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Question 1
A 47-year-old woman with seropositive rheumatoid arthritis (RA), diagnosed earlier this year, wants to  
establish care with you. She is on methotrexate 20 mg weekly and prednisone 5 mg daily. Her patient global  
assessment of disease activity is 2. She has 25 minutes of morning stiffness, 3 tender joints, and 2 swollen 
joints. Your provider global assessment of disease activity is 4. She is happy on her current medications and 
would like to come back and see you in 6 months. Based upon the 2015 American College of Rheumatology 
(ACR) Guidelines for the Treatment of Rheumatoid Arthritis, what is the best recommendation to make to her?  

A. Continue current therapy and follow up in 3 months.

B. Continue current therapy and follow up in 6 months.

C. Continue current therapy and discuss addition of a second disease-modifying  
antirheumatic drug (DMARD) and follow up in 8-12 weeks. 

D. Continue methotrexate, increase prednisone to 10 mg, and follow up in 8-12 weeks.

Correct Answer: C.
Explanation: Based on the 2015 ACR guidelines, a disease activity measure should be used in all patients with 
RA to ensure treating to the target of low disease activity or remission. In this case, although the patient only 
has 25 minutes of morning stiffness and a couple tender and swollen joints, using a disease activity score,  
such as a Clinical Disease Activity Index, she has a calculated score of 11 (TJC3 + SJC2 + PtG2 + PhG4). 
This falls under moderate disease activity, and she should have augmentation of her therapy with either 
combination DMARDs or addition of a tumor necrosis factor (TNF) inhibitor or addition of a non-TNF DMARD.

Singh JA, Saag KG, Bridges SL, et al. 2015 American College of Rheumatology guideline for the treatment of rheumatoid arthritis. 
Arthritis Care Res (Hoboken). 2016;68(1):1-25.

Posttest Questions With Explanations

http://www.ncbi.nlm.nih.gov/pubmed/26545825
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Question 2
Patient/provider shared decision making (SDM) is most accurately defined as

A. An interviewing technique involving the patient and the provider to achieve agreement  
when faced with the task of making a decision.

B. Education of the patient by the provider about the disease and treatment options.

C. Communication between the patient and the provider where a decision aid is used.

D. A multistep process involving the patient, healthcare team, and caregiver to implement  
evidence-based care.

 

Correct Answer: A.
Explanation: SDM is an interviewing technique involving the patient and the provider to achieve agreement 
when faced with the task of making a decision. SDM involves a physician, a patient, and sometimes a support 
person. Both the patient and the provider actively participate. The physician shares facts about treatment  
procedures, benefits, harms, and costs, and the patient shares values and preferences about treatment  
attributes. A decision is mutually agreed upon.

Question 3
You are discussing a change in treatment with your patient who presents with high disease activity. Which  
of the following statements made by the patient is most consistent with the patient being engaged in SDM?

A. I don’t understand why I need to make a change in treatment.  

B. Let me review this information with my family, and I will contact you with my decision.  
C. I will do whatever you think is best.  

D. I’m not going to make any changes. I don’t care what you say.

Correct Answer: B.
Explanation: Deferring the decision to review information or discuss with support symptoms is an acceptable 
part of SDM. This allows the patient time to make an informed decision about their care.

Posttest Questions With Explanations (cont.)
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Question 4
A good decision resulting from the SDM process is defined by all of the following EXCEPT:  

A. A patient who is informed of the possible benefits and harms of reasonable treatment options.

B. A decision that reflects what is most important to the patient.

C. A decision that is enacted by the patient. 

D. A treatment choice that minimizes health plan costs.

Correct Answer: D.
Explanation: Although patient-provider SDM may result in a decision associated with lower health plan costs, 
other listed attributes are more reflective of a good decision.

Question 5
What is the best way to help patients make decisions about changes in therapy? 

A. Print out information from pivotal clinical trials and have patient read and make their own conclusion.

B. Choose the option that you think is best for your patients as there is too much information to be  
able to understand and digest.

C. Choose the option that you think is best based on a disease activity score and the 2015  
ACR recommendations.

D. Calculate a disease activity score and employ a decision aid that summarizes the therapeutic options  
to help patients make the best decision for themselves.

