 

countries.  
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Discussion  

The eRA programme’s suite of 14 practical and educational tools has been developed in response to 

identified priority unmet needs within the comprehensive management of RA, grouped into five 

pillars. These tools include educational slides, best-practice recommendations, self-assessment 

questionnaires, clinical checklists, an MDT training exercise, an interactive patient infographic and 

patient case scenarios.  

The priority unmet needs identified in the eRA programme are reflective of the management topics 

covered in EULAR recommendations for RA (1, 18-21) and the unmet needs (beyond development of 

novel therapeutics) reported in the wider literature (2, 12, 14, 82, 83).  

The eRA programme is innovative in its vision to evolve the comprehensive management of RA 

through the development of practical and educational tools. Few practical and educational tools exist 

for use in clinical practice by rheumatologists and MDT members, with existing initiatives focusing 

on provision of education (e.g., training courses) alone (84, 85). In the eRA programme, tools are 

available free of charge across the five eRA pillars of focus; within each pillar, the tools are intended 

to be used alongside each other, to address the educational needs and clinical care gaps.  

Dissemination of eRA is ongoing, and the programme is reaching clinical practice in countries across 

Europe. Various combinations of tools were selected by national leaders during cascade activities, 

with tools being selected according to the educational and contextual needs of each national 

healthcare system. Another feature of the programme is the freely accessible, simple-to-use format of 

the eRA tools; MDT members involved with the management of patients with RA have time pressures 

in clinical practice, and it is hoped that this accessible format will support provision of high standards 

of patient care. An eRA web platform with specific country pages, three of which are finalised at the 

time of writing, is enabling widespread download of the localised eRA tools (Table IV).  

The eRA programme is an enduring initiative that will adapt over time to improve the comprehensive 

management of RA as the needs evolve. The programme has reached the stage where quantifiable 
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behavioural-change outcome metrics can be collected, through surveys on the web platform. Metrics 

are being collected on the number of times the web platform is accessed and the eRA tools that are 

downloaded. Users are requested to share their perception of the eRA programme by completing two 

anonymised surveys: one when they first access the site and a second when they return at a later date. 

Future plans for eRA include the development of tools to support implementation of best-practice 

interventions in RA patient care, including management of comorbidities, and provision of practical 

guidance for clinicians to advance standards of care in their clinic. There are plans to extend the 

programme’s reach to additional countries. 

As the programme continues to evolve, the impact on clinical practice will be assessed by means of 

the web platform surveys, and the findings will be used to adapt the content to ongoing need. 

Although the results of the user survey conducted at EULAR 2019 are presented in Fig. 2, possible 

selection bias among the survey participants must be acknowledged as a potential limitation of the 

feedback to date. 

Through its ongoing dissemination activities, and future progression, the eRA programme aims to 

provide impactful practical and educational tools to as many health professionals and healthcare 

providers as possible, thereby evolving the comprehensive management of patients with RA, with the 

intent to ultimately improve outcomes. 

 



19 
 

Acknowledgements 

Jennifer Badger, Cath Carsberg, and Katharina Schleicher from Lucid Group provided medical 

writing assistance in the preparation of this manuscript; Sanofi Genzyme provided funding for this 

assistance. The eRA programme is funded by Sanofi Genzyme and SC members are paid honoraria 

for their contribution towards the programme, excluding this publication. Programme direction and 

content are entirely driven by the SC, with execution supported by an independent medical education 

agency, Lucid Group Communications.  

José María Álvaro-Gracia has received consultancy and/or speaker fees from AbbVie, Bristol-

Myers Squibb, Eli Lilly, MSD, Novartis, Pfizer Inc, Roche, Sanofi and UCB. 

Gerd R. Burmester has received research grants from Pfizer and UCB, and consultation fees from 

AbbVie, Gilead, Janssen, MSD, Novartis, Lilly, Pfizer, Roche and Sanofi. 

Neil Betteridge has received consultancy fees from Amgen, Eli Lilly, Eular, Global Alliance for 

Patient Access, Grunenthal, GSK,  Heart Valve Voice and Sanofi. 

Jaime Calvo Alén has received an unrestricted research grant from UCB, speaker fees from BMS, 

GSK, Lilly and Roche, and has participated in advisory boards of AbbVie, Celgene, Janssen and 

Sanofi Genzyme. 

Bernard Combe has received research grants from Novartis, Pfizer and Roche-Chugai, and honoraria 

from AbbVie, Gilead, Janssen, Nordic, Novartis, Lilly, Pfizer, Roche-Chugai, Sanofi and UCB. 

Patrick Durez has received speaker fees from Bristol-Myers Squibb, Eli Lilly, Sanofi and Celltrion. 

