


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, three tender joints, and two 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 six months. Based 
upon the 2015 American College of Rheumatology Guideline for the Treatment 
of Rheumatoid Arthritis, what is the best recommendation to make to her? 

1. Continue current therapy and follow-up in three months.

2. Continue current therapy and follow-up in six months.

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

4. Continue methotrexate, increase prednisone to 10 mg and follow-up in 8-12 weeks. 
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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 shared decision making (SDM)?

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

2. Let me review this information with my family and I will contact you with my decision. 

3. I will do whatever you think is best. 

4. I’m not going to make any changes, I don’t care what you say. 
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Beth, a 35-year-old woman with recently diagnosis 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 health 
care team helping this patient in SDM?

1. Rheumatologist/nurse practitioner/physician assistant rheumatology provider

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

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

4. Rheumatologist/nurse practitioner/physician assistant rheumatology provider, clinic nurse, 
and health benefits counselor
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Optimizing Therapy to Achieve
RA Treatment Targets 
Most of us went into rheumatology because we enjoyed 

• Intellectually challenging domain 

• Satisfaction of impacting lives with effective therapies

But clinical practice has become dominated by the EMR since 
American Recovery & Reinvestment Act (HITECH)1

• 44% of clinician time spent on computer  documentation

• Doubled the length of US clinical notes

• “The highly trained US clinician has become a data-entry clerk”

This is suggested as a key cause of clinician burnout

New treat-to-target practice guidelines increase accountability of the clinician

Valued-based reimbursement may create an 
opportunity to refocus the clinician-patient relationship 

RA=rheumatoid arthritis. EMR=electronic medical record.

1. Downing NL, et al. Annals Intern Med. 2018; 169:50-51. 7



• A core CMS policy goal is to improve patient experience by encouraging patient centered care

• Shared decision making (SDM) is identified as a strategy to achieve this 

• SMD has a MIPS Improvement Activities performance category

• Use evidence-based decision aids to support SDM
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1. 2018 MIPS Improvement Activities Fact Sheet. https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/Improvement-Activities-Performance-Category-fact-sheet.pdf.

2. Quality Payment Program. https://qpp.cms.gov/mips/explore-measures/improvement-activities?py=2018#measures.
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In community-based rheumatology practice1

• Discussions to start or change medications occurred in 1/5 visits (4 times daily)

• 65.4% of these conversations related to DMARD selection

– 86.5% of discussions led to a electronic prescription

– Within 30 days, 68.3% filled a prescription 

• A 42-year-old woman with an 8-month history of sero + RA presents with continuing symptoms after therapy 
with naproxen 375 BID and methotrexate 20 mg/week for 6 months   

• PRO disclose moderate disability, HAQ-II=1.0, VAS pain=6, and PGA=5

• Disease activity is high with a CDAI=24 and RAPID3=12.8 
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Think of a Patient You Saw in the Clinic in the Past Week

PRO=Patient Reported Outcomes. HAQ-II=Health Assessment Questionnaire II. VAS=Visual Analog Scale. PGA=Patient Global Assessment. CDAI=Clinical Disease. 

Activity Index. RAPID3=Routine Assessment of Patient Index Data. DMARD=disease modifying anti-rheumatic drug.

1. Martin RW, et al. Arthritis Rheum. 2017;69(suppl 10).



ACR 2015 Guidelines for Established RA Treat-to-Target

Note: Access Additional Resources for a readable figure.

ACR=American College of Rheumatology. MTX=methotrexate.

