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Editor’s Message 
As you’ll notice in this edition of the newsletter, more and more online tools are 

continuing to be made available for people with arthritis. This includes the arthritis 

symptom checker from The Arthritis Society for people without a diagnosis who are 

looking for initial guidance, and the symptom assessors from RheumInfo to assist 

patients with RA, JIA, AS or PsA to assess current disease activity. And for patients with 

arthritis and comorbid mental health concerns, MindHealth BC is a combined screening 

tool and a repository of a variety of mental health resources. This issue also reports on the 

work of the OMERACT Flares group that may lead to other tools for patients with RA to 

identify when they’re experiencing a flare of their disease. There is also an article on 

MPAP’s stepped care/triage pilot project at the Vancouver Arthritis Clinic, as well as 

what’s currently happening at Lions Gate Hospital’s arthritis and OASIS programs. As 

always, please keep in touch – Paul.Adam@vch.ca  

 

ACE Clinical Exchange – Survey says… 

Thirty-seven ACE and MPAP staff members recently completed a short survey on the 

ACE Clinical Exchange that sought to determine whether people thought that changes 

should be made to how the Clinical Exchange currently is run, and if so, what those 

suggested changes might be. 

 

On a very positive note, over 80% of survey respondents requested that we either keep 

the Clinical Exchange as is (54.1%) or keep the Clinical Exchange, but with 

improvements (29.7%). A small percentage of respondents (16.2%) thought that the 

Clinical Exchange should be discontinued. 

 

While not all suggested changes were feasible, those that were and what we intend to do 

are as follows: 

• Give lots of lead time regarding upcoming ACE Clinical Exchange dates and 

times – henceforth, each October we will send an email with the dates and times 

of the following year’s sessions. A month before that session a second email will 

be sent with additional information, such as the topic title, presenter, and the 

journal article. Finally, a last reminder will be sent out 1 – 2 weeks before the 

session. 

• It can be challenging at times discerning the key take home messages – a new 

presenter’s guide has been developed that asks presenters to take a few minutes at 

the end of the session to summarize the key take home messages. 

• Spend more time on practical discussion and less on reviewing study details – if 

relevant, we are now asking presenters to prepare a short case study to help in 

making theoretical details more concrete. 



• Support/encourage people from other locations to contribute / suggest topics – if 

any ACE or MPAP staff member would like to facilitate a Clinical Exchange 

session, we would be available to help make this happen. Please contact Paul 

Adam (Paul.Adam@vch.ca) if you’re interested in presenting a topic. 

• Have the exchanges made into minutes so that non-attendees can have a record – 

presenters will be asked henceforth to write a short summary of the session to 

include in the next issue of the ACE Clinical Link Newsletter. Below is a 

summary of the ACE Clinical Exchange session that occurred on May 11
th

. 

 

Stepped Care Approach to Managing Hip or Knee Osteoarthritis 
Our discussion built on a Dutch observational study (Smink AJ et al. 2014) in which 313 

patients with hip or knee osteoarthritis were followed over a 2-year period to determine 

their use of healthcare resources and guideline recommendations after implementation of 

a multidisciplinary, patient-centered ‘stepped care strategy’ called “Beating 

osteoArthritis”. In this approach, all patients received Step 1 care from general 

practitioners (e.g., history and physical exam, setting mutual goals, education and 

lifestyle advice) and only those who had “unsatisfactory results” went on to receive Step 

2 modalities (e.g., radiologic assessment, exercise therapy, dietary therapy, NSAIDs) and 

similarly to Step 3 (e.g., specialist consultation, multidisciplinary care).  After 2 years, 

the most frequently used modalities were Step 1 interventions: education (82%), 

acetaminophen (83%), and lifestyle advice (73%); and Step 2 interventions: exercise 

therapy (63%) and NSAIDS (54%). Factors that influenced the use of these modalities 

included being female, being an active coper and using a standard patient education 

booklet.  

 

In the Mary Pack Arthritis Program, we have been conducting a pilot project of a 

triage/stepped-care approach for patients on our waiting list. More than 100 patients 

(Nov. 2015 – Mar. 2016) were triaged by one of our PTs, Karen Tsui, in a single 90-

minute session during which she took a brief history, performed a limited physical exam, 

established the patient’s treatment goals and developed an action plan. The patient was 

then directed towards the appropriate care “step” by being advised to participate in group 

patient education sessions and being physically active in community-based settings (Step 

1), through referral to in-house education and group exercise programs in pool or gym 

(Step 2) or remaining on wait list or being “fast tracked” to 1:1 PT (and if appropriate, 

multidisciplinary care) (Step 3). Results to date suggest that about 1/3 of patients did well 

and were satisfied with Step 1 care followed by a telephone follow-up call 2 months later. 

A similar proportion continued on to 1:1 PT care.  The remaining portion wished for 

additional phone call follow-up at a later date, or 1 or 2 additional sessions with the triage 

therapist.  As this pilot project was partially undertaken to address our lengthy wait times, 

we were pleased to see reductions in wait times from 6 to 2.5 months in our priority 2 

(semi-urgent) patients. Other outcomes showed mixed results, however overall patient 

satisfaction was high (average 8.6/10). 

 

Great discussion followed about other organizations who have tried similar stepped care 

approaches, challenges of selecting the most appropriate outcome measures, and need for 

a “package” of online materials/resources that could be used as a Step 1 intervention for 



one or more types of arthritis. 

 

Marie Westby, PT, PhD 

PT Teaching Supervisor 

 

Current Thinking on Risk Factors for RA 

A February 2016 issue of The Rheumatologist nicely summarized current thinking on the 

environmental factors that are thought to play a role in triggering rheumatoid arthritis 

(RA) in patients who are susceptible, or conversely may play a role in protecting a person 

from disease onset. 

 

It is thought that genetic factors account for approximately 50% of the susceptibility to 

develop RA. To date, over 108 RA risk loci have been identified, but no combination of 

genetic factors is sufficient to develop RA, and hence the role of environmental triggers 

in moving from potentiality to actuality. Genetic factors may also play a role in time of 

onset in that the more susceptibility genes someone may have, the earlier in life that 

person is likely to develop RA. 

 

Smoking is one of the most important environmental triggers for RA with strong 

evidence that autoimmunity in patients with RA often begins in the lung’s mucosal 

lining. Male smokers thus have a five-fold risk of developing RA, whereas women who 

smoke have an increased but less significant risk. For both genders there is likely no 

increased risk from smoking until a person reaches 10 pack-years, at which time risk 

increases progressively thereafter. For the same reasons, second hand smoke can also be 

problematic for people who live with smokers. Exposure to inhalable crystalline silica in 

sand, rock or soil can also increase the risk for developing RA. Obesity is another known 

risk factor for developing RA, as adipocytes are known to produce adipokines, cytokines, 

chemokines and other pro-inflammatory proteins and hormones. 

 

One likely protective agent for women is oral contraceptives. This came out of the Royal 

College of General Practitioners Oral Contraception Study on data from 46,112 women 

over 39 years. Specifically, it was shown that women who took oral contraceptives were 

less than half as likely to develop RA, than women who did not use the pill. 

 

Assessment and Management of Rheumatic Diseases: A Skills 

Workshop 

Another successful workshop was held in Vancouver in mid-April with attendees from 

throughout British Columbia, the Yukon, Alberta and Quebec. I’d like to welcome the 

following new Arthritis Continuing Education (ACE) members. 