Correct Answer: B.
Explanation: There is a plethora of information out there that can be overwhelming for physicians to present  
to patients, and even more difficult for patients to understand. The best decisions are those made by the patient 
and physician jointly. Use of a decision aid tool can help simplify available evidence and engage the patient to 
come up with a joint decision on changes in therapy.

Posttest Questions With Explanations (cont.)
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Question 6
Beth, a 35-year-old woman with recently diagnosed RA, came to a rheumatology clinic for a follow-up visit.  
She reports having no improvement. Several options are considered for modification of her treatment plan. 
Beth interacted with her rheumatology provider and four more professionals during her visit. When thinking  
of team-based care, who, besides Beth, would you consider to be part of the healthcare team helping this  
patient in SDM?

A. Rheumatologist/nurse practitioner/physician assistant rheumatology provider

B. Rheumatologist/nurse practitioner/physician assistant rheumatology provider, clinic nurse

C. Rheumatologist/nurse practitioner/physician assistant rheumatology provider, clinic nurse,  
lab technician, and receptionist

D. Rheumatologist/nurse practitioner/physician assistant rheumatology provider,  
clinic nurse, and health benefits counselor

Correct Answer: D.
Explanation: Although the workflow may be different in each clinic, it is likely that a patient like Beth  
would benefit from a SDM conversation with her rheumatology provider, supported by clinic nurse,  
and health benefits counselor.

Agency for Healthcare Research and Quality. The SHARE Approach—Putting Shared Decisionmaking Into Practice: A User’s Guide 
for Clinical Teams. 2018. 

George TP. How nurses can encourage shared decision making. Nursing. 2013; 43(8):65-66. 

Truglio-Londrigan M, Slyer JT. Shared decision-making for nursing practice: an integrative review. Open Nurs J. 2018;12:1-14.

Posttest Questions With Explanations (cont.)

https://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-8/index.html
https://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-8/index.html
https://journals.lww.com/nursing/fulltext/2013/08000/How_nurses_can_encourage_shared_decision_making.19.aspx
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5806202/
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Dark gray and white bolded text=strong recommendation. Light blue and gray italicized text=conditional recommendation. Therapies  
are listed alphabetically; azathioprine, gold, and cyclosporine were considered but not included. Disease-modifying antirheumatic drugs 
(DMARDs) include hydroxychloroquine, leflunomide, methotrexate (MTX), and sulfasalazine. PICO=population, intervention, comparator, 
and outcomes; TNFi=tumor necrosis factor inhibitor.

Singh JA, Saag KG, Bridges SL, et al. 2015 American College of Rheumatology guideline for the treatment of rheumatoid arthritis. 
Arthritis Care Res (Hoboken). 2016;68(1):1-25.

Note: Access Additional Resources for readable figures.
1. Singh JA, et al. Arthritis Care Res (Hoboken). 2016;68(1):1-25. 

ACR 2015 Guidelines for Early RA Treat-to-Target (cont.)
Recommendations for patients with symptomatic early RA Level of evidence

1. Regardless of disease activity level, use a treat-to-target strategy rather 
than a non-targeted approach (PICO A.1) 

Low

2. If the disease activity is low, in patients who have never taken a DMARD 
a. Use DMARD monotherapy (MTX preferred) over double therapy 

(PICO A.2)
b. Use DMARD monotherapy (MTX preferred) over triple therapy 

(PICO A.3) 

Low
Low

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

a. Use DMARD monotherapy over double therapy (PICO A.4)
b. Use DMARD monotherapy over triple therapy (PICO A.5)

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 (PICO A.7) Low

5. If disease activity remains moderate or high despite DMARDs
a. Use a TNFi monotherapy over tofacitinib monotherapy (PICO A.8)
b. Use a TNFi + MTX over tofacitinib + MTX (PICO A.9) 

Low
Low

6. If disease activity remains moderate or high despite DMARD (PICO A.6) 
or biologic therapies (PICO A.12), 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 (PICO A.10, A.11) Very low

23

Summary of 2015 ACR Recommendations for the Treatment of Early RA

http://www.ncbi.nlm.nih.gov/pubmed/26545825
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*=Consider adding low-dose glucocorticoids in patients with moderate or high RA disease activity when starting DMARDs and in patients 
with DMARD failure or biologic failure.
†=Consider using short-term glucocorticoids (defined as <3 months treatment) for RA disease flares. Glucocorticoids should be used  
at the lowest possible dose and for the shortest possible duration to provide the best benefit-risk ratio for the patient. 
#=Treatment target should ideally be low disease activity or remission.