1. Singh JA, et al. Arthritis Care Res (Hoboken). 2016;68(1):1-25. 10
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Choice Set 
Early RA

First DMARD

Choice Set 
Established RA
Second DMARD

Choice Set 
Established RA

Third or Greater DMARD

No Treatment

Anti-TNFI

Adalimumab

Certolizumab

Etanercept

Golimumab

Infliximab

Triple Therapy

(Methotrexate + 

Sulfasalazine +

Hydroxychloroquine)

Leflunomide + 

Methotrexate

combination

Leflunomide

No Treatment

Anti-TNFI

Adalimumab

Certolizumab

Etanercept

Golimumab

Infliximab

JAK Inhibitor

Baricitinib

Tofacitinib

Anti–IL-6

Sarilumab

Tocilizumab

Abatacept Rituximab

No Treatment Hydroxychloroquine Sulfasalazine Methotrexate Leflunomide

Triple Therapy

(Methotrexate + 

Sulfasalazine + 

Hydroxychloroquine)

Typical Medication Decision “Swimming Lanes” Patients 
With RA



A Definition  

A collaborative process in which patients 
and clinicians make treatment decisions together 
by integrating evidence and patient preferences.1
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What Is Value? 
The central concept of economics is utility. This 
is an abstract measure of how much something 
is worth to a person or maximizes happiness by 
pursuing what is most important to them.

What Is a Good Decision?2

Informed

Consistent with patient values

Acted on

SDM as a Concept

1. Charles C, et al. Soc Sci Med. 1997; 44:681-692.

2. O’Connor AM. Med Decis Making. 1995;15:25-30.
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SDM as an Interviewing Technique

• Involves at least 2 parties (clinician, patient, 
+/- support person)

• Both patient and clinician actively participate

• An invitation is made to share information

– Clinician shares facts about benefits, harms, 
procedures, and costs

– Patient shares their values and preferences 
about treatment attributes 

• A decision is mutually agreed upon 

– Or deferred pending obtaining further 
information or longer deliberation



• The clinician must have command of a vast body of information to discuss during
the interview

• Decision aids are neutral informational tools designed to guide patients toward 
a good decision

• Provide specific probabilities about outcomes to aid comparison of options

• Encourage and structure patient reflection on options after office visit with 
support persons

• Decision aids give a consistent script such that everyone in the care team knows 
and can reinforce patient education content

• By creating a standard operating procedure, it reduces documentation to clicking 
an EMR macro
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SDM With Decision Aids



Note: Access Additional Resources for a readable version of the tool.

1. Martin RW, et al. Med Decision Making. 2017;37(5):577-588.

A Decision Aid Emphasizing a Dominant Option  
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Option Table Decision Aid: For a Patient With Rheumatoid Arthritis Considering Starting 
Their First DMARD

Note: Access Additional Resources for a readable version of the tool.

Updated: August 21, 2018 © Richard W. Martin, MD, MA. Free use for clinical care is permitted without license.

Recommended Options 

Medication options Hydroxychloroquine Sulfasalazine Methotrexate Leflunomide

Year of FDA approval 1955 1996 1988 1998

How taken Pill Pill Pill Pill

Frequency Once a day Twice daily Once a week Once a day

Power to suppress arthritis (ACR 20) 43 of 100 will improve 57 of 100 will improve 65 of 100 will improve 60 of 100 will improve

Power to slow joint damage (0-4+) 0 1+ 3+ 2+

Risk of serious Infection 
(hospitalization/100 patient 
years of use)

0 <1 of 100 2 of 100 3 of 100

Other risks and side effects
Stomach upset, rare eye scarring, 

rare muscle damage

Sulfa allergy, sunburn, stomach 

upset, rare liver or lung irritation

Nausea, fatigue, liver scarring, 

low blood levels, lung scarring

Diarrhea, liver scarring, 

low blood levels, lung scarring

Special population considerations
Low risk in pregnancy; 

low blood levels if G6PD deficient

Low risk in pregnancy;

can reduce sperm counts 

Avoid pregnancy; caution in severe 

kidney disease; limit alcohol

Avoid pregnancy; 

limit alcohol

Practical Issues

Safety monitoring plan

(ACR guidelines)

Screen for G6PD if at high risk;

eye exam every 12 months
Labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

What is my monthly cost

(dependent on health plan)?



Option Table Decision Aid: For a Patient With Rheumatoid Arthritis Considering Starting 
Their Second DMARD

Note: Access Additional Resources for a readable version of the tool.