 
 
Back row (L to R): Kristy McLeod, Lisa Calfa, Cathy Le, Rebecca Harrison, Johanne Dion, Leigh-Anne 

Chutter, Casandra Mitchell, Gwen Ellert. 

Front Row (L to R): Saqjinder Virk, Connie Chan, Aivee Li, Julie Gonzalez, Gina Gaspard, Gaylene 

Vickery 

 

 

PT ACE participants 2016 

 

 
 
Back row (L to R): Josee Deslandes, Sandy Logan, Charla Gaudet, Gabriel Burgos, Joy Kirkwood 

Front row (L to R):  Lina Englund, Kate Young, Jean-Francois Lalande, Melanie Soer, Cindy Flower 



 

OT ACE participants 2016 

 

 
 
L to R: Claire Parker, Verneeta Moore, Edin Lin, Tara Young 

 

New Online Mental Health Resource 
MindHealth BC is a website that has two primary components. The first is a screening 

tool that doesn’t claim to give a diagnosis, but does point to whether a person is being 

challenged by depression, anxiety or another mental health related issue. Based on how 

the individual answers the questions, the website then recommends a set of online or in-

person resources. And as alcohol or substance abuse problems often co-exist with the 

challenges of mental health, the site also contains resources in those areas. The person 

can then print their screening results to take in to their next visit with their doctor.  

The website is a collaborative effort of physicians, patients, and others at VCH, 

Providence Health, and Shared Care BC, to name a few. The resources on the website 

range from those for anxiety and depression, to eating disorders, schizophrenia, bipolar 

disease, and more. People with arthritis may find the resources related to depression, 

anger, and sleep problems to be of most benefit. Online resources are varied and include 

but are not limited to information sheets and videos, information on how to connect to an 

in-person or online support groups or self-help programs, interactive workbooks or 

toolkits, and online mental health management courses. The development team vetted all 

resources.  

 

There is also a place on the site for health care professionals to search for resources, as 

well as providing an explanation of the validated questionnaires, e.g., the PHQ-9, the 

modified FAST Alcohol and Substance Use screening tool, etc., that make up the user 

screening quiz. 

 



An ACE Member with a Question about Antisynthetase Syndrome  
Q: I think antisynthetase syndrome falls under arthritic conditions. Should I do a joint 

count for this condition? Do you have any advice on how to treat antisynthetase 

syndrome, seems like a pretty rare condition… Or do I just follow the same guidelines as 

RA like giving local rest to the inflamed muscles? 

My client is really weak and in lots of pain. I was wondering if she would be a good 

candidate for your 3-week day program. 

 

A: Antisynthetase syndrome is indeed a rheumatic disease but you would not do the joint 

count, as it is not primarily a peripheral joint disease and more of an inflammatory 

muscle disease.  I would take a myositis approach to treatment. I’ve included a link 

below. She may be a candidate for the intensive day program.  

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4133148/  

 

The Mary Pack Arthritis Program provides treatment to patients from BC or the Yukon. 

The Outpatient Day Program (OPDP) requires a rheumatologist referral. The criteria for 

the program are any patient with a primary inflammatory arthritis condition who requires 

treatment from 3 or more disciplines (PT, OT, Nursing, and Social Work). OPDP also has 

the involvement of a rheumatologist. Patients who are seen on OPDP are required to pay 

for their own accommodation. This may include subsidized accommodation at a place 

like Easter Seal House or Heather House. If funding is an issue, the social worker on this 

program could help the patient to find reasonably priced accommodation. 

 

If food and accommodation costs would prevent the person from attending treatment OR 

if getting back and forth to treatment is too much for the patient another alternative is the 

arthritis inpatient program at GF Strong. As with OPDP, the inpatient program also 

requires a rheumatologist referral. I’ve pasted a link to their information - 

http://www.vch.ca/locations-and-services/find-health-services/?program_id=348 – as you 

can see, their eligibility criteria include: 1) 16 or older, 2) diagnosis of inflammatory 

arthritis, 3) medically stable and 4) clear rehabilitation goals. 

 

Yoga and Arthritis 
As part of our annual PT-OT staff education day, 

physiotherapist Cindy Flower led an interactive session to 

help us see how yoga principles and postures can be 

applied and modified for our clients with arthritis. Several 

systematic reviews have examined the benefits and safety 

of different forms of yoga on persons with arthritis and 

show small to moderate improvements in pain, disease 

activity and self-reported function. From a 

biopsychosocial perspective, yoga can lead to 

improvements in energy, stress, self-awareness, digestion, 

sleep and immune function.  

 



Cindy is now preparing a list of resources and suggestions for yoga therapy instructors in 

various communities across BC. This resource will be posted on the Mary Pack Arthritis 

Program website in the next few months www.mpap.vch.ca   

 

Namaste!  

 

Greetings from the North Shore  
We want to thank MPAP for inviting the Lions Gate Hospital OASIS and Arthritis 

programs to the annual education and PT/OT days. We enjoyed the opportunity to meet 

others in the arthritis community and to attend the informative lectures.   Here is an 

update on who we are and what we have been doing over the last while on the North 

Shore.   

 

For those who have not yet met us, outpatient arthritis services at Lions Gate Hospital 

include the OASIS program (Carla Wiebe- PT and Alison Roberts -OT), the Arthritis 

program (Nina Sharpe, PT; Lauren Karst, PT-LOA and Janet Pursell, OT), and the Joint 

Replacement Access Clinic (Fiona Wright-PT).  As Lauren Karst has been off travelling, 

we have had the pleasure of working alongside Lina Englund for the last 3 months.  

Further ongoing temporary PT coverage will be obtained until Lauren returns in 

September.  
 

 
Left to right: Alison Roberts OT, Nina Sharpe PT, Fiona Wright PT, Carla Wiebe PT and Janet 

Pursell OT 

 



We are working to coordinate our programs to meet the needs of our OA clients by 

minimizing duplication and by defining assessment, treatment and education needs of 

each client. Clients have access to both the OASIS and Arthritis Program education 

series.  OASIS has been operating a travel clinic to Powell River for the past 6 years.  We 

are currently collaborating with the Arthritis Program to partner and offer travel clinics to 

the Sunshine Coast to improve access to arthritis services. Clients ready for Joint 

Replacement are picked up by the Joint Replacement Access Clinic (JRAC) for Surgical 

Optimization. Since OASIS moved to LGH, JRAC and OASIS have been able to discuss 

clients being referred to both programs to avoid duplication. 

 

In September we will be presenting a brief description of our programs to North Shore 

physicians as part of the Practice Support Program for Musculoskeletal Conditions.   

 

We would love to hear updates from each region to keep connected! 

 

The Arthritis Society – Arthritis Symptom Checker 
This interactive tool asks users who are experiencing joint pain a set of simple questions 

about their symptoms. It then allows users to create a pdf document that they can take to 

their physician to facilitate a discussion of their symptoms and aid in obtaining a 

diagnosis. And while noting that The Arthritis Symptom Checker should not be used for 

diagnosing or treating a health problem, the tool does suggest a common arthritis type or 

types that the user may want to be aware of based on the answers that have been provided.  

 

Canadian Obesity Network Launches the Obesity Knowledge Transfer 

Series 
The Obesity Knowledge Transfer Series is a set of resources and best practices for the 

effective management of obesity arranged according to the 5A’s: Ask, Assess, Advise, 

Agree, and Assist. These resources and best practices are freely available by registering 

at the MD Briefcase website. This website is available for all healthcare professionals, 

and not just physicians. 