Bruno Fautrel has received research grants from AbbVie, Lilly, MSD and Pfizer; and consultancy 

fees from AbbVie, Amgen, Biogen, BMS, Celgene, Janssen, Lilly, Medac, Mylan, MSD, NORDIC 

Pharma, Novartis, Pfizer, Roche, Sanofi-Aventis, SOBI and UCB. 

Ricardo J. O. Ferreira has received an unrestricted research grant from AbbVie, speaker fees from 

MSD, Sanofi Genzyme and UCB, and consultation fees from Amgen, Roche and Sanofi Genzyme.  



20 
 

Cem Gabay has received research grants from AB2 Bio Ltd, Roche and Sanofi, and consultancy fees 

from AB2 Bio Ltd, AbbVie, BMS, Celgene, Janssen, Lilly, MSD, Novartis, Pfizer, Roche and UCB. 

Annamaria Iagnocco has received research grants from AbbVie, MSD and Alfasigma; and 

consultation fees from AbbVie, Abiogen, Alfasigma, Biogen, BMS, Celgene, Eli Lilly, Janssen, 

MSD, Novartis, Sanofi and Sanofi Genzyme.  

Carlomaurizio Montecucco has received consultancy fees from Sanofi Genzyme. 

Mikkel Østergaard has received research support from AbbVie, BMS, Celgene, Merck and Novartis; 

and consultancy fees and/or speaker fees from AbbVie, BMS, Boehringer-Ingelheim, Celgene, Eli 

Lilly, Hospira, Janssen, Merck, Novartis, Novo, Orion, Pfizer, Regeneron, Roche, Sandoz, Sanofi and 

UCB. 

Sofia Ramiro has received research grants and/or consultancy fees from AbbVie, Eli Lilly, MSD, 

Novartis and Sanofi Genzyme. 

Andrea Rubbert-Roth has received honoraria for lectures and consultancy fees from AbbVie, 

Amgen, BMS, Gilead, Lilly, MSD, Novartis, Roche, Sanofi and UCB. 

Tanja Stamm has received speaker fees from AbbVie, Roche and Sanofi.  

Zoltan Szekanecz has received speaker fees, consultancy fees and/or research grant support from 

AbbVie, Lilly, Novartis, Pfizer, Roche, Sanofi and UCB. 

Peter C. Taylor has received research grants from Celgene, Galapagos, Janssen and Lilly, and 

consultation fees from AbbVie, Biogen, Fresenius, Galapagos, Gilead, GlaxoSmithKline, Janssen, 

Novartis, Lilly, Pfizer, Roche, Sanofi, Nordic Pharma and UCB. 

Mart van de Laar has received consultancy fees, speaker fees and/or research support from AbbVie, 

Eli Lilly, Pfizer, Merck, Janssen Cilag and Sanofi Genzyme. 

  



21 
 

References 

1. SMOLEN JS, LANDEWÉ RBM, BIJLSMA JWJ et al.: EULAR recommendations for the 
management of rheumatoid arthritis with synthetic and biological disease-modifying antirheumatic 
drugs: 2019 update. Ann Rheum Dis 2020; pii: annrheumdis-2019-216655. [Epub ahead of print]. 

2. SMOLEN JS, BREEDVELD FC, BURMESTER GR et al.: Treating rheumatoid arthritis to target: 
2014 update of the recommendations of an international task force. Ann Rheum Dis 2016; 75: 3-15. 

3. NATIONAL INSTITUTE FOR HEALTH AND CARE EXCELLENCE: Rheumatoid arthritis in 
adults: management. NICE guideline NG100. Published 11 July 2018. Available at: 
https://www.nice.org.uk/guidance/ng100 (accessed June 2020). 

4. SCOTTISH INTERCOLLEGIATE GUIDELINES NETWORK. Management of early rheumatoid 
arthritis: A national clinical guideline. 2011. Available at: https://www.sign.ac.uk/assets/sign123.pdf 
(accessed June 2020). 

5. SMOLEN JS, LANDEWE R, BIJLSMA J et al.: EULAR recommendations for the management of 
rheumatoid arthritis with synthetic and biological disease-modifying antirheumatic drugs: 2016 
update. Ann Rheum Dis 2017; 76: 960-77. 

6. FELSON DT, SMOLEN JS, WELLS G et al.: American College of Rheumatology/European 
League against Rheumatism provisional definition of remission in rheumatoid arthritis for clinical 
trials. Ann Rheum Dis 2011; 70: 404-13. 

7. SCHIPPER LG, VERMEER M, KUPER HH et al.: A tight control treatment strategy aiming for 
remission in early rheumatoid arthritis is more effective than usual care treatment in daily clinical 
practice: a study of two cohorts in the Dutch Rheumatoid Arthritis Monitoring registry. Ann Rheum 
Dis 2012; 71: 845-50. 

