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MENUCONGRESS HIGHLIGHTS
Recent Data From ACR 2021

Patient Perspectives in RA

HAQ-DI, health assessment questionnaire-disability index; HRQOL, health-related quality of life; MCS, mental 
component summary; PCS, physical component survey; RA, rheumatoid arthritis; SF-36, 36-item short-form health 
survey; VAS, visual analog scale. 
1. Katz P, et al. ACR 2021. Abstract 0746; 2. Bykerk V, et al. ACR 2021. Abstract 1239; 3. Hassen N, et al. ACR 2021. 

“Patient-reported outcome (PRO) assessments should be incorporated into clinical practice 
as part of a comprehensive treatment strategy.”
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Incorporating a Comprehensive Treatment Approach for RA

RA, rheumatoid arthritis. 
1. Hsiao B, et al. ACR 2021. Abstract 0740; 2. O’Neill K, et al. ACR 2021. Abstract 1167; 3. Solomon DH, et al. ACR 2021. Abstract 0815. 

“A comprehensive treatment approach incorporating a treat-to-target (TTT) strategy, patient 
engagement, and a comprehensive care team are key to improving the lives of patients with RA.”

<50%

Based on real-world data

Top Reasons for Not Changing Treatments 
When Patient is Not at Target 3

of patients with RA are 
currently treated using 
a TTT strategy1
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• Pain reduction
• Limiting joint damage
• Maintaining independence in activities of daily living

Patient Treatment Goals2

Real-World Data for the Use of JAK Inhibitors in RA

JAK, Janus kinase; RA, rheumatoid arthritis. 
1. Risser L, et al. ACR 2021. Abstract 0841; 2. Taylor PC, et al. ACR 2021. Abstract 0824; 3. Witte T, et al. ACR 2021. Abstract 0833;  
4. Movahedi M, et al. ACR 2021. Abstract 1233. 

“JAK inhibitors represent an oral, fast-acting therapy option for patients with RA.”

Real-world data suggest that JAK inhibitors are:
•  well-tolerated and efficacious
•  potentially on par with bDMARDS in terms of 

improving patient quality of life3,4

>85%
of patients with RA 
receiving a JAK inhibitor 
were still on therapy  
after >2 years1

≥57% of patients 
prescribed a JAK 
inhibitor received it 
as a monotherapy 

≥57% >85%

• Strong overall efficacy
• Efficacy as a monotherapy
• Fast onset of action
• Ability to inhibit disease progression

JAK Inhibitors as a Monotherapy1,2

Main Reasons for Prescribing 
a JAK Inhibitor2

PROs are higher in patients remaining in remission:2

Comorbidities, RA-related factors, and lifestyle factors (smoking, 
alcohol consumption, etc) all contribute to patient HRQOL

There is 57% accordance 
between patient and physician global 
assessments of disease activity1

% of Patients With Worsening PROs Over 48 Weeks
Remission Disease-Worsening

HAQ-DI 24 45
SF-36 MCS 45 58
SF-36 PCS 48 68

Vaccination Updates in Rheumatology

RMDs, rheumatological diseases. 
1. Elkayam O. ACR 2021. Abstract 8M101; 2. Leung J, et al. ACR 2021. Abstract 0101; 3. Tedeschi S, et al. ACR 2021. Abstract 1536; 4. El 
Kibbi L, et al. ACR 2021. Abstract 0107; 5. Danila MI, et al. ACR 2021. Abstract 1604; 6. Wipfler K, et al. ACR 2021. Abstract 1612; 7. Roman 
I, et al. ACR 2021. Abstract 1609; 8. Barbhaiya M, et al. ACR 2021. Abstract 1602; 9. Sadun R, et al. ACR 2021. Abstract 1589; 10. Hasseli R, 
et al. ACR 2021. Abstract 0100; 11. Gomez-Puerta JA, et al. ACR 2021. Abstract 0114; 12. Michaud K, et al. ACR 2021. Abstract 0116. 

“Per established guidelines, physicians should encourage patients to be vaccinated against a 
variety of diseases.”

Most Common Side Effects Reported From 
COVID-19 Vaccines in Patients With RMDs10-12

• Pain at injection site (40%-71%)
• Fatigue (30%-41%)
• Headache (19%-33%)
• Arthralgia (24%)
• Myalgia (11%-20%)
• Fever (7%-8%)

• 17% have received a  
pneumococcal vaccine1

• 25% have received an influenza vaccine1

• 12% to 57% have received a herpes 
zoster vaccine2

• 63% to >90% have received or are 
willing to receive a COVID-19 vaccine3-9

Among patients with RMDs:



MENUCOMPREHENSIVE TREATMENT APPROACH 
EVOLVING STRATEGIES IN RA: 

Learnings From the ACR 2021 Congress
When we evaluate our success in treating patients with rheumatoid 
arthritis (RA), we should focus on the advantages of comprehensive 
treatment approaches. Our patients are more likely to achieve remission 
and have an improved quality of life when we incorporate evidence-based 
targets into the treatment plan, use the strength of an interdisciplinary 
rheumatology team, and understand patient goals and experiences.1,2 
Experts discussed these factors at ACR 2021, and I would like to highlight 
the ideas that encourage an integrated treatment approach.

Barriers to the Treat-to-Target Approach
Controlling RA symptoms and achieving remission is best accomplished 
by using a treat-to-target (TTT) approach. The American College of 
Rheumatology (ACR) recommends this approach for patients not 
previously treated with bDMARDs or tsDMARDs because systematic 
monitoring and adjustment of treatment prevents further joint damage 
and long-term sequelae of RA.1 

Over the last 20 years, the likelihood of achieving low disease activity or 
remission has increased in patients with RA.3 This speaks to our success 
in implementing a TTT approach, especially over recent years. However, 
we know that <50% of patients with RA are treated using TTT.4 To help us 
understand the barriers to TTT, one group reported on the discrepancies 
between rheumatologist and patient mental models of treatment 
decisions. They found that physicians based their treatment decisions on 
the overall trajectory of the disease, whereas patients rarely considered  
the use of disease activity measurements.4 The COVID-19 pandemic has 
also reduced clinician ability to discuss treatment decisions face to face. 
When evaluating the effectiveness of a 6-month TTT implementation 
learning collaborative, experts found that adherence to the approach 
gradually changed from significantly to numerically higher during the 
course of the pandemic when visits were face to face instead of virtual.5 

Ideas for Implementing TTT and Integrating a Team 
Approach
At ACR 2021, experts offered ideas on how to implement TTT into practice. 
First, patients benefit from face-to-face interaction. The authors of one 

study showed that documentation of 
a disease activity measure, a target, 
and change in treatment were more 
common during a face-to-face visit.5 
Additionally, clinicians can follow the 
example of the Rheumatoid Arthritis 
Practice Performance Project 
(RAPP) and create patient care 
teams that improve quality and 
access to care.6 Adherence to the 
TTT approach can also be improved 
by implementing a learning collaborative consisting of monthly webinars 
in which participants discuss procedures for TTT, its rationale, and 
methods for quality improvement.7 One session at ACR 2021 discussed 
a different team approach in which clinicians can use the strengths of 
an entire rheumatology team that includes physical, occupational, and 
physiotherapists along with clinicians.2 Involving patients in treatment 
decisions and even using them as partners in research was recommended 
to further improve adherence to TTT and overall outcomes2 (see figure in 
column to the right).

Incorporating Patient Goals and Experiences to Achieve 
Success
An essential component of the TTT approach and in achieving treatment 
success is shared decision-making.7 At ACR 2021, we learned that patients 
were more likely to achieve remission if they had treatment discussions 
with their clinicians.8 Patient empowerment can inform clinicians on 
patient treatment goals, which may not always be the same as clinician 
goals. A survey conducted in 2019 found that patients reported that their 
primary treatment goals included significantly reducing pain, limiting 
joint damage, and maintaining independence in activities of daily living.9 
Through patient engagement and shared decision-making clinicians can 
better understand patient goals, improve adherence to the recommended 
TTT guidelines, and boost RA quality of life. 

Professor Paul Emery 
Leeds Institute of Rheumatic and 

Musculoskeletal Medicine, UK

Implementing a comprehensive care team that did not require a 
change in physician support improved the total number of new 
patient visits and the number of patients with RA that had access 
to care.6

Conclusions
A comprehensive treatment approach that 
incorporates evidence-based treatment targets, 
a comprehensive rheumatology team, and 
patient discussions about goals and personal 
experiences is the best way to achieve remission 
and improve the quality of life for our patients. 
I encourage all clinicians to integrate these care 
aspects into clinical practice to improve the 
overall health of patients with RA.
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bDMARDs, biologic disease-modifying antirheumatic drugs; tsDMARDs, targeted synthetic disease-modifying antirheumatic drugs. 
1. Fraenkel L, et al. 2021 Arthritis Care Res. 2021;73(7):924-939. 2. Sirotich E, Alexanderson H. ACR 2021. Session 3W105. 3. Bessette L, et al. ACR 2021. Abstract 0794. 4. Hsiao B, et al. ACR 2021. Abstract 
0740. 5. Solomon DH, et al. ACR 2021. Abstract 1448. 6. Arnold W, et al. ACR 2021. Abstract 0803. 7. Solomon DH, et al. ACR 2021. Abstract 0815. 8. O’Neill K, et al. ACR 2021. Abstract 0799. 9. O’Neill K, 
et al. ACR 2021. Abstract 1167.
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bDMARDs, biologic disease-modifying antirheumatic drugs; tsDMARDs, targeted synthetic disease-modifying antirheumatic drugs. 
1. Fraenkel L, et al. 2021 Arthritis Care Res. 2021;73(7):924-939. 2. Sirotich E, Alexanderson H. ACR 2021. Session 3W105. 3. Bessette L, et al. ACR 2021. Abstract 0794. 4. Hsiao B, et al. ACR 2021. Abstract 
0740. 5. Solomon DH, et al. ACR 2021. Abstract 1448. 6. Arnold W, et al. ACR 2021. Abstract 0803. 7. Solomon DH, et al. ACR 2021. Abstract 0815. 8. O’Neill K, et al. ACR 2021. Abstract 0799. 9. O’Neill K, 
et al. ACR 2021. Abstract 1167.

Professor Emery is Versus Arthritis 
Professor of Rheumatology and 
Director of the Leeds Biomedical 
Research Centre. He specializes in the 
pathogenesis and immunotherapy 
of immune mediated inflammatory 
diseases. In addition to publishing widely 
(>1200 peer reviewed articles), he served 
as EULAR president from 2009-2011 
and has been on the editorial board of 
multiple rheumatology journals.