 

New App Helps Patients with Chronic Pain Safely Monitor Opioid Use 
The My Opioid Manager (MyOM) app was developed at Toronto Rehab, which is part of 

the University Health Network. The app helps patients with chronic, non-cancer pain, 

such as osteoarthritis and low back pain, understand uses of opioids and the side effects 

and risks; track their pain and opioid use; and easily share information about their chronic 

pain with their healthcare team. MyOM is interactive, allowing patients to create pain 

diaries, use body maps to visualize and indicate pain intensity, and measure changes in 

their pain through questionnaires. As with many such apps, MyOM can help empower 

patients to engage in decision-making with their healthcare team. MyOM is a free 

smartphone app available through the iTunes Store and Google Play for iOS (iPhone and 

iPad) and Android devices. It also comes with a free iBook – an educational and 

informational resource to help patients understand and manage their pain with opioid use. 

The apps and iBook can be downloaded at http://www.opioidmanager.com/apps.html  

 



Metric for Identifying and Qualifying Flares in RA has Potential to 

Enhance Patient Empowerment 
The Arthritis Health Journal (AHJ) is an online tool that, amongst other functions, helps 

people with RA to self-assess disease activity. Our experience in piloting this tool 

illustrated that even patients with long-standing disease may at times be unaware that 

they have uncontrolled disease. Tuning out pain can be beneficial at times and in the 

short-term, but becomes dysfunctional when it means ignoring the fact that one is 

experiencing a significant flare. The AHJ measures disease activity using the RAPID-3, 

but this entails using an algorithm that calculates a disease activity score based on the 

user indicating on a homunculus where and how much pain is being experienced, as well 

as completing a functional assessment. Without a tool like the AHJ, calculating a disease 

activity score is not something that most people with RA could easily do. 

 

An Outcome Measures in Rheumatology (OMERACT) Flares in RA workgroup is in the 

process of a 2-stage process to first define and reach consensus between patients and 

providers on what is meant by a flare representing an increase in inflammatory RA 

disease activity, and then identify a way to measure it. As flares have been shown to be 

associated with damage it’s important for people living with RA to know when they’re 

happening. Flares can occur for many reasons, including when patients attempt to lower 

or discontinue medications or when current medications start to lose efficacy. A 

December 2015 article in The Rheumatologist that describes the activities being 

conducted by this OMERACT workgroup, stated that a Canadian study has shown that 

approximately 70% of the time there is agreement between doctors and their patients that 

a flare is occurring. However, in 15% of cases patients think they are experiencing a flare 

when they are not and in 15% the doctor says the patient is experiencing a flare when 

they are not. 

 

The OMERACT Flares in RA workgroup has identified five common core domains for 

the measurement of flares: pain, physical function, fatigue, participation in activities, and 

stiffness. Using these domains, the workgroup has developed a questionnaire that they’re 

now using to collect data on patients who experience flares to understand the range of 

each domain (e.g., how much pain, how great the fatigue). Results of the final version of 

the flare measure will be presented at the May 2016 OMERACT meeting, at which time 

it may or may not be ratified by OMERACT attendees. This suggests that we may soon 

have a validated and reliable self-report measure that patients can use in their homes or 

clinicians can use in their practices to better determine if RA patients are in a flare, and if 

so, to what degree. 

 

RheumInfo Symptom Assessor 
RheumInfo has developed four symptom assessor tools to help improve the care of 

people with Rheumatoid Arthritis (RA), Psoriatic Arthritis (PsA), Ankylosing Spondylitis 

(AS) and Juvenile Idiopathic Arthritis (JIA). These tools allow patients to calculate 

current disease activity scores, as well as keep and maintain an inventory of medications 

and dosages. The tools also allow patients to print a copy of their report to take to their 

next visit with a rheumatologist. Patients who register for an account will be able to save 

inputted data from one visit to the next. 



• RA Symptom Assessor 

• PsA Symptom Assessor 

• AS Symptom Assessor 

• JIA Symptom Assessor 

 

2015 American College of Rheumatology Guideline for the Treatment of 

Rheumatoid Arthritis 
With the advent of new therapies, the accrual of evidence, and advancement in guideline 

development methodologies, a decision was made to update the prior 2012 Guideline for 

Rheumatoid Arthritis (RA) Management. The 2015 guideline only addresses topics 

related to the treatment of RA. It does not address topics about diagnosis, monitoring of 

disease activity, surgical interventions, or physical therapy interventions. Systematic 

reviews were carried out to synthesize the evidence for the benefits and harms of various 

treatment options. The Grading of Recommendations Assessment, Development and 

Evaluation (GRADE) methodology was used to rate the quality of evidence. A systematic 

search of the literature identified relevant evidence from January 1, 2009 to March 3, 

2014 for treatment modalities covered by past ACR RA guidelines and from inception to 

March 3, 2014 for treatment modalities that were not previously covered. A group 

consensus approach was used to grade the strength of recommendations as being either 

strong or conditional. Strong recommendations were those that clinicians were certain 

that the benefits of an intervention far outweighed the harms. A conditional 

recommendation reflects uncertainty over the balance of benefits and harms and/or 

significant variability in patient values and preferences. Patients were involved in the 

guideline development process. 

 

Implications of strong and conditional GRADE methodology recommendations 

 

 

 

Strong Recommendation 

 

Conditional Recommendation 

 

Patients 

 

Most people in your situation 

would want the recommended 

course of action and only a small 

portion would not 

The majority of people in your 

situation would want the 

recommended course of action, 

but many would not* 

Clinicians 

 

Most patients should receive the 

recommended course of action 

Be prepared to help patients to 

make a decision that is consistent 

with their own values 

Policy 

makers 

 

The recommendation can be 

adopted as a policy in most 

situations 

There is a need for substantial 

debate and involvement of 

stakeholders 

*Majority means >50% of people 

 

 

 

 

 

 



Recommendations for patients with symptomatic Early RA Level of 

Evidence 

1. Regardless of disease activity, use a treat-to-target strategy rather than 

a non-targeted approach. 

 

Low 

2. If the disease activity is low, in patients who have never taken a 

DMARD: 

• Use DMARD monotherapy (MTX preferred) over double therapy. 

• Use DMARD monotherapy (MTX preferred) over triple therapy. 

 

 

Low 

Low 

3. If the disease activity is moderate or high, in patients who have never 

taken a DMARD: 

• Use DMARD monotherapy over double therapy. 

• Use DMARD monotherapy over triple therapy. 

 

 

Moderate 

High 

4. If disease activity remains moderate or high despite DMARD 

monotherapy (with or without glucocorticoids), use combination 

DMARDs or a TNFi or a non-TNF biologic (all choices with or without 

MTX, in no particular order of preference) rather than continuing 

DMARD monotherapy alone. 

 

 

Low 

5. If disease activity remains moderate or high despite DMARDs: 

• Use a TNFi monotherapy over tofacitinib monotherapy. 

• Use a TNFi + MTX over tofacitinib + MTX. 

 

Low 

Low 

6. If disease activity remains moderate or high despite DMARD or 

biologic therapies, add low-dose glucocorticoids. 

Moderate 

Low 

7. If disease flares, add short-term glucocorticoids at the lowest possible 

dose and for the shortest possible duration. 

 

Very low 

 

 

Recommendations for patients with Established RA Level of 

Evidence 

1. Regardless of disease activity level, use a treat-to-target strategy 

rather than a non-targeted approach. 
 