Updated: August 21, 2018 © Richard W. Martin, MD, MA. Free use for clinical care is permitted without license.

Recommended Options

Medication options
Triple Therapy

(HCQ+SSA+MTX)

MTX+ LEF 

combination

Injectable anti-TNF

(ie, etanercept)

Infused anti-TNF

(ie, infliximab)

Year of FDA approval N/A N/A 1998-2009 1999-2009

How taken Pills Pills Injection at home in fat Infusion at clinic

Frequency Twice a day (3 pills) + once a week Once a day (2 pills) + once a week Every 1-4 weeks Every 4-8 weeks

Benefits

Power to suppress arthritis (ACR 20) 57 of 100 will improve 59 of 100 will improve 67 of 100 will improve 60 of 100 will improve

Power to slow joint damage (0-4+) 3+ 3+ 4+ 4+

Harms

Risk of serious Infection (hospitalization/
100 patient years of use)

3 in 100 4 in 100 5 in 100 6 in 100

Other risks and side effects
Nausea, fatigue, liver scarring, 
low blood levels, lung scarring

Nausea, fatigue, liver scarring, 
low blood levels, lung scarring

Injection site reaction, immune 
reaction, rare infection (PML)

Infusion reaction, immune 
reaction, rare infection (PML) 

Special population considerations
Avoid pregnancy, hepatitis C; caution 

in kidney disease; limit alcohol

Avoid pregnancy, hepatitis C; caution 

in kidney disease; limit alcohol

TB reactivation, fungus, or virus; 

worsening heart failure 

TB reactivation, fungus, or virus; 

worsening heart failure

Practical Issues

Safety monitoring plan

(ACR guidelines)

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C, and TB test; labs every 

6 months; yearly TB test

Pretreatment: CXR, hepatitis 

B and C, and TB test; labs every 

6 months; yearly TB test

What is my monthly cost

(dependent on health plan)?



Option Table Decision Aid: For a Patient With Rheumatoid Arthritis Considering Starting 
Their Third DMARD

Note: Access Additional Resources for a readable version of the tool.

Updated: October 21, 2018 © Richard W. Martin, MD, MA. Free use for clinical care is permitted without license.

Recommended Options

Medication options
JAK Inhibitor

(ie, tofacitinib or baricitinib*)
T-cell modulator
(ie, abatacept)

B-cell depletion
(ie, rituximab)

Anti-IL-6
(ie, tocilizumab)

Infused anti-TNF 
(ie, infliximab)

Year of FDA approval 2012, 2018* 2005 2006 2008 1999-2009 

How taken Pill Injection or infusion Infusion Injection or infusion Infusion

Frequency Once daily
Injection weekly or
Infusion monthly

At weeks 0 and 2, 
then every 6 months

Injection every 1-2 weeks 
or infusion monthly

Every 4-8 weeks

Benefits

Power to suppress arthritis 
(ACR 20)

56 of 100 will improve 68 of 100 will improve 52 of 100 will improve 59 of 100 will improve 60 of 100 will improve

Power to slow joint damage 
(0-4+)

4+ 4+ 4+ 4+ 4+

Harms

Risk of serious Infection 
(event/100 patient years of use)

3 in 100 3 in 100 5 in 100 6 in 100 6 in 100

Other risks and side effects
↑ liver test, ↓ blood counts,

Diverticulitis, blood clots*
Worsening COPD

Infusion reaction, immune 
reaction, rare infection (PML)

↑ liver test, ↑ lipids, ↓ blood 
counts, immune reaction

Infusion reaction, immune 
reaction, skin cancer

Special population 

considerations

Avoid pregnancy; 
TB reactivation, fungus, 

or virus infection;
caution in kidney disease

Avoid pregnancy; 
avoid in hepatitis B; 

TB reactivation, fungus, 
or virus infection

Avoid pregnancy; 
avoid in hepatitis B; 

TB reactivation, fungus, 
or virus infection 

Avoid pregnancy; 
TB reactivation, fungus, 

or virus infection; diverticulitis; 
BCP less effective

Avoid pregnancy; 