Professor Paul Emery, OBE, FLSW, FMedSci
Leeds Institute of Rheumatic and Musculoskeletal Medicine, UK
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bDMARDs, biologic disease-modifying antirheumatic drugs; tsDMARDs, targeted synthetic disease-modifying antirheumatic drugs. 
1. Fraenkel L, et al. 2021 Arthritis Care Res. 2021;73(7):924-939. 2. Sirotich E, Alexanderson H. ACR 2021. Session 3W105. 3. Bessette L, et al. ACR 2021. Abstract 0794. 4. Hsiao B, et al. ACR 2021. Abstract 
0740. 5. Solomon DH, et al. ACR 2021. Abstract 1448. 6. Arnold W, et al. ACR 2021. Abstract 0803. 7. Solomon DH, et al. ACR 2021. Abstract 0815. 8. O’Neill K, et al. ACR 2021. Abstract 0799. 9. O’Neill K, 
et al. ACR 2021. Abstract 1167.

Evaluation of adherence to the TTT approach in face-to-face (79% adherence)  
vs virtual visits (65% adherence) in 18 US-based rheumatology practices after 
implementation of a 6-month virtual learning collaborative for TTT in RA. 
1826 patient visits were evaluated.  
P <.0001

Solomon DH, et al. ACR 2021. Abstract 1448.
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bDMARDs, biologic disease-modifying antirheumatic drugs; tsDMARDs, targeted synthetic disease-modifying antirheumatic drugs. 
1. Fraenkel L, et al. 2021 Arthritis Care Res. 2021;73(7):924-939. 2. Sirotich E, Alexanderson H. ACR 2021. Session 3W105. 3. Bessette L, et al. ACR 2021. Abstract 0794. 4. Hsiao B, et al. ACR 2021. Abstract 
0740. 5. Solomon DH, et al. ACR 2021. Abstract 1448. 6. Arnold W, et al. ACR 2021. Abstract 0803. 7. Solomon DH, et al. ACR 2021. Abstract 0815. 8. O’Neill K, et al. ACR 2021. Abstract 0799. 9. O’Neill K, 
et al. ACR 2021. Abstract 1167.

To address a bottleneck in patient care, the RAPP Project utilizes principles of 
chronic disease management (POPMED) with a team of medical assistants, 
nurses, and advanced practice providers that gathers pertinent clinical, lab, 
and imaging data 1-2 weeks prior to the visit with the rheumatologist. This 
approach facilitates more overall new patient visits and allows more patients 
with RA to have access to care and achieve low disease activity.

Arnold W, et al. ACR 2021. Abstract 0803.
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teams that improve quality and 
access to care.6 Adherence to the 
TTT approach can also be improved 
by implementing a learning collaborative consisting of monthly webinars 
in which participants discuss procedures for TTT, its rationale, and 
methods for quality improvement.7 One session at ACR 2021 discussed 
a different team approach in which clinicians can use the strengths of 
an entire rheumatology team that includes physical, occupational, and 
physiotherapists along with clinicians.2 Involving patients in treatment 
decisions and even using them as partners in research was recommended 
to further improve adherence to TTT and overall outcomes2 (see figure in 
column to the right).

Incorporating Patient Goals and Experiences to Achieve 
Success
An essential component of the TTT approach and in achieving treatment 
success is shared decision-making.7 At ACR 2021, we learned that patients 
were more likely to achieve remission if they had treatment discussions 
with their clinicians.8 Patient empowerment can inform clinicians on 
patient treatment goals, which may not always be the same as clinician 
goals. A survey conducted in 2019 found that patients reported that their 
primary treatment goals included significantly reducing pain, limiting 
joint damage, and maintaining independence in activities of daily living.9 
Through patient engagement and shared decision-making clinicians can 
better understand patient goals, improve adherence to the recommended 
TTT guidelines, and boost RA quality of life. 

Professor Paul Emery 
Leeds Institute of Rheumatic and 

Musculoskeletal Medicine, UK

Implementing a comprehensive care team that did not require a 
change in physician support improved the total number of new 
patient visits and the number of patients with RA that had access 
to care.6

Conclusions
A comprehensive treatment approach that 
incorporates evidence-based treatment targets, 
a comprehensive rheumatology team, and 
patient discussions about goals and personal 
experiences is the best way to achieve remission 
and improve the quality of life for our patients. 
I encourage all clinicians to integrate these care 
aspects into clinical practice to improve the 
overall health of patients with RA.
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Luptat modita qui blant Patients with RMDs often have an increased risk of infections, highlighting 
the importance of emerging strategies such as vaccinations in preventing 
complications from the disease. In my practice, I often discuss vaccinations with 
patients, offering them the current options. I think that vaccinations should be a 
key component of treatment strategy. The ACR 2021 congress discussed many 
aspects of vaccinations this year, most notably the COVID-19 vaccine, with updates 
on other vaccination recommendations and rates as well. 

What Are the Data Regarding COVID-19 Vaccines for 
Patients With RMDs?
As the COVID-19 pandemic continues and vaccines become more widely available, 
COVID-19 vaccination for patients with RMDs has become a key issue facing 
rheumatologists. This past October, ACR released updated COVID-19 vaccination 
guidelines for patients with RMDs,1 and the ACR 2021 congress represented an 
opportunity to share the latest findings and analyses regarding this topic.  
Many presentations this year addressed COVID-19 vaccine safety. COVID-19 
vaccines were generally found to be well tolerated among patients (from Germany, 
the United States, the Netherlands, or Spain) with RMDs, with similar safety profiles 
as those of the general population.2-5 The most common side effects reported by 
patients with RMDs were pain at the injection site (40%-71%), fatigue (30%-41%), 
headache (19%-33%), arthralgia (24%), myalgia (11%-20%), and fever (7%-8%).2,4,5 
Disease flares occurred in ≤13%,2,4,6 with 6% of patients experiencing disease 
flares needing changes to their immunomodulatory therapy.2 Although there 
was variation between study conclusions, the overall data showed that COVID-19 
vaccines have a favorable safety profile for patients with RMDs, with tolerable side 
effects and few incidences of disease flare. 
In terms of efficacy, a few studies suggested that immune responses to the 
vaccine were lower in patients with RMDs compared with the general population,7,8 
although rates improved after the second vaccine dose.9 Among patients with 
RMDs, immune response was lower in patients receiving B-cell–depleting therapies 
compared with other treatments.7-11 This is supported by a study of COVID-19 
infections  in vaccinated individuals, in which the majority of cases were patients 
receiving anti-metabolites or B-cell–depleting therapies.12 Vaccine reactivity 
was adequate in patients receiving IL-17 or IL-6 inhibitors,7,11 while data for 
conventional synthetic disease-modifying antirheumatic drugs and tumor necrosis 
factor inhibitors were conflicting.7,8,11

What New Data Are Available 
Regarding Additional Vaccines in 
Patients With RMDs?
A session on vaccinations in rheumatology 
highlighted recommendations and  
updates for vaccines, including those  
targeting pneumococcus, flu, and HZ.13 
Patients with RMDs are at an increased 
risk of developing many of these 
diseases, and the session stressed the 
need to provide vaccinations for patients 
with RMDs, stating that the vaccines are generally well-tolerated and effective.13 
Disease flare after vaccination can be a concern among physicians and patients; 
however, an additional analysis by Leung J, et al, reported at ACR 2021 in patients 
≥50 years of age with RMDs found no significant increase in disease flares after 1 
or 2 doses of recombinant HZ vaccine.14

What Are Patient Views on Vaccinations?
Vaccination rates for patients with RMDs varied among studies; however, rates 
were generally low. Data from a study of 3920 patients with RA across 17 countries 
showed vaccination rates of 17% for pneumococcal vaccines (range, 0%-56%), 
and 25% for flu (range, 1%-66%).13 HZ vaccination rates reported by another study 
ranged from 12% to 57%, varying widely by type of RMD and age.15 Vaccination 
rates for COVID-19 were higher; rates of patients who had either already been 
vaccinated or were willing to be vaccinated ranged from 63% in Arab countries 
to >90% in some areas of the United States.16-22 Factors associated with vaccine 
hesitancy included younger age, lower education or income levels, and non-
White race.18-22 Common reasons for vaccine hesitancy were concerns over side 
effects or disease flare, lack of data for patients with RMDs, and lack of trust in 
the vaccines.16,18,29,21,22 Physician recommendations, increased knowledge about 
vaccination, and public vaccination campaigns were all identified as factors  
to increase vaccine willingness among patients16,22,23 (see figure in column to  
the right).

ACR, American College of Rheumatology; HZ, Herpes zoster; IL, interleukin; RMD, rheumatologic disease. 
1. American College of Rheumatology. COVID-19 vaccine clinical guidance summary for patients with rheumatic and musculoskeletal disease. Accessed December 1, 2021. https://www.rheumatology.
org/Portals/0/Files/COVID-19-Vaccine-Clinical-Guidance-Rheumatic-Diseases-Summary.pdf. 2. Hasseli R, et al. ACR 2021. Abstract 0100. 3. Boekel L, et al. ACR 2021. Abstract 0104. 4. Gomez-Puerta 
JA, et al. ACR 2021. Abstract 0114. 5. Michaud K, et al. ACR 2021. Abstract 0116. 6. Abi Doumeth S, et al. ACR 2021. Abstract 1603. 7. Sood A, et al. ACR 2021. Abstract 0108. 8. Raptis C, et al. ACR 2021. 
Abstract L01. 9. Colmegna I, et al. ACR 2021. Abstract L02. 10. Kirou K, et al. ACR 2021. Abstract L03. 11. Alsaed O, et al. ACR 2021. Abstract 1087. 12. Liew J, et al. ACR 2021. Abstract L04. 13. Elkayam O. 
ACR 2021. Abstract 8M101. 14. Leung J, et al. ACR 2021. Abstract 0117. 15. Leung J, et al. ACR 2021. Abstract 0101. 16. Tedeschi S, et al. ACR 2021. Abstract 1536. 17. El Kibbi L, et al. ACR 2021. Abstract 
0107. 18. Danila MI, et al. ACR 2021. Abstract 1604. 19. Wipfler K, et al. ACR 2021. Abstract 1612. 20. Roman I, et al. ACR 2021. Abstract 1609. 21. Barbhaiya M, et al. ACR 2021. Abstract 1602. 22. Sadun 
R, et al. ACR 2021. Abstract 1589. 23. Andreica I, et al. ACR 2021. Abstract 0091.