Moderate 

2. If the disease activity is low, in patients who have never taken a 

DMARD, use DMARD monotherapy (MTX preferred) over a TNFi. 

 

Low 

3. If the disease activity is moderate or high in patients who have never 

taken a DMARD: 

• Use DMARD monotherapy (MTX preferred) over tofacitinib. 

• Use DMARD monotherapy (MTX preferred) over combination 

DMARD therapy. 

 

 

High 

 

Moderate 

4. If disease activity remains moderate or high despite DMARD 

monotherapy, use combination traditional DMARDs or add a TNFi or a 

non-TNF biologic or tofacitinib (all choices with or without MTX, in no 

particular order of preference), rather than continuing DMARD 

monotherapy alone. 

 

 

 

Moderate to 

Very low 

5. If disease activity remains moderate or high despite TNFi therapy in 

patients who are currently not on DMARDs, add one or two DMARDs 

to TNFi therapy rather than continuing TNFi therapy alone. 

 

 

High 



6. If disease activity remains moderate or high despite use of a single 

TNFi: 

• Use a non-TNF biologic, with or without MTX, over another TNFi 

with or without MTX. 

• Use a non-TNF biologic, with or without MTX, over tofacitinib, with 

or without MTX. 

 

 

Low to Very 

low 

 

Very low 

7. If disease activity remains moderate or high despite use of a single 

non-TNF biologic, use another non-TNF biologic, with or without MTX, 

over tofacitinib, with or without MTX. 

 

 

Very low 

8. If disease activity remains moderate or high despite use of multiple 

(2+) sequential TNFi therapies, first use a non-TNF biologic, with or 

without MTX, over another TNFi or tofacitinib (with or without MTX). 

 

 

Very low 

9. If the disease activity still remains moderate or high despite the use of 

multiple TNFi therapies, use tofacitinib, with or without MTX, over 

another TNFi, with or without MTX, if use of a non-TNF biologic is not 

an option. 

 

 

 

Low 

10. If disease activity remains moderate or high despite use of at least 

one TNFi and at least one non-TNF biologic: 

• First use another non-TNF biologic, with or without MTX, over 

tofacitinib. 

• If disease activity remains moderate or high, use tofacitinib, with or 

without MTX, over another TNFi. 

 

 

 

Very low 

 

Very low 

11. If disease activity remains moderate or high despite use of DMARD, 

TNFi, or non-TNF biologic therapy, add short-term, low dose 

corticosteroid therapy. 

 

High to 

Moderate 

12. If disease flares in patients on DMARD, TNFi, or non-TNF biologic 

therapy, add short-term glucocorticoids at the lowest possible dose and 

the shortest possible duration. 

 

 

Very low 

13. If the patient is in remission: 

• Taper DMARD therapy. 

• Taper TNFi, non-TNF biologic, or tofacitinib. 

 

Low 

Moderate to 

Very low 

14. If disease activity is low: 

• Continue DMARD therapy. 

• Continue TNFi, non-TNF biologic, or tofacitinib, rather than 

discontinuing respective medication. 

 

Moderate 

High to 

Very low 

15. If the patient’s disease is in remission, do not discontinue all RA 

therapies. 

 

Very low 

 

 

High-risk condition 

 

Recommendation 

Level of 

Evidence 

Congestive heart failure 

 

CHF 

 

Use combination DMARDs or non-TNF 

biologic or tofacitinib over TNFi. 

Moderate 

to Very 

low 



CHF worsening on current 

TNFi therapy 

Use combination DMARDs or non-TNF 

biologic or tofacitinib over another TNFi. 

 

Very low 

Hepatitis B 

Active Hepatitis B 

infection and 

receiving/received 

effective antiviral 

treatment 

 

 

Same recommendations as in patients without 

this condition. 

 

 

Very low 

Hepatitis C8 

Hepatitis C infection and 

receiving/received 

effective antiviral 

treatment 

 

Same recommendations as in patients without 

this condition. 

 

Very low 

Hepatitis C infection and 

not receiving or requiring 

effective antiviral 

treatment 

 

Use DMARDs over TNFi. 

 

Very low 

Past history of treated or untreated malignancy 

 

Previously treated or 

untreated skin cancer (non-

melanoma or melanoma) 

Use DMARDs over biologics in melanoma. 

Use DMARDs over tofacitinib in melanoma. 

 

Use DMARDs over biologics in non-melanoma. 

Use DMARDs over tofacitinib in non-

melanoma 

 

 

Very low 

Previously treated 

lymphoproliferative 

disorder 

 

Use rituximab over TNFi. 

 

Very low 

Previously treated 

lymphoproliferative 

disorder 

 

Use combination DMARD or abatacept or 

tocilizumab over TNFi. 

 

Very low 

Previously treated solid 

organ malignancy 

Same recommendations as in patients without 

this condition. 

Very low 

Previous serious infection 

Previous serious 

infection(s) 

Use combination DMARD over TNFi.  

Use abatacept over TNFi. 

 

Very low 

 

New Chinese Language Videos from Arthritis Research Canada 
Arthritis Research Canada launched two Chinese-language videos in February of this 

year for the purpose of making evidence-based research findings available to Canada’s 

Chinese-speaking community. One video focuses on disease-modifying anti-rheumatic 

drugs (DMARDs) and how these medications can be used to prevent joint damage and 

reduce the risk of heart disease. The second video describes the benefits of physical 

activity in helping to reduce pain and fatigue. These videos can be accessed online at:  

http://www.arthritisresearch.ca/educational-videos-chinese  

 



EULAR Patient Reported Outcome Measures Toolkit 
This online outcome measures library provides a comprehensive database of validated 

patient-reported instruments that are commonly used in rheumatology. The database 

includes a detailed description of each measure, including: 

• The instrument itself 

• Description of the population(s) or settings where it has been validated 

• Recommendations and rules for use (i.e., data collection and scoring method) 

• Guidelines for interpretation of the results in clinical practice or in research 

• References and validated translated versions in the European Union languages 

• Information on how validation aspects were tested 

Please note that not all measures are in the public domain. Once you’ve found a measure 

that’s of interest, open the ‘All Information’ tab to determine if use of the measure 

requires permission or payment of a licensing fee. 

 

Articles of Interest                                                                                                                              
Singh JA, Lewallen DG. Are outcomes after total knee arthroplasty worsening over 

time? A time-trends study of activity limitation and pain outcomes. BMC Musculoskeletal 

Disorders 2014;15:440. The study sought to determine if function and pain outcomes of 

patients undergoing primary total knee arthroplasty (TKA) are changing over time. The 

study included all patients from the Mayo Clinic Total Joint Registry who had undergone 

primary TKA between 1993 and 2005, and had completed a preoperative and/or 2-year 

postoperative pain and function questionnaire. The Mayo Knee Survey was used to assess 

pain and function using questions that are similar to the validated American Knee Society 

Scale. Time periods were divided into four near equal blocks: 1993 – 1995, 1996 – 1998, 

1999 – 2001, and 2002 – 2005. The main outcomes of interest were moderate-severe 

limitation of activities of daily living (ADL) and moderate-severe pain. Several 

covariates that can be associated with pain/function after TKA were also included, 

namely: demographics (age/sex); BMI; preoperative ADL limitation; preoperative pain; 

and medical and psychological comorbidity. Medical comorbidity was measured using 

the Deyo-Charlson Index and psychological comorbidity was determined by the presence 

of anxiety or depression at the time of surgery. 7,229 patients underwent primary TKA in 

the period 1993-2005 and completed baseline preoperative assessments, and 7,139 

patients completed 2-year assessments. Characteristics of the 2-year cohort were similar 

to the pre-operative cohort in terms of gender, age, BMI, ASA class, diagnosis, and 

cement fixation. Overall moderate-severe functional limitation, defined as 2 or more 

ADLs with moderate or severe limitations, were identified in 75.2%, 72.1%, 65.4% and 

67.9% of patients in the 4 time periods, denoting a statistically significant decline in 

preoperative ADL limitations over time. The proportion of patients with moderate/severe 

preoperative pain increased from 64.3% in 1993-1995 to 67% in 2002-2005. Compared 

to 1993 – 1995, moderate-severe post-TKA overall ADL limitation was seen in 4.7% 

more patients and moderate-severe post-TKA pain in 3.6% more patients in 2002 – 2005. 