TB reactivation, fungus, 

or virus infection; 

worsening heart failure 

Practical Issues

Safety monitoring plan

(ACR guidelines)

Pretreatment: CXR, hepatitis 
B and C, TB test; labs every 

3 months; yearly TB test

Pretreatment: CXR, hepatitis 
B and C, TB test; labs every 

6 months; yearly TB test

Pretreatment: CXR, hepatitis 
B and C, TB test; labs every 

6 months; yearly TB test

Pretreatment: CXR, hepatitis 
B and C, TB test; labs every 
1-3 months; yearly TB test

Pretreatment: CXR, 
hepatitis B and C, TB test;

labs every 6 months; 
yearly TB test

What is my monthly cost? 

(dependent on health plan) 



Please submit your questions via iPad®
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• ACR RISE Registry endorsed RA Disease Activity Measures1,2

• CDAI

– Low is ≤10, 

– Moderate is =11-21

– High is ≥22

• RAPID3

– Low is =3.1-6 

– Moderate is =6.1-12

– High is >12

• DAS—CRP 

– Low is =2.6-3.1 

– Moderate is =3.2-5.1

– High is >5.1

• Also endorsed: DAS28-ESR, PAS, PAS-II, and SDAI

RISE=Rheumatology Informatics System for Effectiveness. CRP=C-reactive protein. DAS28=Disease Activity Score With 28-Joint. ESR=erythrocyte sedimentation rate. 

PAS=Patient Activity Score. SDAI=Simplified Disease Activity Index.

1. Singh JA, et al. Arthritis Care Res (Hoboken). 2016;68(1):1-25.  

2. https://www.rheumatology.org/Practice-Quality/Clinical-Support/Quality-Measurement/Disease-Activity-Functional-Status-Assessments.

Goal is to evaluate disease activity measure 
every  ___, and if exceeds moderate or high, 
consider intensifying therapy.

ACR 2015 Guidelines for Early RA Treat-to-Target
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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
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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
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Are All Biologics the Same? 2015 Meta-Analysis

• MEDLINE, Cochrane, and Clinicaltrials.gov were searched from 1990 to August 2013 

• Biological agents in conjunction with a DMARD performed similarly in the 
settings evaluated 

• Etanercept 50 mg appears superior to adalimumab 40 mg, golimumab 50 mg, 
and infliximab 3 and 6 mg/kg at ACR20; rituximab 1000 mg and etanercept 50 mg 
appeared superior to golimumab 100 mg at ACR50 in DMARD-naive patients 

• No agent was superior to all others at each ACR level

Albert DA. J Clin Rheumatol. 2015;21(8):398-404. 25



Cochrane Review 2016

After an inadequate response to MTX, several treatments were statistically superior 
to oral MTX for ACR50 response

• Triple therapy

• MTX + hydroxychloroquine

• MTX + leflunomide

• MTX + most biologics

• MTX + tofacitinib

Hazlewood GS, et al. BMJ. 2016;353:i1777. 26



Translating Clinical Trial Evidence

Valid sources of medication information

• FDA Medication User Guides https://www.accessdata.fda.gov

• Cochrane Database of Systematic Reviews http://www.cochranelibrary.com/topic/Rheumatology/

• Other meta-analysis or systematic reviews

• Other peer-reviewed articles

– Randomized controlled clinical trials: placebo controlled or active comparators

– Pragmatic design clinical trials

– Observational registries

• Challenges to knowing what is true

• Comparing different patient groups

– Different: duration of disease, disease severity, and other confounding factors 

– Varied measurement methods and error

27
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Power to suppress arthritis disease activity
• ACR20=significant improvement; 

ACR50=major improvement; 
ACR70 near suppression of disease

• Which is the best index depends on patient 
risk perception and goals for improvement