Conclusions
Our understanding of vaccinations will continue 
to evolve; however, current data show that 
vaccines are well-tolerated and generally 
effective for patients with RMDs. I encourage all 
healthcare practitioners to continue engaging 
with their patients and helping them to 
understand the value of vaccination.    
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Luptat modita qui blant Patients with RMDs often have an increased risk of infections, highlighting 
the importance of emerging strategies such as vaccinations in preventing 
complications from the disease. In my practice, I often discuss vaccinations with 
patients, offering them the current options. I think that vaccinations should be a 
key component of treatment strategy. The ACR 2021 congress discussed many 
aspects of vaccinations this year, most notably the COVID-19 vaccine, with updates 
on other vaccination recommendations and rates as well. 

What Are the Data Regarding COVID-19 Vaccines for 
Patients With RMDs?
As the COVID-19 pandemic continues and vaccines become more widely available, 
COVID-19 vaccination for patients with RMDs has become a key issue facing 
rheumatologists. This past October, ACR released updated COVID-19 vaccination 
guidelines for patients with RMDs,1 and the ACR 2021 congress represented an 
opportunity to share the latest findings and analyses regarding this topic.  
Many presentations this year addressed COVID-19 vaccine safety. COVID-19 
vaccines were generally found to be well tolerated among patients (from Germany, 
the United States, the Netherlands, or Spain) with RMDs, with similar safety profiles 
as those of the general population.2-5 The most common side effects reported by 
patients with RMDs were pain at the injection site (40%-71%), fatigue (30%-41%), 
headache (19%-33%), arthralgia (24%), myalgia (11%-20%), and fever (7%-8%).2,4,5 
Disease flares occurred in ≤13%,2,4,6 with 6% of patients experiencing disease 
flares needing changes to their immunomodulatory therapy.2 Although there 
was variation between study conclusions, the overall data showed that COVID-19 
vaccines have a favorable safety profile for patients with RMDs, with tolerable side 
effects and few incidences of disease flare. 
In terms of efficacy, a few studies suggested that immune responses to the 
vaccine were lower in patients with RMDs compared with the general population,7,8 
although rates improved after the second vaccine dose.9 Among patients with 
RMDs, immune response was lower in patients receiving B-cell–depleting therapies 
compared with other treatments.7-11 This is supported by a study of COVID-19 
infections  in vaccinated individuals, in which the majority of cases were patients 
receiving anti-metabolites or B-cell–depleting therapies.12 Vaccine reactivity 
was adequate in patients receiving IL-17 or IL-6 inhibitors,7,11 while data for 
conventional synthetic disease-modifying antirheumatic drugs and tumor necrosis 
factor inhibitors were conflicting.7,8,11

What New Data Are Available 
Regarding Additional Vaccines in 
Patients With RMDs?
A session on vaccinations in rheumatology 
highlighted recommendations and  
updates for vaccines, including those  
targeting pneumococcus, flu, and HZ.13 
Patients with RMDs are at an increased 
risk of developing many of these 
diseases, and the session stressed the 
need to provide vaccinations for patients 
with RMDs, stating that the vaccines are generally well-tolerated and effective.13 
Disease flare after vaccination can be a concern among physicians and patients; 
however, an additional analysis by Leung J, et al, reported at ACR 2021 in patients 
≥50 years of age with RMDs found no significant increase in disease flares after 1 
or 2 doses of recombinant HZ vaccine.14

What Are Patient Views on Vaccinations?
Vaccination rates for patients with RMDs varied among studies; however, rates 
were generally low. Data from a study of 3920 patients with RA across 17 countries 
showed vaccination rates of 17% for pneumococcal vaccines (range, 0%-56%), 
and 25% for flu (range, 1%-66%).13 HZ vaccination rates reported by another study 
ranged from 12% to 57%, varying widely by type of RMD and age.15 Vaccination 
rates for COVID-19 were higher; rates of patients who had either already been 
vaccinated or were willing to be vaccinated ranged from 63% in Arab countries 
to >90% in some areas of the United States.16-22 Factors associated with vaccine 
hesitancy included younger age, lower education or income levels, and non-
White race.18-22 Common reasons for vaccine hesitancy were concerns over side 
effects or disease flare, lack of data for patients with RMDs, and lack of trust in 
the vaccines.16,18,29,21,22 Physician recommendations, increased knowledge about 
vaccination, and public vaccination campaigns were all identified as factors  
to increase vaccine willingness among patients16,22,23 (see figure in column to  
the right).
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Conclusions
Our understanding of vaccinations will continue 
to evolve; however, current data show that 
vaccines are well-tolerated and generally 
effective for patients with RMDs. I encourage all 
healthcare practitioners to continue engaging 
with their patients and helping them to 
understand the value of vaccination.    
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Luptat modita qui blant Patients with RMDs often have an increased risk of infections, highlighting 
the importance of emerging strategies such as vaccinations in preventing 
complications from the disease. In my practice, I often discuss vaccinations with 
patients, offering them the current options. I think that vaccinations should be a 
key component of treatment strategy. The ACR 2021 congress discussed many 
aspects of vaccinations this year, most notably the COVID-19 vaccine, with updates 
on other vaccination recommendations and rates as well. 

What Are the Data Regarding COVID-19 Vaccines for 
Patients With RMDs?
As the COVID-19 pandemic continues and vaccines become more widely available, 
COVID-19 vaccination for patients with RMDs has become a key issue facing 
rheumatologists. This past October, ACR released updated COVID-19 vaccination 
guidelines for patients with RMDs,1 and the ACR 2021 congress represented an 
opportunity to share the latest findings and analyses regarding this topic.  
Many presentations this year addressed COVID-19 vaccine safety. COVID-19 
vaccines were generally found to be well tolerated among patients (from Germany, 
the United States, the Netherlands, or Spain) with RMDs, with similar safety profiles 
as those of the general population.2-5 The most common side effects reported by 
patients with RMDs were pain at the injection site (40%-71%), fatigue (30%-41%), 
headache (19%-33%), arthralgia (24%), myalgia (11%-20%), and fever (7%-8%).2,4,5 
Disease flares occurred in ≤13%,2,4,6 with 6% of patients experiencing disease 
flares needing changes to their immunomodulatory therapy.2 Although there 
was variation between study conclusions, the overall data showed that COVID-19 
vaccines have a favorable safety profile for patients with RMDs, with tolerable side 
effects and few incidences of disease flare. 
In terms of efficacy, a few studies suggested that immune responses to the 
vaccine were lower in patients with RMDs compared with the general population,7,8 
although rates improved after the second vaccine dose.9 Among patients with 
RMDs, immune response was lower in patients receiving B-cell–depleting therapies 
compared with other treatments.7-11 This is supported by a study of COVID-19 
infections  in vaccinated individuals, in which the majority of cases were patients 
receiving anti-metabolites or B-cell–depleting therapies.12 Vaccine reactivity 
was adequate in patients receiving IL-17 or IL-6 inhibitors,7,11 while data for 
conventional synthetic disease-modifying antirheumatic drugs and tumor necrosis 
factor inhibitors were conflicting.7,8,11

What New Data Are Available 
Regarding Additional Vaccines in 
Patients With RMDs?
A session on vaccinations in rheumatology 
highlighted recommendations and  
updates for vaccines, including those  
targeting pneumococcus, flu, and HZ.13 
Patients with RMDs are at an increased 
risk of developing many of these 
diseases, and the session stressed the 
need to provide vaccinations for patients 
with RMDs, stating that the vaccines are generally well-tolerated and effective.13 
Disease flare after vaccination can be a concern among physicians and patients; 
however, an additional analysis by Leung J, et al, reported at ACR 2021 in patients 
≥50 years of age with RMDs found no significant increase in disease flares after 1 
or 2 doses of recombinant HZ vaccine.14

What Are Patient Views on Vaccinations?
Vaccination rates for patients with RMDs varied among studies; however, rates 
were generally low. Data from a study of 3920 patients with RA across 17 countries 
showed vaccination rates of 17% for pneumococcal vaccines (range, 0%-56%), 
and 25% for flu (range, 1%-66%).13 HZ vaccination rates reported by another study 
ranged from 12% to 57%, varying widely by type of RMD and age.15 Vaccination 
rates for COVID-19 were higher; rates of patients who had either already been 
vaccinated or were willing to be vaccinated ranged from 63% in Arab countries 
to >90% in some areas of the United States.16-22 Factors associated with vaccine 
hesitancy included younger age, lower education or income levels, and non-
White race.18-22 Common reasons for vaccine hesitancy were concerns over side 
effects or disease flare, lack of data for patients with RMDs, and lack of trust in 
the vaccines.16,18,29,21,22 Physician recommendations, increased knowledge about 
vaccination, and public vaccination campaigns were all identified as factors  
to increase vaccine willingness among patients16,22,23 (see figure in column to  
the right).
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Our understanding of vaccinations will continue 
to evolve; however, current data show that 
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The most recent guidance is available here:  
 
https://www.rheumatology.org/Portals/0/Files/COVID-19-Vaccine-Clinical-
Guidance-Rheumatic-Diseases-Summary.pdf

https://www.rheumatology.org/Portals/0/Files/COVID-19-Vaccine-Clinical-Guidance-Rheumatic-Diseases-Summary.pdf
https://www.rheumatology.org/Portals/0/Files/COVID-19-Vaccine-Clinical-Guidance-Rheumatic-Diseases-Summary.pdf
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As the COVID-19 pandemic continues and vaccines become more widely available, 
COVID-19 vaccination for patients with RMDs has become a key issue facing 
rheumatologists. This past October, ACR released updated COVID-19 vaccination 
guidelines for patients with RMDs,1 and the ACR 2021 congress represented an 
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patients with RMDs were pain at the injection site (40%-71%), fatigue (30%-41%), 
headache (19%-33%), arthralgia (24%), myalgia (11%-20%), and fever (7%-8%).2,4,5 
Disease flares occurred in ≤13%,2,4,6 with 6% of patients experiencing disease 
flares needing changes to their immunomodulatory therapy.2 Although there 
was variation between study conclusions, the overall data showed that COVID-19 
vaccines have a favorable safety profile for patients with RMDs, with tolerable side 
effects and few incidences of disease flare. 
In terms of efficacy, a few studies suggested that immune responses to the 
vaccine were lower in patients with RMDs compared with the general population,7,8 
although rates improved after the second vaccine dose.9 Among patients with 
RMDs, immune response was lower in patients receiving B-cell–depleting therapies 
compared with other treatments.7-11 This is supported by a study of COVID-19 
infections  in vaccinated individuals, in which the majority of cases were patients 
receiving anti-metabolites or B-cell–depleting therapies.12 Vaccine reactivity 
was adequate in patients receiving IL-17 or IL-6 inhibitors,7,11 while data for 
conventional synthetic disease-modifying antirheumatic drugs and tumor necrosis 
factor inhibitors were conflicting.7,8,11