8. AGA AB, LIE E, UHLIG T et al.: Time trends in disease activity, response and remission rates in 
rheumatoid arthritis during the past decade: results from the NOR-DMARD study 2000-2010. Ann 
Rheum Dis 2015; 74: 381-8. 

9. EMERY P, SOLEM C, MAJER I et al.: A European chart review study on early rheumatoid 
arthritis treatment patterns, clinical outcomes, and healthcare utilization. Rheumatol Int 2015; 35: 
1837-49. 

10. HAUGEBERG G, HANSEN IJ, SOLDAL DM et al.: Ten years of change in clinical disease 
status and treatment in rheumatoid arthritis: results based on standardized monitoring of patients in an 
ordinary outpatient clinic in southern Norway. Arthritis Res Ther 2015; 17: 219. 

11. XIE W, LI J, ZHANG X et al.: Trends in the activity of rheumatoid arthritis as the consequence of 
treat-to-target strategy: eight-year data from 2009 to 2016. Clin Exp Rheumatol 2018; 36: 820-8. 

12. TAYLOR PC, MOORE A, VASILESCU R, ALVIR J, TARALLO M: A structured literature 
review of the burden of illness and unmet needs in patients with rheumatoid arthritis: a current 
perspective. Rheumatol Int 2016; 36: 685-95. 

13. FERREIRA RJO, DOUGADOS M, KIRWAN JR et al.: Drivers of patient global assessment in 
patients with rheumatoid arthritis who are close to remission: an analysis of 1588 patients. 
Rheumatology (Oxford) 2017; 56: 1573-8. 



22 
 

14. WINTHROP KL, WEINBLATT ME, CROW MK et al.: Unmet need in rheumatology: reports 
from the Targeted Therapies meeting 2018. Ann Rheum Dis 2019; 78: 872-8. 

15. O’HARA J, ROSE A, JACOB I, BURKE T, WALSH S: Burden of rheumatoid arthritis across 
Europe: socioeconomic study (BRASS). 2017. Available at: 
https://www.nras.org.uk/data/files/Publications/Surveys%20Reports/UoC_HCD_BRASS%20Summar
y%20Report%20FINAL.pdf (accessed June 2020). 

16. AL MAINI M, ADELOWO F, AL SALEH J et al.: The global challenges and opportunities in the 
practice of rheumatology: white paper by the World Forum on Rheumatic and Musculoskeletal 
Diseases. Clin Rheumatol 2015; 34: 819-29. 

17. PAPARELLA G. Person-centred care in Europe: a cross-country comparison of health system 
performance, strategies and structures. Picker Institute. 2016. Available at: http://www.picker.org/wp-
content/uploads/2016/02/12-02-16-Policy-briefing-on-patient-centred-care-in-Europe.pdf (accessed 
June 2020). 

18. COMBE B, LANDEWE R, DAIEN C et al.: 2016 update of the EULAR recommendations for the 
management of early arthritis. Ann Rheum Dis 2017; 76: 948-59. 

19. AGCA R, HESLINGA SC, ROLLESFSTAD S et al.: EULAR recommendations for 
cardiovascular disease risk management in patients with rheumatoid arthritis and other forms of 
inflammatory joint disorders: 2015/2016 update. Ann Rheum Dis 2017; 76: 17-28. 

20. RAUSCH OSTHOFF AK, NIEDERMANN K, BRAUN J et al.: 2018 EULAR recommendations 
for physical activity in people with inflammatory arthritis and osteoarthritis. Ann Rheum Dis 2018; 77: 
1251-60. 

21. GEENEN R, OVERMAN CL, CHRISTENSEN R et al.: EULAR recommendations for the health 
professional’s approach to pain management in inflammatory arthritis and osteoarthritis. Ann Rheum 
Dis 2018; 77: 797-807. 

22. ATKINS L, FRANCIS J, ISLAM R et al.: A guide to using the Theoretical Domains Framework 
of behaviour change to investigate implementation problems. Implement Sci 2017; 12: 77. 

23. JACKSON C, ELIASSON L, BARBER N, WEINMAN J: Applying COM-B to medication 
adherence. A suggested framework for research and interventions. The European Health Psychologist 
2014; 16: 7-17. 

24. MICHIE S, JOHNSTON M, ABRAHAM C et al.: Making psychological theory useful for 
implementing evidence based practice: a consensus approach. Qual Saf Health Care 2005; 14: 26-33. 