Singh JA, Saag KG, Bridges SL, et al. 2015 American College of Rheumatology guideline for the treatment of rheumatoid arthritis. 
Arthritis Care Res (Hoboken). 2016;68(1):1-25.

DMARD-Naive
Established RA

Low Disease 
Ac	vity

Moderate or High
Disease Ac	vity

DMARD 
Monotherapy†

DMARD 
Monotherapy†

Moderate or High
Disease Ac	vity*†

Combina	on Tradi	onal DMARDs*†

or
TNFi ± MTX*†

or
Non-TNF Biologic ± MTX*†

Moderate or High
Disease Ac	vity*†

See Established 
RA Algorithm

Disease ac	vity*†

Treatment op	ons 
or strategy
Algorithm pathway 
for most pa	ents
Disease state or prior 
treatment state

Strong recommenda	ons

Condi	onal recommenda	ons

Treat to Target#

2015 ACR Recommendations for the Treatment of Early RA,  
Defined as Disease Duration <6 Months

http://www.ncbi.nlm.nih.gov/pubmed/26545825
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Dark gray and white bolded text=strong recommendation. Light blue and gray italicized text=conditional recommendation. 
Therapies are listed alphabetically; azathioprine, gold, and cyclosporine were considered but not included. DMARDs include
hydroxychloroquine, leflunomide, methotrexate (MTX), and sulfasalazine. 
1=Definition of established RA is based on the 1987 ACR RA classification criteria, since the 2010 ACR/European League 
Against Rheumatism RA classification allows classification of a much earlier disease state. 
2=Tapering means scaling back therapy (reducing dose or dosing frequency), not discontinuing it. 
3=Evidence is rated low quality or moderate to very low quality.
4=No studies were available, leading to very low quality evidence, and the recommendation was based on clinical experience.

Singh JA, Saag KG, Bridges SL, et al. 2015 American College of Rheumatology guideline for the treatment of rheumatoid arthritis. 
Arthritis Care Res (Hoboken). 2016;68(1):1-25.

Note: Access Additional Resources for readable figures.
1. Singh JA, et al. Arthritis Care Res (Hoboken). 2016;68(1):1-25. 

ACR 2015 Guidelines for Established RA Treat-to-Target
Recommendations for patients with established RA1 Level of evidence

1. Regardless of disease activity level, use a treat-to-target strategy rather than a non-targeted approach (PICO B.1) Moderate

2. If the disease activity is low, in patients who have never taken a DMARD, use DMARD monotherapy (MTX 
preferred) over a TNFi (PICO B.2) Low

3. If the disease is moderate or high in patients who have never taken a DMARD
a. Use DMARD monotherapy (MTX preferred) over tofacitinib (PICO B.3)
b. Use DMARD monotherapy (MTX preferred) over combination DMARD therapy (PICO B.4)

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 (PICO B.5)

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 (PICO B.6) High

6. If disease activity remains moderate or high despite use of a single TNFi
a. Use a non-TNF biologic, with or without MTX, over another TNFi with or without MTX (PICO B.12 and B.14)
b. Use a non-TNF biologic, with or without MTX, over tofacitinib with or without MTX (PICO B.13 and B.15) 

Low to Very low

Very low4

7. If disease activity remains moderate or high despite use of single non-TNF biologic, use another non-TNF 
biologic, with or without MTX, over tofacitinib, with or without MTX (PICO B.16 and B.17)

Very low4

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) (PICO B.8, B.9, 
B.10, B.11)

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 
(PICO B.23 and B.24)

Low

10. If disease activity remains moderate or high despite use of at least one TNFi and at least one non-TNF-biologic
a. First use another non-TNF biologic, with or without MTX, over tofacitinib (PICO B.21 and B.22)
b. If disease activity remains moderate or high, use tofacitinib, with or without MTX, over another TNFi

(PICO B.19 and B.20)

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 glucocorticoid therapy (PICO B.26 and B.27) 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 (PICO B.28 and B.29) Very low