What New Data Are Available 
Regarding Additional Vaccines in 
Patients With RMDs?
A session on vaccinations in rheumatology 
highlighted recommendations and  
updates for vaccines, including those  
targeting pneumococcus, flu, and HZ.13 
Patients with RMDs are at an increased 
risk of developing many of these 
diseases, and the session stressed the 
need to provide vaccinations for patients 
with RMDs, stating that the vaccines are generally well-tolerated and effective.13 
Disease flare after vaccination can be a concern among physicians and patients; 
however, an additional analysis by Leung J, et al, reported at ACR 2021 in patients 
≥50 years of age with RMDs found no significant increase in disease flares after 1 
or 2 doses of recombinant HZ vaccine.14

What Are Patient Views on Vaccinations?
Vaccination rates for patients with RMDs varied among studies; however, rates 
were generally low. Data from a study of 3920 patients with RA across 17 countries 
showed vaccination rates of 17% for pneumococcal vaccines (range, 0%-56%), 
and 25% for flu (range, 1%-66%).13 HZ vaccination rates reported by another study 
ranged from 12% to 57%, varying widely by type of RMD and age.15 Vaccination 
rates for COVID-19 were higher; rates of patients who had either already been 
vaccinated or were willing to be vaccinated ranged from 63% in Arab countries 
to >90% in some areas of the United States.16-22 Factors associated with vaccine 
hesitancy included younger age, lower education or income levels, and non-
White race.18-22 Common reasons for vaccine hesitancy were concerns over side 
effects or disease flare, lack of data for patients with RMDs, and lack of trust in 
the vaccines.16,18,29,21,22 Physician recommendations, increased knowledge about 
vaccination, and public vaccination campaigns were all identified as factors  
to increase vaccine willingness among patients16,22,23 (see figure in column to  
the right).
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Conclusions
Our understanding of vaccinations will continue 
to evolve; however, current data show that 
vaccines are well-tolerated and generally 
effective for patients with RMDs. I encourage all 
healthcare practitioners to continue engaging 
with their patients and helping them to 
understand the value of vaccination.    
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Data were from the COVID-19 Global Rheumatology Alliance (GRA) physician 
registry. Patients included in the study had developed COVID-19 from 
January through September 2021 after vaccination against SARS-CoV-2. 110 
patients were partially vaccinated (≥14 days after the first dose in a 2-dose 
series or within 13 days of a single-dose vaccine). 87 patients were fully 
vaccinated (≥14 days after the second dose in a 2-dose series or 2 weeks 
after a single-dose vaccine).

Liew J, et al. ACR 2021. Abstract L04.
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≥50 years of age with RMDs found no significant increase in disease flares after 1 
or 2 doses of recombinant HZ vaccine.14
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Vaccination rates for patients with RMDs varied among studies; however, rates 
were generally low. Data from a study of 3920 patients with RA across 17 countries 
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and 25% for flu (range, 1%-66%).13 HZ vaccination rates reported by another study 
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rates for COVID-19 were higher; rates of patients who had either already been 
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A study using medical claims data from the 2017-2019 IBM® MarketScan® 
(age 50-64 years) and 2017-2019 Centers for Medicare and Medicaid Services 
(age ≥65 years) databases examining recombinant HZ vaccination in patients 
with RMDs. A total of 79,503 patients were included. 

Leung J, et al. ACR 2021. Abstract 0117.
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JAK inhibitors are an established therapy for the treatment of RA and 
are included in RA treatment guidelines as a recommended therapy 
for patients with inadequate response to csDMARDs.1,2 JAK inhibitors 
also present an oral therapy option for patients with RA. Although 
clinical data have been widely published demonstrating the efficacy 
and safety of JAK inhibitors, I believe it is important to also examine 
real-world evidence to fully assess the risk:benefit of any therapy. 
Real-world studies allow the consideration of a wider patient pool, 
including much broader geographic coverage and patients who 
may not have been eligible for a clinical trial due to factors such 
as comorbidities, disease severity, or medical history. There were 
multiple studies presented at ACR 2021 reporting real-world analyses 
of JAK inhibitors, with a few topics that I would like to highlight.

Prescribing Practices for JAK Inhibitors
Data from the German Rhadar study showed that of 4726 patients 
with RA, 15% received a TNF inhibitor, 9% other bDMARDs, and 10% 
a JAK inhibitor. JAK inhibitors were prescribed as monotherapy in 
65% of patients.3 A European survey reported JAK inhibitor use in 
19% of 2143 patients, with 57% of patients receiving JAK inhibitors as 
monotherapy. The main reasons for prescribing JAK inhibitors among 
316 physicians included strong overall efficacy (74%), fast onset of 
action (49%), ability to inhibit disease progression (42%), and strong 
efficacy as a monotherapy (39%).4 

Efficacy and Safety Data
Real-world remission rates for JAK inhibitors in RA were emphasized 
in multiple presentations at ACR 2021.5-7 One analysis, a German 
postmarketing observational study, reported a 6-month Clinical 
Disease Activity Index remission rate of 25% (70/276). Low disease 
activity or remission was similar in patients receiving the JAK 

inhibitor as monotherapy or in 
combination with a csDMARD (73% 
vs 74%, respectively). No new safety 
signals were observed.5 Another 
analysis from the Canadian OBRI 
database showed that remission 
rates and patient-reported 
outcomes were similar between 
patients receiving JAK inhibitors 
and those receiving bDMARDs.6 
In a registry of pooled data of patients for whom a JAK inhibitor 
failed (Jak-pot), survival on drug rates were similar between patients 
cycling to another JAK inhibitor (n=154) and those switching to a 
bDMARD (n=554), despite a more difficult-to-treat patient profile for 
patients cycling to another JAK inhibitor.7 These data suggest that JAK 
inhibitors are well-tolerated and effective treatments for RA beyond 
the clinical trial setting. 

Discontinuation/Persistence Rates on JAK Inhibitors
Two studies using OBRI data reported that discontinuation rates 
were similar (HR=1.12; P=.49) for patients receiving JAK inhibitors 
either as monotherapy or in combination with csDMARDs8 and 
comparable (HR=0.96; P=0.69) with the discontinuation rates of 
bDMARDs.9 Prescription data from the German Rhadar study 
mentioned above found that persistence on therapy was >85% 
after 24 months for patients receiving either TNF inhibitors, other 
bDMARDs, or JAK inhibitors and did not vary significantly (P=.433) 
between therapy groups.3 Thus, the real-world data from ACR 2021 
suggest that JAK inhibitors are on par with biologics in terms of 
patient persistence on therapy. 

Professor Paul Emery 
Leeds Institute of Rheumatic and 

Musculoskeletal Medicine, UK

Conclusions
Physicians should consider each patient’s 
individual case when making treatment 
decisions; however, the real-world data from 
ACR 2021 support the use of JAK inhibitors—as 
monotherapy or in combination therapy—as a 
treatment option for patients with RA. 

Persistence on JAK Inhibitors  
at >2 Years3

REAL-WORLD DATA FOR THE USE OF 

JAK INHIBITORS IN RA

Learnings From the ACR 2021 Congress

≥57% >85%

>85% of patients  
receiving a JAK inhibitor 

were still on therapy  
after >2 years

ACR, American College of Rheumatology; bDMARD, biologic disease modifying antirheumatic drug; csDMARD, conventional synthetic disease modifying antirheumatic drug; CDAI, clinical disease 
activity index; DAS, disease activity score; DMARD, disease modifying antirheumatic drug; HR, hazard ratio; JAK, Janus kinase; LDS, low disease activity; RA, rheumatoid arthritis; SDAI, simple disease 
activity index. 
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between June 1, 2017, and March 31, 2020.
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including much broader geographic coverage and patients who 
may not have been eligible for a clinical trial due to factors such 
as comorbidities, disease severity, or medical history. There were 
multiple studies presented at ACR 2021 reporting real-world analyses 
of JAK inhibitors, with a few topics that I would like to highlight.

Prescribing Practices for JAK Inhibitors
Data from the German Rhadar study showed that of 4726 patients 
with RA, 15% received a TNF inhibitor, 9% other bDMARDs, and 10% 
a JAK inhibitor. JAK inhibitors were prescribed as monotherapy in 
65% of patients.3 A European survey reported JAK inhibitor use in 
19% of 2143 patients, with 57% of patients receiving JAK inhibitors as 
monotherapy. The main reasons for prescribing JAK inhibitors among 
316 physicians included strong overall efficacy (74%), fast onset of 
action (49%), ability to inhibit disease progression (42%), and strong 
efficacy as a monotherapy (39%).4 

Efficacy and Safety Data
Real-world remission rates for JAK inhibitors in RA were emphasized 
in multiple presentations at ACR 2021.5-7 One analysis, a German 
postmarketing observational study, reported a 6-month Clinical 
Disease Activity Index remission rate of 25% (70/276). Low disease 
activity or remission was similar in patients receiving the JAK 

inhibitor as monotherapy or in 
combination with a csDMARD (73% 
vs 74%, respectively). No new safety 
signals were observed.5 Another 
analysis from the Canadian OBRI 
database showed that remission 
rates and patient-reported 
outcomes were similar between 
patients receiving JAK inhibitors 
and those receiving bDMARDs.6 
In a registry of pooled data of patients for whom a JAK inhibitor 
failed (Jak-pot), survival on drug rates were similar between patients 
cycling to another JAK inhibitor (n=154) and those switching to a 
bDMARD (n=554), despite a more difficult-to-treat patient profile for 
patients cycling to another JAK inhibitor.7 These data suggest that JAK 
inhibitors are well-tolerated and effective treatments for RA beyond 
the clinical trial setting. 

Discontinuation/Persistence Rates on JAK Inhibitors
Two studies using OBRI data reported that discontinuation rates 
were similar (HR=1.12; P=.49) for patients receiving JAK inhibitors 
either as monotherapy or in combination with csDMARDs8 and 
comparable (HR=0.96; P=0.69) with the discontinuation rates of 
bDMARDs.9 Prescription data from the German Rhadar study 
mentioned above found that persistence on therapy was >85% 
after 24 months for patients receiving either TNF inhibitors, other 
bDMARDs, or JAK inhibitors and did not vary significantly (P=.433) 
between therapy groups.3 Thus, the real-world data from ACR 2021 
suggest that JAK inhibitors are on par with biologics in terms of 
patient persistence on therapy. 
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individual case when making treatment 
decisions; however, the real-world data from 
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Witte T, et al. ACR 2021. Abstract 0833.
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LDA was defined as DAS28(CRP) ≤3.2, CDAI ≤10, or SDAI ≤11 and remission 
was defined as DAS28(CRP) <2.6, CDAI ≤2.8, or Boolean remission. 