25. VAN DER HEIJDE D, ALETAHA D, CARMONA L et al.: 2014 Update of the EULAR 
standardised operating procedures for EULAR-endorsed recommendations. Ann Rheum Dis 2015; 74: 
8-13. 

26. ROBERTSON R, JOCHELSON K. Interventions that change clinician behaviour: mapping the 
literature. Kings Fund. 2006. Available at: 
https://www.kingsfund.org.uk/publications/articles/interventions-change-clinician-behaviour-
mapping-literature (accessed June 2020). 

27. BURMESTER G, VAN DE LAAR M, ALVARO-GRACIA J-M et al.: Evolving the management 
of rheumatoid arthritis through development of practical and educational tools. Ann Rheum Dis 2019; 
78: 1446. 



23 
 

28. RAZA K, STACK R, KUMAR K et al.: Delays in assessment of patients with rheumatoid 
arthritis: Variations across Europe. Ann Rheum Dis 2011; 70: 1822-5. 

29. LEDINGHAM JM, SNOWDEN N, RIVETT A et al.: Achievement of NICE quality standards for 
patients with new presentation of inflammatory arthritis: observations from the National Clinical 
Audit for Rheumatoid and Early Inflammatory Arthritis. Rheumatology (Oxford) 2017; 56: 223-30. 

30. COROMINAS H, NARVÁES J, DÍAZ-TORNÉ C et al.: Diagnostic and therapeutic delay of 
rheumatoid arthritis and its relationship with health care devices in Catalonia. The AUDIT study. 
Reumatol Clin 2016; 12: 146-50. 

31. KWIATKOWSKA B, RACIBORKSI F, KŁAK A, MAŚLIŃSKA M, GRYGLEWICZ J: Early 
diagnosis of rheumatic diseases: an evaluation of the present situation and proposed changes. 
Reumatologia 2016; 53: 3-8. 

32. MEYFROIDT S, STEVENS J, LEPELEIRE J et al.: A general practice perspective on early 
rheumatoid arthritis management: a qualitative study from Flanders. Eur J Gen Pract 2015; 21: 231-7. 

33. DE COCK, MEYFROIDT S, JOLY J et al.: A detailed analysis of treatment delay from the onset 
of symptoms in early rheumatoid arthritis patients. Scand J Rheumatol 2014; 43: 1-8. 

34. VAN NIES JAB, BROUWER E, VAN GAALEN FA et al.: Improved early identification of 
arthritis: evaluating the efficacy of Early Arthritis Recognition Clinics. Ann Rheum Dis 2013; 72: 
1295-1301. 

35. FAUTREL F, BENHAMOU M, FOLTZ V et al.: Early referral to the rheumatologist for early 
arthritis patients: evidence for suboptimal care. Results from the ESPOIR cohort. Rheumatology 2010; 
49: 147-55. 

36. WESTHOFF G, EDELMANN E, KEKOW J, ZINK A: [Diagnostic spectrum, treatment 
indication and symptom duration in initial referrals to the rheumatologist]. Z Rheumatol 2010; 69: 
910-8. 

37. DAIEN CI, HUA C, COMBE B, LANDEWE R: Non-pharmacological and pharmacological 
interventions in patients with early arthritis: a systematic literature review informing the 2016 update 
of EULAR recommendations for the management of early arthritis. RMD Open 2017; 3: e000404. 

38. VAN NIES JAB, KRABBEN A, SCHOONES JW et al.: What is the evidence for the presence of 
a therapeutic window of opportunity in rheumatoid arthritis? A systematic literature review. Ann 
Rheum Dis 2014; 73: 861-70. 

39. FELDMAN DE, BARNATSKY S, HOUDE M, BEAUCHAMP ME, ABRAHAMOWICZ M: 
Early consultation with a rheumatologist for RA: does it reduce subsequent use of orthopaedic 
surgery? Rheumatology 2013; 52: 452-9. 

40. VAN DER LINDEN MPM, LE CESSIE S, RAZA K et al.: Long-term impact of delay in 
assessment of patients with early arthritis. Arthritis Rheum 2010; 62: 3537-46.  

41. LARD LR, VISSER H, SPEYER I et al.: Early versus delayed treatment in patients with recent-
onset rheumatoid arthritis: comparison of two cohorts who received different treatment strategies. Am 
J Med 2001; 111: 446-51. 

42. VAN NIES JAB, TSONAKA R, GAUJOUX-VIALA C, FAUTREL B, VAN DER HELM-VAN 
MIL AHM: Evaluating relationships between symptom duration and persistence of rheumatoid 



24 
 

arthritis: does a window of opportunity exist? Results on the Leiden Early Arthritis Clinic and 
ESPOIR cohorts. Ann Rheum Dis 2015; 74: 806-12. 