Both increases were statistically significant. Adjusted odds of 2-year post-TKA 

moderate-severe ADL limitation increased by 34% over the study period and the odds of 

2-year post-TKA moderate-severe pain increased by 79%. Adjusting for preoperative 

medical and psychological comorbidity, age, BMI and other confounders had little to no 

effect on time-trends in post-TKA moderate-severe ADL limitation or pain. 



Soriano-Maldonado A, Ruiz JR, Aparicio VA, et al. Association of physical fitness 

with pain in women with fibromyalgia: The al-andalus project. Arthritis Care & 

Research November 2015; 67(11):1561-1570. The study aimed to characterize the 

association of different components of physical fitness, specifically aerobic fitness, 

muscle strength, flexibility, and motor agility, with pain, as well as with mental factors 

associated with the experience of pain in women with fibromyalgia (FM). The mental 

factors associated with pain include pain-related catastrophizing and chronic pain self-

efficacy. Study participants were patients diagnosed with FM by a rheumatologist and 

who met the 1990 ACR criteria. Participants were recruited from 8 local FM associations 

from the 8 provinces of Andalucia. The evaluation process occurred on 2 alternate days 

(e.g., Wednesday and Friday). On the first day the diagnosis was confirmed through the 

use of a standard pressure algometer to conduct a tender point count examination. Weight 

in kilograms and height in centimeters were measured and the body mass index was 

calculated. Participants were also provided with several pain-related questionnaires to 

complete and bring to the second assessment day, including the pain intensity sub-scale 

of the Revised Fibromyalgia Impact Questionnaire, the pain magnitude and interference 

sub-scale of the Short Form 36 health survey, the Pain Catastrophizing Scale, and the 

Chronic Pain Self-Efficacy Scale. On the second assessment day physical fitness was 

assessed with the Senior Fitness Test battery, as well as the handgrip strength test. The 6-

minute walk test was used to assess aerobic fitness. The 30-second chair test and the arm 

curl test were used, respectively, to measure lower-body and upper-body muscle strength. 

The chair sit and reach test and the back scratch test were used, respectively, to measure 

lower-body and upper-body flexibility. Finally, the 8 feet up and go test measured motor 

agility. Patients were also asked to report their current pain intensity using a Visual 

Analog Scale (VAS). Four hundred and sixty-eight women with FM participated in the 

study. Overall, higher performance on physical fitness tests was associated with lower 

levels of pain, lower pain-related catastrophizing, and higher chronic pain self-efficacy. A 

combined effect was observed such that participants with high muscle strength and high 

flexibility had significantly lower pain levels than any other group. Similarly, participants 

with high aerobic fitness and high flexibility had significantly lower pain-related 

catastrophizing and significantly higher chronic pain self-efficacy. 

Kim C, Nevitt MC, Niu J, Clancy MM, et al. Association of hip pain with radiographic 

evidence of hip osteoarthritis: diagnostic test study. BMJ 2015:351:h5983. The study 

sought to determine if there was a concordance between hip pain and radiographic hip 

osteoarthritis. Two OA cohorts were used for this study: the Framingham Osteoarthritis 

Study and Osteoarthritis Initiative. Framingham OA Study: the cohort included 

participants, irrespective of symptoms, who were 50 years of age or older and 

ambulatory. Participants were excluded if they had a history of bilateral total knee 

replacement, rheumatoid arthritis or any other inflammatory arthritis disease. All 

participants underwent hip imaging. Participants assessed symptoms by completing a 

questionnaire on the presence and frequency of joint symptoms. A standardized hip 

examination was conducted in those who reported frequent hip pain. Osteoarthritis 

Initiative: the cohort was part of a multicenter longitudinal study of those at risk for knee 

osteoarthritis. Eligibility criteria were mostly similar to that used in Framingham. All 

participants underwent hip imaging. Symptoms were assessed by showing participants a 

visual illustration of the hip region and asking whether they had pain, aching or stiffness 



in the hip on most days of a month during the past year. Those who answered ‘yes’ were 

deemed as having frequent hip pain and were then asked where the pain occurred. Each 

hip was evaluated separately. Hip pain localized to the groin or anteriorly was used as the 

gold standard for detecting hip osteoarthritis. Additionally, in the Framingham cohort 

participants were also examined for pain during internal rotation. Sensitivity was defined 

as the percentage of participants with the clinical gold standard of hip osteoarthritis with 

positive radiographic results, and specificity as the percentage of participants with hips 

without the clinical gold standard of hip OA with negative radiographic results. The 

results are described for each study. Framingham OA Study: the prevalence of 

radiographic hip OA was 13.6% for women and 24.7% for men. Pain in either hip was 

reported by 24.7% of women and 14.7% of men. The sensitivity of radiographic hip OA 

for hip pain localized to the groin was 36.7% (specificity 90.5%). The sensitivity of 

radiographic hip OA for hip pain localized anteriorly was 24.4% (specificity 90.4%). 

Despite adding pain with internal rotation to the analysis, the agreements of clinical 

symptoms of hip OA and radiographic hip OA did not improve. The sensitivity of 

radiographic hip OA for groin or anterior hip pain with painful internal rotation was 

33.3% (specificity 90.3%). Osteoarthritis Initiative: definite radiographic hip OA was 

present in 7.9% of women and 11.6% of men. Hip pain was reported by 27.5% of women 

and 18.5% of men. The sensitivity of frequent hip pain for radiographic hip OA was 9.1% 

(specificity 94.3%). The sensitivity of radiographic hip OA for hip localized anteriorly 

was 15.3% (specificity 93.9%) and the sensitivity of radiographic hip OA for hip pain 

localized to the groin or anteriorly was 15.8% (specificity 94.1%). Overall, most patients 

with frequent hip pain did not have radiographic hip OA, and most patients with 

radiographic hip OA did not have frequent hip pain. Therefore, health professionals 

should continue to evaluate and treat patients with hip pain suggestive of OA despite 

negative radiographic findings. 