Witte T, et al. ACR 2021. Abstract 0833.
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OBRI is a multicenter registry across Ontario, Canada that collects data 
from rheumatologists and patients with RA at enrollment and at follow-up. 
Enrolled patients are interviewed by phone every 6 months and are seen by 
their rheumatologist per routine care. The rate of CDAI LDA/remission at 6 
months was reached by 36.7% and 33.2% of patients in the bDMARD (n=226) 
and JAK inhibitor (n=193) groups, respectively.

Movahedi M, et al. ACR 2021. Abstract 1233.
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Evaluating the best ways to use the patient perspective to assess 
outcomes in RA was a common topic at this year’s ACR congress, with 
several presentations exploring how to optimize the use of PROs, 
identify factors that influence patient quality of life, and report the 
use of PROs in clinical trials. As discussed at ACR 2021, guidelines 
recommend that treatment decisions should include patient and 
rheumatologist input.1 Aspects I’d like to highlight from ACR 2021 are 
(1) how to optimize the use of PRO measurements, (2) predictors of 
HRQOL), and (3) the use of PROs in clinical trials.

Optimizing the Use of PRO Measurements
Using PRO measurements for shared decision-making in the clinical 
setting for RA is relatively new, and there is a need to optimize the use 
of PROs to ensure that patients can better manage the disease and 
improve QOL. One presentation found that a more detailed version of 
the patient global assessment (PGA), which included patient perception 
of disease activity, scored higher than a traditional PGA, with higher 
scores at the longer reference periods (last week and last month).2 
However, assessment of the 2 PGAs showed high agreement in 
baseline scores and changes from baseline to follow-up.2 Importantly, 
results of this study showed that global health status and PGA scores 
had a lower agreement for baseline and changes from baseline to 
follow-up, highlighting that these are not interchangeable.2 These 
results confirm the importance of using multiple patient-reported 
measures to assess how patients are functioning in daily life. 

The increase in telehealth appointments due to the COVID-19 
pandemic has changed the way physicians assess patients with RA. 
PROs may be a helpful tool for remote monitoring of disease status 
in patients with RA. One poster presented at ACR showed a high 
association in patient single-item ratings of pain, function, and fatigue 
with validated PROs, as well as high association between patient-

reported disease activity and physician-assessed disease activity.3 
These results highlight the usefulness of PROs in the telehealth setting 
when physician assessments are not possible.

Predictors of HRQOL
As a rheumatologist, I think we should not only focus on treatments 
that manage or wipe out the disease for our patients but also identify 
ways in which to improve HRQOL. One way to accomplish this is by 
identifying predictors of HRQOL and factors that may influence changes 
in HRQOL in patients with RA. One poster at ACR 2021 found that 
disease activity, physical function, alcohol consumption, depression, 
and age were significant predictors of both future HRQOL and changes 
in HRQOL, while smoking was a significant predictor of only change in 
HRQOL.4 Another poster showed that early treatment response was an 
important factor of long-term self-efficacy, or a  
patient’s belief in their ability to control the disease, 
mostly through improvements in PROs in patients 
with RA.5 The use of these predictors could help 
identify patients with RA who may be at risk of 
lower QOL, allowing early intervention for self-
management techniques that may improve HRQOL 
in the future.

Use of PROs in Clinical Trials
PROs are valuable tools in evaluating the 
effectiveness of treatments and guiding which 
treatments may be the best for patients. One 
poster at ACR investigating direct and indirect 
relations between different PRO scores in a RA 
clinical trial reported 3 distinct groups of PROs 
consisting of social support list scores, Utrecht 
coping list scores, and all other PROs.6 The findings 

suggest that coping and social 
support constructs are distinct from 
other PROs related to mental and  
physical health.6 Additionally, 
another poster evaluating the 
change in PROs after therapy 
withdrawal in patients in remission 
found that patients with worsening 
of disease activity had worse PRO scores and reported greater 
severity of joint pain than patients who remained in remission.7 The 
study also found that patients with disease worsening who received 
rescue therapy had an improvement in PROs, but to a lesser extent 
than those remaining in remission, highlighting the need for early 
intervention when patients with RA experience disease worsening 
after initial remission.7 

PROs are becoming more commonly assessed in clinical 
trials, as evidenced by presentations at ACR 2021 reporting 
PRO data from clinical trials in patients with RA.8-11 Data 
from multiple presentations on JAK inhibitors, for example, 
reported assessments of Health Activity Questionnaire 
Disease Index, PGA, depression, and anxiety scores.8-10 An 
additional presentation assessing the correlation between 
PROs in 3 JAK inhibitor clinical trials found that across 
all 3 trials, pain was strongly correlated with PGA.11 These 
findings highlight the importance of using multiple PROs 
when assessing treatments in clinical trials or real-word 
clinical practice.

ASSESSMENT OF PATIENT PERSPECTIVES IN RA:  

EMERGING ROLES AND IMPACT

Learnings From the ACR 2021 Congress

Professor Hector Corominas 
Universitari de Sant Pau &  

Hospital Dos de Maig, Spain
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RA-related 
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General 
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Lifestyle 
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Conclusions
Assessing PROs between and during treatment are important aspects when evaluating treatment options for patients with RA, and I encourage all physicians to incorporate PROs into their treatment strategy. 
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disease activity, physical function, alcohol consumption, depression, 
and age were significant predictors of both future HRQOL and changes 
in HRQOL, while smoking was a significant predictor of only change in 
HRQOL.4 Another poster showed that early treatment response was an 
important factor of long-term self-efficacy, or a  
patient’s belief in their ability to control the disease, 
mostly through improvements in PROs in patients 
with RA.5 The use of these predictors could help 
identify patients with RA who may be at risk of 
lower QOL, allowing early intervention for self-
management techniques that may improve HRQOL 
in the future.

Use of PROs in Clinical Trials
PROs are valuable tools in evaluating the 
effectiveness of treatments and guiding which 
treatments may be the best for patients. One 
poster at ACR investigating direct and indirect 
relations between different PRO scores in a RA 
clinical trial reported 3 distinct groups of PROs 
consisting of social support list scores, Utrecht 
coping list scores, and all other PROs.6 The findings 

suggest that coping and social 
support constructs are distinct from 
other PROs related to mental and  
physical health.6 Additionally, 
another poster evaluating the 
change in PROs after therapy 
withdrawal in patients in remission 
found that patients with worsening 
of disease activity had worse PRO scores and reported greater 
severity of joint pain than patients who remained in remission.7 The 
study also found that patients with disease worsening who received 
rescue therapy had an improvement in PROs, but to a lesser extent 
than those remaining in remission, highlighting the need for early 
intervention when patients with RA experience disease worsening 
after initial remission.7 

PROs are becoming more commonly assessed in clinical 
trials, as evidenced by presentations at ACR 2021 reporting 
PRO data from clinical trials in patients with RA.8-11 Data 
from multiple presentations on JAK inhibitors, for example, 
reported assessments of Health Activity Questionnaire 
Disease Index, PGA, depression, and anxiety scores.8-10 An 
additional presentation assessing the correlation between 
PROs in 3 JAK inhibitor clinical trials found that across 
all 3 trials, pain was strongly correlated with PGA.11 These 
findings highlight the importance of using multiple PROs 
when assessing treatments in clinical trials or real-word 
clinical practice.
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ACR, American College of Rheumatology; HRQOL, health-related quality of life; JAK, Janus kinase inhibitor; PGA, patient global assessment; PRO, patient-reported outcome; QOL, quality of life; RA, rheumatoid arthritis. 
1. Fraenkel L, et al. Arthr Care Res. 2021;73:924-939. 2. Studenic P, et al. ACR 2021. Abstract 0757. 3. Katz P, et al. ACR 2021. Abstract 0746. 4. Hassen N, et al. ACR 2021. Abstract 0585. 5. Doumen M, et al. ACR 2021. Abstract 0795. 6. Verhavert G, et al. ACR 2021. 
Abstract 0759. 7. Bykerk V, et al. ACR 2021. Abstract 1239. 8. Bergman M, et al. ACR 2021. Abstract 1234. 9. Movahedi M, et al. ACR 2021. Abstract 1233. 10. Alten R, et al. ACR 2021. Abstract 1223. 11. Strand V, et al. ACR 2021. Abstract 0741. 

Conclusions
Assessing PROs between and during treatment are important aspects when evaluating treatment options for patients with RA, and I encourage all physicians to incorporate PROs into their treatment strategy. 

Patients were asked to score on global  
health and 6 PGA questions using visual analog scale covering (1) detailed 
explanation on disease activity and (2) reference to 3 time periods: today, 
last week, and last month. 

Studenic P, et al. ACR 2021. Abstract 0757.
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Evaluating the best ways to use the patient perspective to assess 
outcomes in RA was a common topic at this year’s ACR congress, with 
several presentations exploring how to optimize the use of PROs, 
identify factors that influence patient quality of life, and report the 
use of PROs in clinical trials. As discussed at ACR 2021, guidelines 
recommend that treatment decisions should include patient and 
rheumatologist input.1 Aspects I’d like to highlight from ACR 2021 are 
(1) how to optimize the use of PRO measurements, (2) predictors of 
HRQOL), and (3) the use of PROs in clinical trials.

Optimizing the Use of PRO Measurements
Using PRO measurements for shared decision-making in the clinical 
setting for RA is relatively new, and there is a need to optimize the use 
of PROs to ensure that patients can better manage the disease and 
improve QOL. One presentation found that a more detailed version of 
the patient global assessment (PGA), which included patient perception 
of disease activity, scored higher than a traditional PGA, with higher 
scores at the longer reference periods (last week and last month).2 
However, assessment of the 2 PGAs showed high agreement in 
baseline scores and changes from baseline to follow-up.2 Importantly, 
results of this study showed that global health status and PGA scores 
had a lower agreement for baseline and changes from baseline to 
follow-up, highlighting that these are not interchangeable.2 These 
results confirm the importance of using multiple patient-reported 
measures to assess how patients are functioning in daily life. 

The increase in telehealth appointments due to the COVID-19 
pandemic has changed the way physicians assess patients with RA. 
PROs may be a helpful tool for remote monitoring of disease status 
in patients with RA. One poster presented at ACR showed a high 
association in patient single-item ratings of pain, function, and fatigue 
with validated PROs, as well as high association between patient-

reported disease activity and physician-assessed disease activity.3 
These results highlight the usefulness of PROs in the telehealth setting 
when physician assessments are not possible.