43. EL MIEDANY Y, PALMER D, EL GAAFARY M: Diagnosis of early arthritis: outcomes of a 
nurse-led clinic. Br J Nurs 2006; 15: 394-9. 

44. RAMIRO S, LANDEWÉ RBM, VAN DER HEIJDE D et al.: Is treat-to-target really working in 
rheumatoid arthritis? A longitudinal analysis of a cohort of patients treated in daily practice (RA 
BIODAM). Ann Rheum Dis 2020; 79: 453-9. 

45. AKDEMIR G, MARKUSSE IM, GOEKOOP-RUITERMAN YPM et al.: Rheumatologists’ 
adherence to a disease activity score steered treatment protocol in early arthritis is less if the target is 
remission. Clin Rheumatol 2017; 36: 317-26. 

46. MARKUSSE IM, DIRVEN L, HAN KH et al.: Evaluating adherence to a treat-to-target protocol 
in recent-onset rheumatoid arthritis: reasons for compliance and hesitation. Arthritis Care Res 
(Hoboken) 2016; 68: 446-53. 

47. VERMEER M, KUPER HH, BERNELOT MOENS HJ et al.: Adherence to a treat-to-target 
strategy in early rheumatoid arthritis: results of the DREAM remission induction cohort. Arthritis Res 
Ther 2012; 14: R254. 

48. HARAOUI B, SMOLEN JS, ALETAHA D et al.: Treating rheumatoid arthritis to target: 
multinational recommendations assessment questionnaire. Ann Rheum Dis 2011; 70: 1999-2002. 

49. CAPORALI R, CONTI F, COVELLI M et al.: Treating rheumatoid arthritis to target: an Italian 
rheumatologists’ survey on the acceptance of the treat-to-target recommendations. Clin Exp 
Rheumatol 2014; 32: 471-6. 

50. SANDERSON T, MORRIS M, CALNAN M, RICHARDS P, HEWLETT S: Patient perspectives 
of measuring treatment efficacy: the Rheumatoid Arthritis Patient Priorities for Pharmacological 
Interventions (RAPP-PI) outcomes. Arthritis Res Care 2010; 62: 647-56. 

51. DESTHIEUX C, HERMET A, GRANGER B, et al.: Patient-physician discordance in global 
assessment in rheumatoid arthritis: a systematic literature review with meta-analysis. Arthritis Care 
Res (Hoboken) 2016; 68: 1767-73. 

52. BARTON JL, DÉCARY S: New galaxies in the universe of shared decision-making and 
rheumatoid arthritis. Curr Opin Rheumatol 2020; 32: 273-8.  

53. SINGH JA, SAAG KG, BRIDGES JR SL et al.: 2015 American College of Rheumatology 
Guideline for the Treatment of Rheumatoid Arthritis. Arthritis Rheumatol 2016; 68: 1-26. 

54. Toupin-April K, Barton JL, Fraenkel L et al.: OMERACT Development of a Core Domain Set of 
Outcomes for Shared Decision-making Interventions. J Rheumatol 2019; 46: 1409-14. 

55. ELWYN G, FROSCH D, THOMSON R et al.: Shared decision-making: a model for clinical 
practice. J Gen Intern Med 2012; 27: 1361-7. 

56. LOFLAND JH, JOHNSON PT, INGHAM MP, WHITE JC, ELLIS L: Shared decision-making 
for biologic treatment of autoimmune disease: influence on adherence, persistence, satisfaction, and 
health care costs. Patient Prefer Adherence 2017; 947-58. 

57. SZEKANECZ Z, KEREKES G, VÉGH E et al.: Autoimmune atherosclerosis in 3D: how it 
develops, how to diagnose and what to do. Autoimmun Rev 2016; 15: 756-69. 



25 
 

58. DOUGADOS M, SOUBRIER M, ANTUNEZ A et al.: Prevalence of comorbidities in rheumatoid 
arthritis and evaluation of their monitoring: results of an international, cross-sectional study 
(COMORA). Ann Rheum Dis 2014; 73: 62-8. 

59. CIMMINO MA, SALVARINI C, MACCHIONI P et al.: Extra-articular manifestations in 587 
Italian patients with rheumatoid arthritis. Rheumatol Int 2000; 19: 213-7. 

60. BAILLET A, GOSSEC L, CARMONA L et al.: Points to consider for reporting, screening for and 
preventing selected comorbidities in chronic inflammatory rheumatic diseases in daily practice: a 
EULAR initiative. Ann Rheum Dis 2016; 75: 965-73. 

61. VAN ONNA M, BOONEN A: The challenging interplay between rheumatoid arthritis, ageing and 
comorbidities. BMC Musculoskeletal Disorders 2016; 17: 184. 