Katz P, Margaretten M, Trupin L, et al. Role of sleep disturbance, depression, obesity, 

and physical activity in fatigue in rheumatoid arthritis. Arthritis Care & Research 

January 2016; 68(1):81-90. This cross-sectional study endeavored to explore a more 

comprehensive view of potential risk factors for fatigue in rheumatoid arthritis (RA). The 

study used known RA-related risk factors for fatigue including RA disease activity, 

medications, inflammation and functional limitations. It also looked at the following non 

RA-specific risk factors of fatigue: depression, poor sleep, low fitness, muscle weakness, 

low muscle mass, obesity, smoking, and physical inactivity. Fatigue was measured with 

the Fatigue Severity Inventory (FSI), RA disease activity with the Rheumatoid Arthritis 

Disease Activity Index (RADAI), self-reported physical limitations were assessed with 

the Health Assessment Questionnaire (HAQ), and glucocorticoid use and dose and use of 

biologic therapy were obtained by self-report. Blood samples were taken to determine C-

reactive protein (CRP) levels for each participant. Self-reported sleep quality was 

measured using the overall sleep quality score of the Pittsburgh Sleep Quality Index 

(PSQI), depression using the Patient Health Questionnaire (PHQ-9), and body 

composition was estimated by bioelectrical impedance (BIA) and calculating the body 

mass index from measured height and weight. Researchers determined knee extension 

and hip flexion isometric strength using a hand-held dynamometer. Usual levels of self-

reported physical activity were measured using the International Physical Activity 

Questionnaire (IPAQ), and resting heart rate measured by pulse oximeter after 15 



minutes of sitting quietly was used as a proxy for cardiovascular fitness. Sex, age, 

race/ethnicity, smoking history, and current smoking were obtained by self-report. 

Participants in the study were 158 individuals with RA recruited from other ongoing or 

previous studies, or from academic and community rheumatology clinics. Among the 

RA-specific variables, bivariate analyses revealed that greater disease activity, higher 

doses of oral prednisone, greater systemic inflammation, and functional limitations were 

all associated with higher fatigue ratings. Similarly, bivariate analyses of the non-RA-

specific variables found that higher resting heart rate, poor sleep quality, depression, 

physical inactivity, obesity, muscle weakness (in the hip, but not in the knee), low lean 

mass to fat mass ratio, and smoking were significantly associated with fatigue. In a series 

of multivariate analyses, it was shown that disease activity, poor sleep quality, 

depression, and obesity were all independent predictors of fatigue. These analyses also 

showed that the non-RA-specific variables accounted for a greater proportion of variance 

in fatigue than disease activity.  

Nijhof LN, van de Putte EM, Wulffraat NM, Nijhof SL. Prevalence of severe fatigue 

among adolescents with pediatric rheumatic diseases. Arthritis Care & Research January 

2016; 68(1):108-114. This cross-sectional study aimed to determine the prevalence of 

severe fatigue and fatigue-related disability among adolescents with pediatric rheumatic 

diseases (PRDs). A secondary goal was to assess the relationship between fatigue, disease 

activity, and pain. Participants were eligible for the study if they were adolescent (10 – 18 

years of age) and had a rheumatologist-confirmed diagnosis. Patients were ineligible to 

participate if they had cognitive impairments, were unable to complete the Dutch version 

of the questionnaires, had immune-deficiencies or primary unexplained pain syndromes, 

or were visiting the clinic for the first time. Study participants were recruited during 

routine office visits to their pediatric rheumatologist. The healthy subject data had been 

collected from the control group of a previous study of adolescent fatigue. Fatigue was 

measured using the fatigue severity subscale of the Checklist Individual Strength-20, and 

physical functioning was measured using the Dutch translation of the physical 

functioning sub-scale of the Child Health Questionnaire. School attendance was 

measured retrospectively as the percentage of classes attended in the 6 months prior to 

the study. For each participant the following data were recorded; date of birth, diagnosis, 

age at diagnosis, medication and, laboratory results (e.g., erythrocyte sedimentation rate, 

C-reactive protein levels, leukocyte count, platelet count, and hemoglobin). Disease 

activity for participants with Juvenile Idiopathic Arthritis was measured using the 

Juvenile Arthritis Disease Activity Score (JADAS-27). There were no scales for 

measuring disease activity in other PRDs. Pain was assessed using a visual analog scale 

(0 – 100 mm). 175 adolescents participated in the study, of which 131 were categorized 

as having a diagnosis of JIA and 44 were categorized as having a PRD, other than JIA. 

There were 144 healthy controls. The study found that adolescents with arthritis 

experienced significantly more fatigue and school absences than healthy controls. As 

well, 25.1% of patients scored at or above the cut-off point for severe fatigue, compared 

to 9.1% of the health controls. In relation to physical functioning, 47.1% of patients 

scored at or below the cut-off for physical disability on the physical functioning 

questionnaire, compared to 13.4% of the healthy controls. Fatigued patients had 

significantly lower physical functioning levels and a significantly higher percentage of 

school absences than non-fatigued patients. Disease activity was not found to be a 



significant predictor of fatigue. The best predictors of fatigue were increasing age and 

higher pain levels. Thus, therapeutic interventions that address fatigue and chronic pain in 

the adolescent arthritis population may help to improve physical functioning and reduce 

school absenteeism. 

Van Tunen JAC, van der Leeden M, Bos WH, et al. Optimization of analgesics for 

greater exercise therapy participation among patients with knee osteoarthritis and severe 

pain: A feasibility study. Arthritis Care & Research March 2016; 68(3):332-340. As 

severe pain can be a barrier to fully participating in exercise a protocol was developed 

that combined standardized analgesic prescription and exercise therapy. The endeavored 

to evaluate the feasibility of the new intervention protocol and to evaluate the outcome of 

the protocol use on pain and activity limitations in patients with knee OA and severe knee 

pain. Eligibility criteria for the study included: 1) diagnosis of knee OA according to the 

ACR clinical criteria, 2) Numerical Rating Scale (NRS) knee pain ≥7 during community 

walking, and 3) primary treatment goal related to knee OA. Exclusion criteria were: 1) 

age ≤18 years, 2) scheduled knee surgery in ≤6 months, 3) total knee prosthesis of the 

non-involved side with pain or limitations, 4) participation in exercise therapy in the last 

6 months, 5) psychological distress requiring treatment, 6) absolute contraindication(s) 

for use of analgesics, and 7) absolute contraindication(s) for exercise therapy. The 

analgesic protocol was based on the World Health Organization analgesic ladder and the 

Beating osteoARThritis strategy for stepped care in hip and knee OA. The incremental 

steps and preferred daily dosages were as follows: acetaminophen (3x1000mg), NSAIDS 

(Naproxen, 2x500mg; Etoricoxib, 1x90mg), weak opioids (Tramadol, 3/4x50mg; 

Codeine, 4x20mg); and Intra-articular injection (1ml Triamcinolonacetonide, 40mg/ml). 

When there was insufficient pain reduction, i.e. NRS-pain >5, analgesics of the next step 

were added to the current analgesics being taken. The dose of analgesics was reduced if 

NRS-pain was <4 for at least 4 weeks. The steps to be taken were decided by the treating 

rheumatologist and may have deviated from the protocol in the presence of side effects, 

known risk factors, or contraindications. The exercise therapy protocol followed the 

Dutch Physical Therapy Guideline for OA of the hip and knee. Exercise therapy was 

initiated by a physical therapist (PT) following 6 weeks of analgesics use. Exercise 

therapy was performed in 60-minute sessions 2x/week for 12 weeks, with a gradual 

increase in training intensity, knee load, and exercise difficulty. Daily home exercises 

(non-treatment days only) were prescribed. The exercise therapy was in 2 phases. Phase 1 

(weeks 1 – 6) targeted muscle strength and Phase 2 (weeks 7 – 12) targeted the 

performance of daily activities, in addition to muscle strength. Communication between 

the patient, PT, rheumatologist, and researcher occurred in order to optimize analgesic 

use and/or intensity of exercise therapy. Sex, age, BMI and level of education were 

recorded. Weight-bearing, anteroposterior radiographs of both knee joints were taken and 

graded according to the Kellgren/Lawrence scale. Psychological functioning was 

measured using the Hospital Anxiety and Depression Scale, and psychoneuroticism was 

measured used the Symptom Checklist-90. The intervention protocol was a priori defined 

as feasible if 50% of the patients participated in at least 80% of the exercise therapy 

sessions. Semi-structured interviews were conducted with 20 patients, 3 rheumatologists, 

and 4 PTs following intervention completion. Knee pain intensity during walking was 

scored using an NRS (range 0 – 10). The Dutch version of the Intermittent and Constant 

Osteoarthritis Pain (ICOAP) questionnaire for the knee provided information about 



continuous pain, as well as pain that came and went during the previous 7 days. The 

WOMAC pain subscale was also used to measure pain. In situations where both knees 

hurt, patients were asked to answer in relation to the knee that hurt the most. Activity 

limitations were assessed using the WOMAC physical function subscale. The Get Up and 

Go test, a timed stair-climbing test, and a timed stair-descending test were also used. 