13. If the patient is in remission
a. Taper DMARD therapy (PICO B.31)2

b. Taper TNFi, non-TNF biologic, or tofacitinib (PICO B.33, B.35, B.37) (please also see #15)

Low3

Moderate to Very low3

14. If disease activity is low 
a. Continue DMARD therapy (PICO B.30)
b. Continue TNFi, non-TNF biologic, or tofacitinib rather than discontinuing respective medication 

(PICO B.32, B.34, and B.36)

Moderate

High to Very low

15. If the patient’s disease is in remission, do not discontinue all RA therapies (PICO B.38) Very low4

24

Summary of 2015 ACR Recommendations  
for the Treatment of Established RA

http://www.ncbi.nlm.nih.gov/pubmed/26545825
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Due to complexity of management of established RA, not all clinical situations and choices could be depicted in this flow chart, 
and therefore this chart shows the key recommendations. 
*=Consider adding low-dose glucocorticoids in patients with moderate or high RA disease activity when starting traditional DMARDs 
and in patients with DMARD failure or biologic failure.
†=Also consider using short-term glucocorticoids (defined as <3 months treatment) for RA disease flares. 
#=Treatment target should ideally be low disease activity or remission.
**=Tapering denotes scaling back therapy (reducing dose or dosing frequency), not discontinuing it and, if done, must be conducted 
slowly and carefully. 

Singh JA, Saag KG, Bridges SL, et al. 2015 American College of Rheumatology guideline for the treatment of rheumatoid arthritis. 
Arthritis Care Res (Hoboken). 2016;68(1):1-25.

DMARD-Naive
Established RA

Low Disease 
Ac	vity

Moderate or High
Disease Ac	vity

DMARD 
Monotherapy†

DMARD 
Monotherapy†

Moderate or High
Disease Ac	vity*†

Combina	on Tradi	onal DMARDs*†

or
TNFi ± MTX*†

or
Non-TNF Biologic ± MTX*†

or
Tofacitinib ± MTX*†

Moderate or High
Disease Ac�vity*†

Single 
TNFi

Failure

Single
Non-TNF
Biologic
Failure

Non-TNF Biologic ± MTX
or

TNFi ± MTX
Another Non-TNF Biologic 

± MTX 

Moderate or High
Disease Ac�vity*†

Moderate or High
Disease Ac�vity*†

Mul�ple
TNFi

Failure

Mul�ple 
Non-TNF 
Biologic
Failure

Dual Failure:
TNFi and 
Non-TNF 

Biologic Failure

Another Non-TNF Biologic ± MTX
or

Tofacitinib± MTX
Moderate or High
Disease Ac�vity*†

Non-TNF Biologic ± 
MTX or

TNFi ± MTX

TNFi ± MTX (in TNFi Naive)
or

Tofacitinib ± MTX 

Treat to Target#

Low Disease Ac�vity, 
but Not Remission, 

Con�nue RA Treatments**

In Remission, 
Consider Tapering 
RA Treatments**

Do Not Discon�nue 
 all RA Treatments**

In Remission, 
Consider Tapering 
RA Treatments**

Do Not Discon�nue 
 all RA Treatments**

In Remission, 
Consider Tapering 
RA Treatments**

Do Not Discon�nue 
 all RA Treatments**

ACR Recommendations for the Treatment of Established RA, Defined as  
Disease Duration >6 Months, or Meeting the 1987 ACR Classification Criteria

http://www.ncbi.nlm.nih.gov/pubmed/26545825
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A Decision Aid Emphasizing a Dominant Option
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Martin RW, Enck RD, Tellinghuisen DJ, Eggebeen AT, Birmingham JD, Head AJ. Comparison of the effects of a pharmaceutical industry 
decision guide and decision aids on patient choice to intensify therapy in rheumatoid arthritis. Med Decision Making. 2017;37(5):577-588.

A Decision Aid Emphasizing a Dominant Option (cont.)

https://www.ncbi.nlm.nih.gov/pubmed/28590834
https://www.ncbi.nlm.nih.gov/pubmed/28590834
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EBSCO Health Decision Aids

Option Grid™ decision aids.

https://health.ebsco.com/products/option-grid
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