62. YUNT ZX, SOLOMON JJ. Lung disease in rheumatoid arthritis. Rheum Dis Clin North Am 2015; 
41: 225-36. 

63. HAUSER B, RICHES PL, WILSON JF, HORNE AE, RALSTON SH. Prevalence and clinical 
prediction of osteoporosis in a contemporary cohort of patients with rheumatoid arthritis 
Rheumatology 2014; 53: 1759-66. 

64. SATTAR N, MCCAREY DW, CAPELL H, MCINNES IB: Explaining how “high-grade” 
systematic inflammation accelerates vascular risk in rheumatoid arthritis. Circulation 2003; 108: 
2957-63. 

65. KODURI G, NORTON S, YOUNG A et al.: Interstitial lung disease has a poor prognosis in 
rheumatoid arthritis: results from an inception cohort. Rheumatology (Oxford) 2010; 49: 1483-9. 

66. VAN DEN HOEK J, BOSHUIZEN HC, ROORDA LD et al.: Mortality in patients with 
rheumatoid arthritis: a 15-year prospective cohort study. Rheumatol Int 2017; 37: 487-93. 

67. WILTON KM, MATTESON EL. Malignancy incidence, management, and prevention in patients 
with rheumatoid arthritis. Rheumatol Ther 2017; 4: 333-347. 

68. MATCHAM F, NORTON S, SCOTT DL, STEER S, HOTOPF M: Symptoms of depression and 
anxiety predict treatment response and long-term physical health outcomes in rheumatoid arthritis: 
secondary analysis of a randomized controlled trial. Rheumatology (Oxford) 2016; 55: 268-78. 

69. RANGANATH VK, MARANIAN P, ELASHOFF DA et al.: Comorbidities are associated with 
poorer outcomes in community patients with rheumatoid arthritis. Rheumatology (Oxford) 2013; 52: 
1809-17. 

70. DURU N, VAN DER GOES MC, JACOBS JWG et al.: EULAR evidence-based and consensus-
based recommendations on the management of medium to high-dose glucocorticoid therapy in 
rheumatic diseases. Ann Rheum Dis 2013; 72: 1905-13. 

71. GORDON MM, THOMSON EA, MADHOK R, CAPELL HA: Can intervention modify adverse 
lifestyle variables in a rheumatoid population? Results of a pilot study. Ann Rheum Dis 2002; 61: 66-
9. 

72. Vliet Vlieland TPM, Pattison D: Non-drug therapies in early rheumatoid arthritis. Best Pract Res 
Clin Rheumatol 2009; 23: 103-16. 

73. BAILLET A, VAILLANT M, GUINOT M, JUVIN R, GAUDIN P: Efficacy of resistance 
exercises in rheumatoid arthritis: meta-analysis of randomized controlled trials. Rheumatology 
(Oxford) 2012; 51: 519-27. 



26 
 

74. BAILLET A, ZEBOULON N, GOSSEC L et al.: Efficacy of cardiorespiratory aerobic exercise in 
rheumatoid arthritis: meta-analysis of randomized controlled trials. Arthritis Care Res 2010; 62: 984-
2. 

75. EKELMAN BA, HOOKER L, DAVIS A et al.: Occupational therapy interventions for adults with 
rheumatoid arthritis: an appraisal of the evidence. Occup Ther Health Care 2014; 28: 347-61. 

76. SIEGEL P, TENCZA M, APODACA B, POOLE JL. Effectiveness of occupational therapy 
interventions for adults with rheumatoid arthritis: a systematic review. Am J Occup Ther 2017; 71: 
7101180050p1-7101180050p11. 

77. IVERSEN MD, HAMMOND A, BETTERIDGE N: Self-management of rheumatic diseases: state 
of the art and future perspectives. Ann Rheum Dis 2010; 69: 955-63. 

78. PROTHERO L, BARLEY E, GALLOWAY J, GEORGOPOULOU S, STURT J: The evidence 
base for psychological interventions for rheumatoid arthritis: a systematic review of reviews. Int J 
Nurs Stud 2018; 82: 20-9. 

79. DISSANAYAKE RK, BERTOUCH JV: Psychosocial interventions as adjunct therapy for patients 
with rheumatoid arthritis: a systematic review. Int J Rheum Dis 2010; 13: 324-34. 

80. KHANNA S, JAISWAL KS, GUPTA B. Managing rheumatoid arthritis with dietary 
interventions. Front Nutr 2017; 4: 52. 

81. WILLIAMS MA, SRIKESAVAN C, HEINE PJ et al.: Exercise for rheumatoid arthritis of the 
hand. Cochrane Database Syst Rev 2018; 7: CD003832. 