Muscle strength for extension and flexion of the knee was evaluated using an isokinetic 

dynamometer. Physical activity level was measured using the Longitudinal Aging Study 

Amsterdam Physical Activity Questionnaire (LAPAQ). Finally, global perceived effect 

(GPE) was assessed on a 7-point scale where 1 = symptoms have never been worse and 7 

= symptoms are completely gone. 49 patients participated in the study and were included 

in the intent-to-treat (ITT) analysis of outcome measures. 5 patients dropped out for a 

variety of reasons including unwillingness to continue using analgesics (2), psychological 

problems (1), and other medical problems unrelated to OA that prevented exercise (2). 

The aim was to reduce NRS-pain to ≤5 in all patients before the start of exercise therapy, 

but for a variety of reasons this target was only reached in 38.6% of the patients. 78% of 

the 46 patients who started with exercise therapy met the a priori-defined aim of 

participating in at least 80% of the exercise therapy sessions. The complete intervention 

(0 – 18 weeks) resulted in statistically significant improvements in all outcome measures, 

which thus showed that patients with severe pain might also benefit from exercise 

therapy.  

Bartels CM, Roberts TJ, Hansen KE et al. Rheumatologist and primary care 

management of cardiovascular disease risk in rheumatoid arthritis: Patient and provider 

perspectives. Arthritis Care & Research April 2016; 68(4):415-423. The study attempted 

to identify barriers and facilitators to cardiovascular disease (CVD) preventive care 

delivery from the perspective of rheumatologists, primary care providers (PCPs) and RA 

patients. Patients were eligible for the study if they had a diagnosis of RA, and were 

under the care of both a rheumatologist and a PCP. The rheumatologists who participated 

in the study provided care to the patients in the study, but the PCPs did not. All study 

participants were interviewed and data analyzed independently by two researchers using 

a grounded theory approach. 31 participants partook in the study, including 15 RA 

patients, 9 PCPs, and 7 rheumatologists. Results showed that most RA patients and nearly 

half of PCPs were not aware of any CVD risk associated with RA. All rheumatologists 

were aware of the increased risk. PCPs and rheumatologists described identifying CVD 

risk factors using 2 strategies. First, ‘professional vigilance’ was a proactive process in 

which providers consciously sought and reviewed health markers (e.g., blood pressure) to 

identify CVD risk. Second, ‘responding to cues’ was an alternate process by which 

participants reported identifying risk factors based on cues such as the season of the visit 

(e.g., autumn visits prompted influenza risk identification), patient physical cues (e.g., 

tobacco smell), and provider actions (e.g., prescription of steroids). Most cues were non-

systematic and informal and no PCPs or rheumatologists routinely used CVD risk 

calculators to evaluate CVD risk. Rheumatologists acknowledged low vigilance to RA-

CVD risk factors, citing unclear roles or lack of clear guidelines or expertise. Once CVD 

risk factors were identified providers used one of three action strategies including 

transferring responsibility for action, directly monitoring and treating, or intentionally not 

acting. Transferring responsibility occurred when rheumatologists felt that the diagnosis 

or treatment of a CVD risk was outside their role or area of expertise. This responsibility 



was transferred to the PCP or patient through verbal or written communication. Direct 

treatment and monitoring occurred when providers felt clear about their role and had the 

appropriate knowledge and skills to do so. PCPs were more likely to directly treat and 

monitor CVD risk factors because of their responsibility for preventive care. In other 

instances, the PCP and rheumatologist co-managed the patient around CVD prevention. 

Finally, intentionally not acting on risk factors presented in several different ways. CVD 

preventive action might not occur if the patient was deemed to be low risk, young, or fit. 

Another reason for not acting was insufficient time. One consequence of transferring 

responsibility identified by patients was that gaps in care might occur when no one on the 

health care team takes responsibility for addressing CVD risk prevention. The study 

identified 4 conditions under which CVD risk factors were identified and acted upon. 

Provider conditions occur when provider role perceptions, knowledge, professional 

guidelines, or norms acted as either facilitators or barriers for identifying and acting on 

risk factors. Also important were the assumptions providers made about the roles of 

fellow providers. System conditions were processes for automated risk identification or 

action delegation. Such processes were less likely to be used for RA patients. For 

example, few rheumatologists asked staff to “flag” elevated blood pressures or used 

automated tools to review blood pressure trends. And because most PCPs have few RA 

patients, they were disinterested in systems-based CVD prevention interventions 

specifically for RA patients. Visit conditions refer to the reason for the visit with the 

identification of CVD risk more likely to arise in an annual health maintenance visit as 

compared to a usual problem-focused visit. Unfortunately, no formal mechanisms existed 

to identify overdue health maintenance visits and RA patients reported only rare PCP 

visits. Several different patient conditions acted as barriers or facilitators for identifying 

and acting on risk factors including patient acuity, complexity, activation and 

assumptions. Acuity and complexity of RA both acted to focus the attention on disease 

management and away from preventive care. Activated patients who were aware of CVD 

risk reported initiating discussions and self-advocating for risk factor treatment. Finally, 

patients reported assuming that all physicians would address any topic at any visit and 

that routine blood tests to monitor rheumatology medications would include preventive 

laboratory tests such as lipid levels. Most patients considered their rheumatologist as their 

primary care provider. The study identified a number of potential negative and positive 

consequences. The biggest negative consequence was the gaps in risk factor identification 

that could ensue with the confluence of such factors as prevention not being discussed by 

the rheumatologist, PCPs unaware that RA increased CVD risk, patients reporting 

infrequent PCP visits, or patients reporting being given unclear instructions when 

responsibility for follow-up was transferred to them. Two positive consequences were 

identified including activated patients making lifestyle changes following becoming CVD 

risk-aware, and most patients and providers had positive experiences with co-

management. The study recommended improved professional guidelines or 

recommendations to define action steps for CVD risk assessment in RA, more explicit 

transfer practices and system-based CVD preventive care. 