Predictors of HRQOL
As a rheumatologist, I think we should not only focus on treatments 
that manage or wipe out the disease for our patients but also identify 
ways in which to improve HRQOL. One way to accomplish this is by 
identifying predictors of HRQOL and factors that may influence changes 
in HRQOL in patients with RA. One poster at ACR 2021 found that 
disease activity, physical function, alcohol consumption, depression, 
and age were significant predictors of both future HRQOL and changes 
in HRQOL, while smoking was a significant predictor of only change in 
HRQOL.4 Another poster showed that early treatment response was an 
important factor of long-term self-efficacy, or a  
patient’s belief in their ability to control the disease, 
mostly through improvements in PROs in patients 
with RA.5 The use of these predictors could help 
identify patients with RA who may be at risk of 
lower QOL, allowing early intervention for self-
management techniques that may improve HRQOL 
in the future.

Use of PROs in Clinical Trials
PROs are valuable tools in evaluating the 
effectiveness of treatments and guiding which 
treatments may be the best for patients. One 
poster at ACR investigating direct and indirect 
relations between different PRO scores in a RA 
clinical trial reported 3 distinct groups of PROs 
consisting of social support list scores, Utrecht 
coping list scores, and all other PROs.6 The findings 

suggest that coping and social 
support constructs are distinct from 
other PROs related to mental and  
physical health.6 Additionally, 
another poster evaluating the 
change in PROs after therapy 
withdrawal in patients in remission 
found that patients with worsening 
of disease activity had worse PRO scores and reported greater 
severity of joint pain than patients who remained in remission.7 The 
study also found that patients with disease worsening who received 
rescue therapy had an improvement in PROs, but to a lesser extent 
than those remaining in remission, highlighting the need for early 
intervention when patients with RA experience disease worsening 
after initial remission.7 

PROs are becoming more commonly assessed in clinical 
trials, as evidenced by presentations at ACR 2021 reporting 
PRO data from clinical trials in patients with RA.8-11 Data 
from multiple presentations on JAK inhibitors, for example, 
reported assessments of Health Activity Questionnaire 
Disease Index, PGA, depression, and anxiety scores.8-10 An 
additional presentation assessing the correlation between 
PROs in 3 JAK inhibitor clinical trials found that across 
all 3 trials, pain was strongly correlated with PGA.11 These 
findings highlight the importance of using multiple PROs 
when assessing treatments in clinical trials or real-word 
clinical practice.
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General 
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ACR, American College of Rheumatology; HRQOL, health-related quality of life; JAK, Janus kinase inhibitor; PGA, patient global assessment; PRO, patient-reported outcome; QOL, quality of life; RA, rheumatoid arthritis. 
1. Fraenkel L, et al. Arthr Care Res. 2021;73:924-939. 2. Studenic P, et al. ACR 2021. Abstract 0757. 3. Katz P, et al. ACR 2021. Abstract 0746. 4. Hassen N, et al. ACR 2021. Abstract 0585. 5. Doumen M, et al. ACR 2021. Abstract 0795. 6. Verhavert G, et al. ACR 2021. 
Abstract 0759. 7. Bykerk V, et al. ACR 2021. Abstract 1239. 8. Bergman M, et al. ACR 2021. Abstract 1234. 9. Movahedi M, et al. ACR 2021. Abstract 1233. 10. Alten R, et al. ACR 2021. Abstract 1223. 11. Strand V, et al. ACR 2021. Abstract 0741. 

Conclusions
Assessing PROs between and during treatment are important aspects when evaluating treatment options for patients with RA, and I encourage all physicians to incorporate PROs into their treatment strategy. 

Data analyzed are from FORWARD, the National Databank for Rheumatic 
Disease. 7478 patients with RA were given a semiannual questionnaire for 
both single-item and validated scales for pain, function, and fatigue. Data for 
disease activity are from 48 patients with RA from an observational study in 
which clinical disease activity index (CDA) and patient-reported rheumatoid 
arthritis disease activity (RADAI) were completed.

Katz P, et al. ACR 2021. Abstract 0746.
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Evaluating the best ways to use the patient perspective to assess 
outcomes in RA was a common topic at this year’s ACR congress, with 
several presentations exploring how to optimize the use of PROs, 
identify factors that influence patient quality of life, and report the 
use of PROs in clinical trials. As discussed at ACR 2021, guidelines 
recommend that treatment decisions should include patient and 
rheumatologist input.1 Aspects I’d like to highlight from ACR 2021 are 
(1) how to optimize the use of PRO measurements, (2) predictors of 
HRQOL), and (3) the use of PROs in clinical trials.

Optimizing the Use of PRO Measurements
Using PRO measurements for shared decision-making in the clinical 
setting for RA is relatively new, and there is a need to optimize the use 
of PROs to ensure that patients can better manage the disease and 
improve QOL. One presentation found that a more detailed version of 
the patient global assessment (PGA), which included patient perception 
of disease activity, scored higher than a traditional PGA, with higher 
scores at the longer reference periods (last week and last month).2 
However, assessment of the 2 PGAs showed high agreement in 
baseline scores and changes from baseline to follow-up.2 Importantly, 
results of this study showed that global health status and PGA scores 
had a lower agreement for baseline and changes from baseline to 
follow-up, highlighting that these are not interchangeable.2 These 
results confirm the importance of using multiple patient-reported 
measures to assess how patients are functioning in daily life. 

The increase in telehealth appointments due to the COVID-19 
pandemic has changed the way physicians assess patients with RA. 
PROs may be a helpful tool for remote monitoring of disease status 
in patients with RA. One poster presented at ACR showed a high 
association in patient single-item ratings of pain, function, and fatigue 
with validated PROs, as well as high association between patient-

reported disease activity and physician-assessed disease activity.3 
These results highlight the usefulness of PROs in the telehealth setting 
when physician assessments are not possible.

Predictors of HRQOL
As a rheumatologist, I think we should not only focus on treatments 
that manage or wipe out the disease for our patients but also identify 
ways in which to improve HRQOL. One way to accomplish this is by 
identifying predictors of HRQOL and factors that may influence changes 
in HRQOL in patients with RA. One poster at ACR 2021 found that 
disease activity, physical function, alcohol consumption, depression, 
and age were significant predictors of both future HRQOL and changes 
in HRQOL, while smoking was a significant predictor of only change in 
HRQOL.4 Another poster showed that early treatment response was an 
important factor of long-term self-efficacy, or a  
patient’s belief in their ability to control the disease, 
mostly through improvements in PROs in patients 
with RA.5 The use of these predictors could help 
identify patients with RA who may be at risk of 
lower QOL, allowing early intervention for self-
management techniques that may improve HRQOL 
in the future.

Use of PROs in Clinical Trials
PROs are valuable tools in evaluating the 
effectiveness of treatments and guiding which 
treatments may be the best for patients. One 
poster at ACR investigating direct and indirect 
relations between different PRO scores in a RA 
clinical trial reported 3 distinct groups of PROs 
consisting of social support list scores, Utrecht 
coping list scores, and all other PROs.6 The findings 

suggest that coping and social 
support constructs are distinct from 
other PROs related to mental and  
physical health.6 Additionally, 
another poster evaluating the 
change in PROs after therapy 
withdrawal in patients in remission 
found that patients with worsening 
of disease activity had worse PRO scores and reported greater 
severity of joint pain than patients who remained in remission.7 The 
study also found that patients with disease worsening who received 
rescue therapy had an improvement in PROs, but to a lesser extent 
than those remaining in remission, highlighting the need for early 
intervention when patients with RA experience disease worsening 
after initial remission.7 

PROs are becoming more commonly assessed in clinical 
trials, as evidenced by presentations at ACR 2021 reporting 
PRO data from clinical trials in patients with RA.8-11 Data 
from multiple presentations on JAK inhibitors, for example, 
reported assessments of Health Activity Questionnaire 
Disease Index, PGA, depression, and anxiety scores.8-10 An 
additional presentation assessing the correlation between 
PROs in 3 JAK inhibitor clinical trials found that across 
all 3 trials, pain was strongly correlated with PGA.11 These 
findings highlight the importance of using multiple PROs 
when assessing treatments in clinical trials or real-word 
clinical practice.

ASSESSMENT OF PATIENT PERSPECTIVES IN RA:  

EMERGING ROLES AND IMPACT

Learnings From the ACR 2021 Congress

Professor Hector Corominas 
Universitari de Sant Pau &  

Hospital Dos de Maig, Spain

    Select Factors 
Affecting HRQOL4

RA-related 
• Disease activity 
• Physical function
Comorbidities 
• Depression 
• Number of comordities
General 
• Age
Lifestyle 
• Alcohol consumption

ACR, American College of Rheumatology; HRQOL, health-related quality of life; JAK, Janus kinase inhibitor; PGA, patient global assessment; PRO, patient-reported outcome; QOL, quality of life; RA, rheumatoid arthritis. 
1. Fraenkel L, et al. Arthr Care Res. 2021;73:924-939. 2. Studenic P, et al. ACR 2021. Abstract 0757. 3. Katz P, et al. ACR 2021. Abstract 0746. 4. Hassen N, et al. ACR 2021. Abstract 0585. 5. Doumen M, et al. ACR 2021. Abstract 0795. 6. Verhavert G, et al. ACR 2021. 
Abstract 0759. 7. Bykerk V, et al. ACR 2021. Abstract 1239. 8. Bergman M, et al. ACR 2021. Abstract 1234. 9. Movahedi M, et al. ACR 2021. Abstract 1233. 10. Alten R, et al. ACR 2021. Abstract 1223. 11. Strand V, et al. ACR 2021. Abstract 0741. 

Conclusions
Assessing PROs between and during treatment are important aspects when evaluating treatment options for patients with RA, and I encourage all physicians to incorporate PROs into their treatment strategy. 

Data analyzed are from a longitudinal quality of care study of 168 patients 
with RA. Patients who completed an annual questionnaire in 2015 and 2016 
(i.e. 10 years after the initial survey) were included. HRQOL was measured by 
EQ5D or VAS scores. 

Hassen N, et al. ACR 2021. Abstract 0585.
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Evaluating the best ways to use the patient perspective to assess 
outcomes in RA was a common topic at this year’s ACR congress, with 
several presentations exploring how to optimize the use of PROs, 
identify factors that influence patient quality of life, and report the 
use of PROs in clinical trials. As discussed at ACR 2021, guidelines 
recommend that treatment decisions should include patient and 
rheumatologist input.1 Aspects I’d like to highlight from ACR 2021 are 
(1) how to optimize the use of PRO measurements, (2) predictors of 
HRQOL), and (3) the use of PROs in clinical trials.