82. SANTOS EJF, DUARTE C, MARQUES A et al.: Effectiveness of non-pharmacological and non-
surgical interventions for rheumatoid arthritis: an umbrella review. JBI Database System Rev 
Implement Rep 2019; 17: 1494-531. 

83. EUROPEAN LEAGUE AGAINST RHEUMATISM: RheumaMap. A research roadmap to 
transform the lives of people with rheumatic and musculoskeletal diseases. 2019. Available at: 
https://www.eular.org/public_affairs_rheumamap.cfm (accessed April 2020). 

84. GOSSEC L. SOUBRIER M, FOISSAC F et al.: Screening for and management of comorbidities 
after a nurse-led program: results of a 3-year longitudinal study in 769 established rheumatoid arthritis 
patients. RMD Open 2019; 5: e000914. 

85. MANDL P, CIECHOMSKA A, TERSLEV L et al.: Implementation and role of modern 
musculoskeletal imaging in rheumatological practice in member countries of EULAR. RMD Open 
2019; 5: e000950. 

 

 
 

  



27 
 

Fig. 1. eRA programme methodology and progress (January 2017 to October 2019) 

 

 

eRA, Evolving the management of RA; EULAR, European League Against Rheumatism; RA, rheumatoid arthritis; SC, 
Steering Committee   
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Fig. 2. Unmet needs in the management of RA: survey responses at EULAR 2019 (N=44)  

 

 

DMARD, disease-modifying anti-rheumatic drug; EULAR, European League Against Rheumatism; MDT, multidisciplinary 
team; RA, rheumatoid arthritis   
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Table I. eRA pillars: priority unmet needs in RA management and educational themes. 

Priority unmet needs in RA management Educational themes 

1: Increasing early recognition of RA and treatment initiation 

• Delays in identification of RA in primary care, referral to 

rheumatology centres and initiation of DMARDs 

• Variations across countries in early recognition and treatment of RA 

• Lack of understanding that early treatment initiation impacts on 

patient outcomes 

Early referral and initiation of DMARDs 

improves RA remission rates, slows 

disease progression and minimises joint 

damage 

2: Treating RA to target 

• Rheumatologist adherence to treat-to-target protocol  

declines over time 

Consistent application of a treat-to-target 

approach using a validated composite 

measure of disease activity ensures an 

optimal RA outcome for each patient 

3: Optimal, holistic approach to selection of treatment strategy, including shared decision-making 

• Disconnect between patient and physician in prioritisation of 

treatment goals  

• Lack of shared decision-making and patient engagement 

• Poor communication among MDT  

The treatment strategy for RA should aim 

at the best care for the individual and be 

based on a shared decision between the 

patient and MDT 

4: Improving identification and management of comorbidity 

• Suboptimal awareness of associated comorbidities in RA 

• Lack of understanding of impact of comorbidities on patient outcomes 

• Rheumatologist and GP do not communicate about a patient’s 

comorbidities 

Management of comorbid conditions in 

patients with RA helps to mitigate effects 

of these conditions on RA outcomes 

5: Non-pharmacological patient management 

• Lack of guidance to support evidence-based use of  

non-pharmacological interventions 

• Lack of clarity regarding selection of non-pharmacological 

interventions on an individual patient basis 

Evidence-based non-pharmacological 

management supports an optimal approach 

to patient care and should be tailored for 

each individual patient by engaging the 

entire MDT 
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DMARD, disease-modifying anti-rheumatic drug; eRA, Evolving the management of RA; EULAR, European League 

Against Rheumatism; GP, general practitioner; MDT, multidisciplinary team; RA, rheumatoid arthritis 
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Table II. eRA tools: objective and use. 

eRA tool (code) Objective Use 

1: Increasing early recognition of RA and treatment initiation 

Educational 

slides 

Slides that raise awareness of the importance 

of early recognition and treatment of RA 

For presentation by rheumatologists or MDT in 

local meetings  

PowerPoint presentation 

Best-practice 

guidance 

Best-practice examples of approaches to early 

recognition and treatment of RA from across 

Europe 

A reference piece for use during review of clinic 

performance  

Print format; A4 1pp 

Self-reflection 

questionnaire 

A self-audit of clinic performance vs EULAR 

recommendations for early inflammatory 

arthritis (18) 

Completion by rheumatologists at regular intervals 

to evaluate clinic performance  

(Print format; A5 4pp) 

2: Treating RA to target 

Educational 

slides  

Slides that raise awareness of declining 

rheumatologist adherence to treat-to-target 

recommendations, and the barriers 

For presentation by rheumatologists in local 

meetings 

PowerPoint presentation 

Self-reflection 

questionnaire  

A self-audit for clinic performance vs 

EULAR recommendations for treating RA to 

target (2) 