Menz HB, Auhl M, Tan JM et al. Effectiveness of foot orthoses versus rocker-sole 

footwear for first metatarsophalangeal joint osteoarthritis: Randomized trial. Arthritis 

Care & Research May 2016; 68(5):581-589. The study compared the effectiveness of 

prefabricated foot orthoses to rocker-sole footwear in reducing foot pain in people with 



first MTP joint OA. Eligibility for this study included 1) ≥18 years, 2) reported pain in 

the first MTP joint on most days for ≥12 weeks, 3) pain rated at ≥20 mm on a 100-mm 

visual analog scale (VAS), 4) <64° of dorsiflexion range of motion of the first MTP joint, 

5) pain upon palpation of the dorsal aspect of the first MTP joint, 6) able to walk >40 

meters without the aid of a walker, crutches or cane, and 7) willingness to discontinue 

taking all medications to relieve pain at their first MTP joint (analgesics and NSAIDs, 

other than paracetamol) for at least 14 days prior to the baseline assessment and during 

the study period. Individuals were excluded from the study for the following reasons: 1) 

pregnancy, 2) previous surgery on the first MTP joint, 3) significant deformity of the first 

MTP joint including hallux valgus (Grade 3 or 4), 4) presence of one or more foot or 

ankle conditions that could confound pain and functional assessments of the first MTP 

(e.g., metatarsalgia), 5) presence of any systemic inflammatory arthritis condition, 6) any 

medical condition that made the participant unsuitable for inclusion (e.g., fibromyalgia), 

7) cognitive impairment (score <7 on the Short Portable Mental Status Questionnaire), 8) 

intraarticular injections into the first MTP joint in the previous 6 months, 9) currently 

wearing contoured foot orthoses, 10) currently wearing specialized footwear (i.e., 

custom-made or “prescribed” by a health care professional), 11) currently wearing shoes 

not able to accommodate a foot orthosis, or 12) older adults with a history of recurrent 

falls (2 or more falls in the previous 12 months). Participants were randomized to one of 

two interventions. At baseline all participants clinical assessment including measurement 

of height, weight, and body mass index, foot posture (using the Foot Posture Index 

[FPI]), passive non-weight bearing dorsiflexion range of motion at the first MTP joint, 

and observation to determine the presence or absence of pain on palpation, a dorsal 

exostosis, joint effusion, pain during motion, a hard-end feel when the joint was fully 

dorsiflexed, and crepitus during movement. The presence of radiographic first MTP OA 

was determined at baseline. Radiographic OA was defined as a score of ≥2 osteophytes 

or joint space narrowing on either dorsoplantar or lateral views. The prefabricated foot 

orthoses group received a pair of full-length foot orthoses with the addition of a cut-out 

section beneath the first metatarsal. Participants with pronated feet were modified with a 

4° medial (varus) wedge applied to the underside of the foot orthoses. The primary 

outcome measure was the foot pain domain of the Foot Health Status Questionnaire 

(FHSQ), measured at baseline and at 4, 8, and 12 weeks. Secondary outcome measures 

included 1) the function domain of the FHSQ; 2) the Foot Function Index Revised (Short 

Form); 3) severity of pain at the first MTP joint while walking over a flat surface and 

during rest over the last week using a 100-mm VAS; 4) duration and severity of stiffness 

at the first MTP after first awakening using a 100-mm VAS; 5) severity of stiffness after 

sitting, lying or resting using a 100-mm VAS; 6) global change in symptoms; 7) health 

status using the SF-12; 8) use of paracetamol rescue medication and cointerventions to 

relieve pain at the first MTP joint, documented with a diary; 9) frequency and type of 

self-reported adverse events, and 10) the Incidental and Planned Activity Questionnaire. 

There were 102 participants, of whom 52 were allocated to the orthoses group and 50 to 

the footwear group.  Four participants in the footwear group withdrew consent after 

randomization. By the 12-week follow-up, there were 5 dropouts in the orthoses group 

and 5 further dropouts in the footwear group. The results showed that both groups 

experienced an increase in the FHSQ pain domain score (17 points in the orthoses group 

and 22 points in the footwear group), which is indicative of improved foot health. There 



was no significant difference between the two groups at the 12-week follow-up. There 

were also no significant differences in the proportion of participants reporting use of 

cointervention or consumption of rescue medication in each group. Participants in the 

footwear group were more likely to report at least 1 adverse event (39% vs. 16%) and 

were more likely to report a new episode of low back pain (17% vs. 4%). These findings 

suggest that prefabricated foot orthoses may be the preferred intervention in the treatment 

of first MTP joint OA. 

Fitzcharles M, Ste-Marie PA, Hauser W, Clauw DJ, et al. Efficacy, tolerability, and 

safety of cannabinoid treatments in the rheumatic diseases: A systematic review of 

randomized controlled trials. Arthritis Care & Research May 2016; 68(5):681-688. A 

comprehensive literature search of 11 databases was conducted in September 2013 and 

updated in January 2015, including Medline, Embase, and CINAHL. Searches for 

ongoing clinical trials were also run in ClinicalTrials.gov, International Clinical Trials 

Registry Platform, Current Controlled Trials and Natural Medicines. Randomized 

controlled trials (RCTs) that assessed at least one outcome of pain, sleep disturbance, 

and/or quality of life in rheumatic diseases, with comparison of a cannabinoid with 

placebo or an active control, were included in the review. Risk of bias in included studies 

was assessed independently by two authors using the criteria in the “Risk of bias” tool in 

the Cochrane Handbook for Systematic Reviews of Interventions. Grading of 

Recommendations Assessment, Development and Evaluation (GRADE) was used to rate 

the overall quality of the evidence. 22 studies were selected for full-text review, of which 

18 were subsequently excluded. The remaining 4 studies met the inclusion criteria, but 

because the studies included patients with different rheumatic diseases and different 

products were used as treatments, the existing information did not allow for a meta-

analysis. Instead it has been reported as a qualitative (narrative) review. 201 patients 

participated in 4 studies including 58 with RA, 71 had FM, and 74 with OA. One study 

examined the effect of nabiximols in RA, 2 studies examined nabilone in FM, and 1 

study looking at the effect of FAAH-1 inhibitor in OA was discontinued prior to 

completion because the FAAH-1 inhibitor was no better than placebo. The 3 completed 

trials ran from 5 – 8 weeks. All 3 completed studies had at least 2 of the 5 key domains 

assessed as having a high risk of bias. In particular, all studies comprised extremely low 

numbers of participants. Therefore, on the strength of the evidence for the published 

literature, no conclusions for efficacy or safety of herbal cannabis in rheumatic conditions 

can be made. However, the safety profile of cannabis may compare favourably to current 

available therapies to treat rheumatic pain. 

 

 

 
 

 

 

 

 



 

 

 

 

 

 
 
 
As an ACE member, you have access to physical therapists, occupational therapists and 
a nurse with many years of rheumatology experience. If you have a clinical question or 
complex or challenging client and would like to consult with one of our experienced 
clinicians, please contact one of the people listed below. We will return your call or e-
mail as quickly as possible.  
 
You can also contact senior clinicians in our regional centres (Cranbrook, Penticton & 
Victoria). They are a valuable local resource. 
 
An ACE member who has used this service in the past stated: “Great resource. Please 
continue!” 
 

Contacts: 
 

Physiotherapy          Occupational Therapy 
 

Marie Westby      Catherine Busby 
PT Teaching Supervisor              OT Clinical Specialist 
604-875-4111 Ext. 68834                  604-875-4111 Ext. 68815 (Th, Fri) 
marie.westby@vch.ca      cathy.busby@vch.ca 
 

Nursing       Barbara Porter 
Jane Prince      OT Clinical Specialist 
Clinical Resource Nurse    604-875-4111 Ext. 68816 (Mon,Tu,Th) 
604-875-4111 Ext. 68857              barbara.porter@vch.ca 
jane.prince@vch.ca     
 

              
Regional Centres 
 

Cranbrook: 250-426-4442 



Penticton:   250-492-4000 Ext. 2286 
Victoria:      250-598-2277 

 