Optimizing the Use of PRO Measurements
Using PRO measurements for shared decision-making in the clinical 
setting for RA is relatively new, and there is a need to optimize the use 
of PROs to ensure that patients can better manage the disease and 
improve QOL. One presentation found that a more detailed version of 
the patient global assessment (PGA), which included patient perception 
of disease activity, scored higher than a traditional PGA, with higher 
scores at the longer reference periods (last week and last month).2 
However, assessment of the 2 PGAs showed high agreement in 
baseline scores and changes from baseline to follow-up.2 Importantly, 
results of this study showed that global health status and PGA scores 
had a lower agreement for baseline and changes from baseline to 
follow-up, highlighting that these are not interchangeable.2 These 
results confirm the importance of using multiple patient-reported 
measures to assess how patients are functioning in daily life. 

The increase in telehealth appointments due to the COVID-19 
pandemic has changed the way physicians assess patients with RA. 
PROs may be a helpful tool for remote monitoring of disease status 
in patients with RA. One poster presented at ACR showed a high 
association in patient single-item ratings of pain, function, and fatigue 
with validated PROs, as well as high association between patient-

reported disease activity and physician-assessed disease activity.3 
These results highlight the usefulness of PROs in the telehealth setting 
when physician assessments are not possible.

Predictors of HRQOL
As a rheumatologist, I think we should not only focus on treatments 
that manage or wipe out the disease for our patients but also identify 
ways in which to improve HRQOL. One way to accomplish this is by 
identifying predictors of HRQOL and factors that may influence changes 
in HRQOL in patients with RA. One poster at ACR 2021 found that 
disease activity, physical function, alcohol consumption, depression, 
and age were significant predictors of both future HRQOL and changes 
in HRQOL, while smoking was a significant predictor of only change in 
HRQOL.4 Another poster showed that early treatment response was an 
important factor of long-term self-efficacy, or a  
patient’s belief in their ability to control the disease, 
mostly through improvements in PROs in patients 
with RA.5 The use of these predictors could help 
identify patients with RA who may be at risk of 
lower QOL, allowing early intervention for self-
management techniques that may improve HRQOL 
in the future.

Use of PROs in Clinical Trials
PROs are valuable tools in evaluating the 
effectiveness of treatments and guiding which 
treatments may be the best for patients. One 
poster at ACR investigating direct and indirect 
relations between different PRO scores in a RA 
clinical trial reported 3 distinct groups of PROs 
consisting of social support list scores, Utrecht 
coping list scores, and all other PROs.6 The findings 

suggest that coping and social 
support constructs are distinct from 
other PROs related to mental and  
physical health.6 Additionally, 
another poster evaluating the 
change in PROs after therapy 
withdrawal in patients in remission 
found that patients with worsening 
of disease activity had worse PRO scores and reported greater 
severity of joint pain than patients who remained in remission.7 The 
study also found that patients with disease worsening who received 
rescue therapy had an improvement in PROs, but to a lesser extent 
than those remaining in remission, highlighting the need for early 
intervention when patients with RA experience disease worsening 
after initial remission.7 

PROs are becoming more commonly assessed in clinical 
trials, as evidenced by presentations at ACR 2021 reporting 
PRO data from clinical trials in patients with RA.8-11 Data 
from multiple presentations on JAK inhibitors, for example, 
reported assessments of Health Activity Questionnaire 
Disease Index, PGA, depression, and anxiety scores.8-10 An 
additional presentation assessing the correlation between 
PROs in 3 JAK inhibitor clinical trials found that across 
all 3 trials, pain was strongly correlated with PGA.11 These 
findings highlight the importance of using multiple PROs 
when assessing treatments in clinical trials or real-word 
clinical practice.
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General 
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Lifestyle 
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ACR, American College of Rheumatology; HRQOL, health-related quality of life; JAK, Janus kinase inhibitor; PGA, patient global assessment; PRO, patient-reported outcome; QOL, quality of life; RA, rheumatoid arthritis. 
1. Fraenkel L, et al. Arthr Care Res. 2021;73:924-939. 2. Studenic P, et al. ACR 2021. Abstract 0757. 3. Katz P, et al. ACR 2021. Abstract 0746. 4. Hassen N, et al. ACR 2021. Abstract 0585. 5. Doumen M, et al. ACR 2021. Abstract 0795. 6. Verhavert G, et al. ACR 2021. 
Abstract 0759. 7. Bykerk V, et al. ACR 2021. Abstract 1239. 8. Bergman M, et al. ACR 2021. Abstract 1234. 9. Movahedi M, et al. ACR 2021. Abstract 1233. 10. Alten R, et al. ACR 2021. Abstract 1223. 11. Strand V, et al. ACR 2021. Abstract 0741. 

Conclusions
Assessing PROs between and during treatment are important aspects when evaluating treatment options for patients with RA, and I encourage all physicians to incorporate PROs into their treatment strategy. 

Data are from a post-hoc analysis of 379 patients in the CareRA trial. Patients 
had early RA (<1 year) and were DMARD-naive.

Doumen M, et al. ACR 2021. Abstract 0795.
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Evaluating the best ways to use the patient perspective to assess 
outcomes in RA was a common topic at this year’s ACR congress, with 
several presentations exploring how to optimize the use of PROs, 
identify factors that influence patient quality of life, and report the 
use of PROs in clinical trials. As discussed at ACR 2021, guidelines 
recommend that treatment decisions should include patient and 
rheumatologist input.1 Aspects I’d like to highlight from ACR 2021 are 
(1) how to optimize the use of PRO measurements, (2) predictors of 
HRQOL), and (3) the use of PROs in clinical trials.

Optimizing the Use of PRO Measurements
Using PRO measurements for shared decision-making in the clinical 
setting for RA is relatively new, and there is a need to optimize the use 
of PROs to ensure that patients can better manage the disease and 
improve QOL. One presentation found that a more detailed version of 
the patient global assessment (PGA), which included patient perception 
of disease activity, scored higher than a traditional PGA, with higher 
scores at the longer reference periods (last week and last month).2 
However, assessment of the 2 PGAs showed high agreement in 
baseline scores and changes from baseline to follow-up.2 Importantly, 
results of this study showed that global health status and PGA scores 
had a lower agreement for baseline and changes from baseline to 
follow-up, highlighting that these are not interchangeable.2 These 
results confirm the importance of using multiple patient-reported 
measures to assess how patients are functioning in daily life. 

The increase in telehealth appointments due to the COVID-19 
pandemic has changed the way physicians assess patients with RA. 
PROs may be a helpful tool for remote monitoring of disease status 
in patients with RA. One poster presented at ACR showed a high 
association in patient single-item ratings of pain, function, and fatigue 
with validated PROs, as well as high association between patient-

reported disease activity and physician-assessed disease activity.3 
These results highlight the usefulness of PROs in the telehealth setting 
when physician assessments are not possible.

Predictors of HRQOL
As a rheumatologist, I think we should not only focus on treatments 
that manage or wipe out the disease for our patients but also identify 
ways in which to improve HRQOL. One way to accomplish this is by 
identifying predictors of HRQOL and factors that may influence changes 
in HRQOL in patients with RA. One poster at ACR 2021 found that 
disease activity, physical function, alcohol consumption, depression, 
and age were significant predictors of both future HRQOL and changes 
in HRQOL, while smoking was a significant predictor of only change in 
HRQOL.4 Another poster showed that early treatment response was an 
important factor of long-term self-efficacy, or a  
patient’s belief in their ability to control the disease, 
mostly through improvements in PROs in patients 
with RA.5 The use of these predictors could help 
identify patients with RA who may be at risk of 
lower QOL, allowing early intervention for self-
management techniques that may improve HRQOL 
in the future.

Use of PROs in Clinical Trials
PROs are valuable tools in evaluating the 
effectiveness of treatments and guiding which 
treatments may be the best for patients. One 
poster at ACR investigating direct and indirect 
relations between different PRO scores in a RA 
clinical trial reported 3 distinct groups of PROs 
consisting of social support list scores, Utrecht 
coping list scores, and all other PROs.6 The findings 

suggest that coping and social 
support constructs are distinct from 
other PROs related to mental and  
physical health.6 Additionally, 
another poster evaluating the 
change in PROs after therapy 
withdrawal in patients in remission 
found that patients with worsening 
of disease activity had worse PRO scores and reported greater 
severity of joint pain than patients who remained in remission.7 The 
study also found that patients with disease worsening who received 
rescue therapy had an improvement in PROs, but to a lesser extent 
than those remaining in remission, highlighting the need for early 
intervention when patients with RA experience disease worsening 
after initial remission.7 

PROs are becoming more commonly assessed in clinical 
trials, as evidenced by presentations at ACR 2021 reporting 
PRO data from clinical trials in patients with RA.8-11 Data 
from multiple presentations on JAK inhibitors, for example, 
reported assessments of Health Activity Questionnaire 
Disease Index, PGA, depression, and anxiety scores.8-10 An 
additional presentation assessing the correlation between 
PROs in 3 JAK inhibitor clinical trials found that across 
all 3 trials, pain was strongly correlated with PGA.11 These 
findings highlight the importance of using multiple PROs 
when assessing treatments in clinical trials or real-word 
clinical practice.
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    Select Factors 
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RA-related 
• Disease activity 
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Comorbidities 
• Depression 
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General 
• Age
Lifestyle 
• Alcohol consumption

ACR, American College of Rheumatology; HRQOL, health-related quality of life; JAK, Janus kinase inhibitor; PGA, patient global assessment; PRO, patient-reported outcome; QOL, quality of life; RA, rheumatoid arthritis. 
1. Fraenkel L, et al. Arthr Care Res. 2021;73:924-939. 2. Studenic P, et al. ACR 2021. Abstract 0757. 3. Katz P, et al. ACR 2021. Abstract 0746. 4. Hassen N, et al. ACR 2021. Abstract 0585. 5. Doumen M, et al. ACR 2021. Abstract 0795. 6. Verhavert G, et al. ACR 2021. 
Abstract 0759. 7. Bykerk V, et al. ACR 2021. Abstract 1239. 8. Bergman M, et al. ACR 2021. Abstract 1234. 9. Movahedi M, et al. ACR 2021. Abstract 1233. 10. Alten R, et al. ACR 2021. Abstract 1223. 11. Strand V, et al. ACR 2021. Abstract 0741. 

Conclusions
Assessing PROs between and during treatment are important aspects when evaluating treatment options for patients with RA, and I encourage all physicians to incorporate PROs into their treatment strategy. 

The graphical lasso (GLASSO) method was used to estimate relations 
between PRO scores. Data were from the CareRA trial, where patients were 
asked to fill out multiple PRO assessments at baseline, week 52, and  
week 104. 