Completion by rheumatologists at regular intervals 

to evaluate clinic performance 

Print format; A5 4pp 

3: Optimal, holistic approach to selection of treatment strategy, including shared decision-making 

Educational 

slides 

Slides on the importance of shared decision-

making to patient outcomes, and how this is 

best achieved 

For use by rheumatologists and MDT to encourage 

shared decision-making 

PowerPoint presentation 

Treatment 

considerations 

checklist  

Checklist to support regular tracking of a 

patient’s clinical and lifestyle factors that may 

impact on treatment and management 

decisions 

Nurse or support staff to document clinical and 

lifestyle factors in checklist (to be filed alongside 

patient chart); for review by rheumatologists when 

making decisions 

Print format; A4 4pp 
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MDT training 

exercise 

 

MDT crafts an appropriate management 

strategy for a fictional patient profile, based 

on a patient demographic, baseline disease 

feature, additional disease factor and patient 

lifestyle consideration 

Training exercise for the MDT, led by an 

experienced rheumatologist with support from 

included facilitation guide 

Print format; A7 cards in coloured bags with 

A4 facilitation guide 

4: Improving identification and management of comorbidity 

Educational 

slides 

Slides that raise awareness of the association 

of RA with comorbidities, and the effects on 

outcomes 

For use by rheumatologists and MDT, and with 

GPs, to raise awareness of RA-associated 

comorbidities 

PowerPoint presentation 

Comorbidity 

checklist 

Checklist to support monitoring of common 

comorbidities in patients with RA 

For use in patient consultations to ensure all 

applicable comorbid conditions have been 

reviewed by designated personnel  

Print format; A4 2pp 

‘Dear GP’ 

comorbidity 

letter 

To request GP vigilance with regards to 

comorbidities and encourage a collaborative 

approach to care 

A template letter for use by rheumatologists when 

communicating with a patient’s GP 

Digital template; Word document 

5: Non-pharmacological patient management 

Educational 

slides  

Slides providing evidence base for the use of 

different non-pharmacological interventions 

in RA 

For use by rheumatologists and MDT, and with 

GPs, for evidence-based guidance 

PowerPoint presentation 

Interactive 

patient 

infographic  

An interactive infographic for patients with 

RA which features elements of daily life that 

might be important to them, with hyperlinks 

to online educational resources 

For use in patient consultations to support 

education and shared decision-making; also, for 

independent patient use in waiting rooms or away 

from clinic 

Digital interactive PDF format 
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All eRA pillars 

Case scenarios  A series of case scenarios that follow a single 

hypothetical patient with RA across different 

stages of disease, outlining where the eRA 

tools can be used 

For use with trainee health professionals and GPs 

to support education on the comprehensive 

management of RA 

PowerPoint presentation 

 

DMARD, disease-modifying anti-rheumatic drug; eRA, Evolving the management of RA; EULAR, European League 

Against Rheumatism; GP, general practitioner; MDT, multidisciplinary team; RA, rheumatoid arthritis 
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Table III. eRA tools selected for dissemination according to local needs. 

 

 

BE, Belgium; CH, Switzerland; DE, Germany; eRA, Evolving the management of RA; ES, Spain; GP, general practitioner; 

MDT, multidisciplinary team; the Netherlands; UK, United Kingdom  

eRA tool  Country 

 BE CH DE ES NL UK 

1: Increasing early recognition of RA and treatment initiation 

Educational slides    x x x x 

Best-practice guidance   x x x  

Self-reflection questionnaire    x x x  

2: Treating RA to target 

Educational slides    x x x  

Self-reflection questionnaire   x x x  

3: Optimal, holistic approach to selection of treatment strategy, including shared decision-making 

Educational slides    x x x  

Treatment considerations checklist   x x x  

MDT training exercise  x x x x x x 

4: Improving identification and management of comorbidity 

Educational slides   x x x x 

Comorbidity checklist   x x x  x 

‘Dear GP’ comorbidity letter    x x x  

5: Non-pharmacological patient management 

Educational slides       x 

Interactive patient infographic  x     x 

All eRA pillars 

Case scenarios   x x x  
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Table IV. Local eRA webpages and available tools. 

Country and web address Number of eRA 

tools available 

Additional regional materials available  

(developed by eRA National Faculty) 

Germany 

https://www.evolvingthemanagementofra.de/login 

12 1 

Spain 

https://www.evolvingthemanagementofra.com/es/login 

12 1 

UK 

https://www.evolvingthemanagementofra.com/uk/login 

5 9 

 

eRA, Evolving the management of RA 