Verhavert G, et al. ACR 2021. Abstract 0759.
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Evaluating the best ways to use the patient perspective to assess 
outcomes in RA was a common topic at this year’s ACR congress, with 
several presentations exploring how to optimize the use of PROs, 
identify factors that influence patient quality of life, and report the 
use of PROs in clinical trials. As discussed at ACR 2021, guidelines 
recommend that treatment decisions should include patient and 
rheumatologist input.1 Aspects I’d like to highlight from ACR 2021 are 
(1) how to optimize the use of PRO measurements, (2) predictors of 
HRQOL), and (3) the use of PROs in clinical trials.

Optimizing the Use of PRO Measurements
Using PRO measurements for shared decision-making in the clinical 
setting for RA is relatively new, and there is a need to optimize the use 
of PROs to ensure that patients can better manage the disease and 
improve QOL. One presentation found that a more detailed version of 
the patient global assessment (PGA), which included patient perception 
of disease activity, scored higher than a traditional PGA, with higher 
scores at the longer reference periods (last week and last month).2 
However, assessment of the 2 PGAs showed high agreement in 
baseline scores and changes from baseline to follow-up.2 Importantly, 
results of this study showed that global health status and PGA scores 
had a lower agreement for baseline and changes from baseline to 
follow-up, highlighting that these are not interchangeable.2 These 
results confirm the importance of using multiple patient-reported 
measures to assess how patients are functioning in daily life. 

The increase in telehealth appointments due to the COVID-19 
pandemic has changed the way physicians assess patients with RA. 
PROs may be a helpful tool for remote monitoring of disease status 
in patients with RA. One poster presented at ACR showed a high 
association in patient single-item ratings of pain, function, and fatigue 
with validated PROs, as well as high association between patient-

reported disease activity and physician-assessed disease activity.3 
These results highlight the usefulness of PROs in the telehealth setting 
when physician assessments are not possible.

Predictors of HRQOL
As a rheumatologist, I think we should not only focus on treatments 
that manage or wipe out the disease for our patients but also identify 
ways in which to improve HRQOL. One way to accomplish this is by 
identifying predictors of HRQOL and factors that may influence changes 
in HRQOL in patients with RA. One poster at ACR 2021 found that 
disease activity, physical function, alcohol consumption, depression, 
and age were significant predictors of both future HRQOL and changes 
in HRQOL, while smoking was a significant predictor of only change in 
HRQOL.4 Another poster showed that early treatment response was an 
important factor of long-term self-efficacy, or a  
patient’s belief in their ability to control the disease, 
mostly through improvements in PROs in patients 
with RA.5 The use of these predictors could help 
identify patients with RA who may be at risk of 
lower QOL, allowing early intervention for self-
management techniques that may improve HRQOL 
in the future.

Use of PROs in Clinical Trials
PROs are valuable tools in evaluating the 
effectiveness of treatments and guiding which 
treatments may be the best for patients. One 
poster at ACR investigating direct and indirect 
relations between different PRO scores in a RA 
clinical trial reported 3 distinct groups of PROs 
consisting of social support list scores, Utrecht 
coping list scores, and all other PROs.6 The findings 

suggest that coping and social 
support constructs are distinct from 
other PROs related to mental and  
physical health.6 Additionally, 
another poster evaluating the 
change in PROs after therapy 
withdrawal in patients in remission 
found that patients with worsening 
of disease activity had worse PRO scores and reported greater 
severity of joint pain than patients who remained in remission.7 The 
study also found that patients with disease worsening who received 
rescue therapy had an improvement in PROs, but to a lesser extent 
than those remaining in remission, highlighting the need for early 
intervention when patients with RA experience disease worsening 
after initial remission.7 

PROs are becoming more commonly assessed in clinical 
trials, as evidenced by presentations at ACR 2021 reporting 
PRO data from clinical trials in patients with RA.8-11 Data 
from multiple presentations on JAK inhibitors, for example, 
reported assessments of Health Activity Questionnaire 
Disease Index, PGA, depression, and anxiety scores.8-10 An 
additional presentation assessing the correlation between 
PROs in 3 JAK inhibitor clinical trials found that across 
all 3 trials, pain was strongly correlated with PGA.11 These 
findings highlight the importance of using multiple PROs 
when assessing treatments in clinical trials or real-word 
clinical practice.
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1. Fraenkel L, et al. Arthr Care Res. 2021;73:924-939. 2. Studenic P, et al. ACR 2021. Abstract 0757. 3. Katz P, et al. ACR 2021. Abstract 0746. 4. Hassen N, et al. ACR 2021. Abstract 0585. 5. Doumen M, et al. ACR 2021. Abstract 0795. 6. Verhavert G, et al. ACR 2021. 
Abstract 0759. 7. Bykerk V, et al. ACR 2021. Abstract 1239. 8. Bergman M, et al. ACR 2021. Abstract 1234. 9. Movahedi M, et al. ACR 2021. Abstract 1233. 10. Alten R, et al. ACR 2021. Abstract 1223. 11. Strand V, et al. ACR 2021. Abstract 0741. 

Conclusions
Assessing PROs between and during treatment are important aspects when evaluating treatment options for patients with RA, and I encourage all physicians to incorporate PROs into their treatment strategy. 

Data are from a phase 3, multicenter, randomized study in 253 patients with 
RA receiving csDMARD + TNF inhibitor therapy. Patients were in remission 
at trial initiation and were randomized to a medication withdrawal regimen. 
PROs were assessed after 6 months of treatment. 

Bykerk V, et al. ACR 2021. Abstract 1239.
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recommend that treatment decisions should include patient and 
rheumatologist input.1 Aspects I’d like to highlight from ACR 2021 are 
(1) how to optimize the use of PRO measurements, (2) predictors of 
HRQOL), and (3) the use of PROs in clinical trials.

Optimizing the Use of PRO Measurements
Using PRO measurements for shared decision-making in the clinical 
setting for RA is relatively new, and there is a need to optimize the use 
of PROs to ensure that patients can better manage the disease and 
improve QOL. One presentation found that a more detailed version of 
the patient global assessment (PGA), which included patient perception 
of disease activity, scored higher than a traditional PGA, with higher 
scores at the longer reference periods (last week and last month).2 
However, assessment of the 2 PGAs showed high agreement in 
baseline scores and changes from baseline to follow-up.2 Importantly, 
results of this study showed that global health status and PGA scores 
had a lower agreement for baseline and changes from baseline to 
follow-up, highlighting that these are not interchangeable.2 These 
results confirm the importance of using multiple patient-reported 
measures to assess how patients are functioning in daily life. 

The increase in telehealth appointments due to the COVID-19 
pandemic has changed the way physicians assess patients with RA. 
PROs may be a helpful tool for remote monitoring of disease status 
in patients with RA. One poster presented at ACR showed a high 
association in patient single-item ratings of pain, function, and fatigue 
with validated PROs, as well as high association between patient-

reported disease activity and physician-assessed disease activity.3 
These results highlight the usefulness of PROs in the telehealth setting 
when physician assessments are not possible.

Predictors of HRQOL
As a rheumatologist, I think we should not only focus on treatments 
that manage or wipe out the disease for our patients but also identify 
ways in which to improve HRQOL. One way to accomplish this is by 
identifying predictors of HRQOL and factors that may influence changes 
in HRQOL in patients with RA. One poster at ACR 2021 found that 
disease activity, physical function, alcohol consumption, depression, 
and age were significant predictors of both future HRQOL and changes 
in HRQOL, while smoking was a significant predictor of only change in 
HRQOL.4 Another poster showed that early treatment response was an 
important factor of long-term self-efficacy, or a  
patient’s belief in their ability to control the disease, 
mostly through improvements in PROs in patients 
with RA.5 The use of these predictors could help 
identify patients with RA who may be at risk of 
lower QOL, allowing early intervention for self-
management techniques that may improve HRQOL 
in the future.

Use of PROs in Clinical Trials
PROs are valuable tools in evaluating the 
effectiveness of treatments and guiding which 
treatments may be the best for patients. One 
poster at ACR investigating direct and indirect 
relations between different PRO scores in a RA 
clinical trial reported 3 distinct groups of PROs 
consisting of social support list scores, Utrecht 
coping list scores, and all other PROs.6 The findings 

suggest that coping and social 
support constructs are distinct from 
other PROs related to mental and  
physical health.6 Additionally, 
another poster evaluating the 
change in PROs after therapy 
withdrawal in patients in remission 
found that patients with worsening 
of disease activity had worse PRO scores and reported greater 
severity of joint pain than patients who remained in remission.7 The 
study also found that patients with disease worsening who received 
rescue therapy had an improvement in PROs, but to a lesser extent 
than those remaining in remission, highlighting the need for early 
intervention when patients with RA experience disease worsening 
after initial remission.7 

PROs are becoming more commonly assessed in clinical 
trials, as evidenced by presentations at ACR 2021 reporting 
PRO data from clinical trials in patients with RA.8-11 Data 
from multiple presentations on JAK inhibitors, for example, 
reported assessments of Health Activity Questionnaire 
Disease Index, PGA, depression, and anxiety scores.8-10 An 
additional presentation assessing the correlation between 
PROs in 3 JAK inhibitor clinical trials found that across 
all 3 trials, pain was strongly correlated with PGA.11 These 
findings highlight the importance of using multiple PROs 
when assessing treatments in clinical trials or real-word 
clinical practice.
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ACR, American College of Rheumatology; HRQOL, health-related quality of life; JAK, Janus kinase inhibitor; PGA, patient global assessment; PRO, patient-reported outcome; QOL, quality of life; RA, rheumatoid arthritis. 
1. Fraenkel L, et al. Arthr Care Res. 2021;73:924-939. 2. Studenic P, et al. ACR 2021. Abstract 0757. 3. Katz P, et al. ACR 2021. Abstract 0746. 4. Hassen N, et al. ACR 2021. Abstract 0585. 5. Doumen M, et al. ACR 2021. Abstract 0795. 6. Verhavert G, et al. ACR 2021. 
Abstract 0759. 7. Bykerk V, et al. ACR 2021. Abstract 1239. 8. Bergman M, et al. ACR 2021. Abstract 1234. 9. Movahedi M, et al. ACR 2021. Abstract 1233. 10. Alten R, et al. ACR 2021. Abstract 1223. 11. Strand V, et al. ACR 2021. Abstract 0741. 

Conclusions
Assessing PROs between and during treatment are important aspects when evaluating treatment options for patients with RA, and I encourage all physicians to incorporate PROs into their treatment strategy. 

The trials were in 3 different patient populations: 1) DMARD-naive (RA-
BEGIN; NCT01711359); 2) csDMARD-IR (RA-BEAM; NCT01710358); 3) TNF 
inhibitor-IR (RA-BEACON; NCT01721044). JAK inhibitors are currently 
indicated for adult patients with RA who have inadequate response to, or 
who are intolerant of, ≥1 DMARD.

Strand V, et al. ACR 2021. Abstract 0741.
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