Translating Clinical Trial Evidence: Potential Benefits

1. Bathon JM, et al. N Eng J Med 2000;343:1586-1593.

2. Martin RW. Patient Educ Couns 2012; 86:331-336. 

Power to slow joint damage
• Structural joint damage measured in clinical 

trials by modified Sharp Score (mSS)

– mSS=erosions + joint space narrowing

• Hard to compare drugs based on variation 
of treatment groups in trials, duration 
of disease, etc

– In the Enbrel Early RA Trial, MTX reduced 
the rate of progression of mSS from 
baseline in MTX naïve by: 85% in MTX, 
90% in Enbrel, combined etanercept + 
MTX 93%1

• Visual formats preferred to communicates 
changes in rate of disease progression2 

• Use of semiquantitative (0=hydroxychloroquine, 
4+=anti-TNF + MTX) index acknowledges 
limitation to summarize precisely 
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Recommended Options

Medication options
Triple Therapy

(HCQ+SSA+MTX)

MTX+ LEF 

combination

Injectable anti-TNF

(ie, etanercept)

Infused anti-TNF

(ie, infliximab)

Year of FDA approval N/A N/A 1998-2009 1999-2009

How taken Pills Pills Injection at home in fat Infusion at clinic

Frequency Twice a day (3 pills) + once a week Once a day (2 pills) + once a week Every 1-4 weeks Every 4-8 weeks

Benefits

Power to suppress arthritis (ACR 20) 57 of 100 will improve 59 of 100 will improve 67 of 100 will improve 60 of 100 will improve

Power to slow joint damage (0-4+) 3+ 3+ 4+ 4+

Harms

Risk of serious Infection (hospitalization/
100 patient years of use)

3 in 100 4 in 100 5 in 100 6 in 100

Other risks and side effects
Nausea, fatigue, liver scarring, 
low blood levels, lung scarring

Nausea, fatigue, liver scarring, 
low blood levels, lung scarring

Injection site reaction, immune 
reaction, rare infection (PML)

Infusion reaction, immune 
reaction, rare infection (PML) 

Special population considerations
Avoid pregnancy, hepatitis C; caution 

in kidney disease; limit alcohol

Avoid pregnancy, hepatitis C; caution 

in kidney disease; limit alcohol

TB reactivation, fungus, or virus; 

worsening heart failure 

TB reactivation, fungus, or virus; 

worsening heart failure

Practical Issues

Safety monitoring plan

(ACR guidelines)

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C, and TB test; labs every 

6 months; yearly TB test

Pretreatment: CXR, hepatitis 

B and C, and TB test; labs every 

6 months; yearly TB test

What is my monthly cost

(dependent on health plan)?

Option Table Decision Aid: For a Patient With Rheumatoid Arthritis Considering Starting 
Their Second DMARD

Note: Access Additional Resources for a readable version of the tool.

Updated: August 21, 2018 © Richard W. Martin, MD, MA. Free use for clinical care is permitted without license.



Translating Clinical Trial Evidence: Potential Harms

PML=progressive multifocal leukoencephalopathy. PPD=purified protein derivative. COPD=chronic obstructive pulmonary disease.

Serious infection—infection 
causing hospitalization or 
death per standard drug 
exposure observation period 
(events/100 patient-years)

Other side effects common 
vs rare dreaded 
(demyelination, PML)

Special populations
• Child-bearing potential

• Latent infections: + PPD, 
histoplasmosis, 
coccidioidomycosis

• History of chronic hepatitis B
or C or HIV infection

• Diverticulitis

• Chronic kidney disease

• Heart failure

• COPD

• Previous non-melanomatous
skin cancer
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Recommended Options

Medication options
Triple Therapy

(HCQ+SSA+MTX)

MTX+ LEF 

combination

Injectable anti-TNF

(ie, etanercept)

Infused anti-TNF

(ie, infliximab)

Year of FDA approval N/A N/A 1998-2009 1999-2009

How taken Pills Pills Injection at home in fat Infusion at clinic

Frequency Twice a day (3 pills) + once a week Once a day (2 pills) + once a week Every 1-4 weeks Every 4-8 weeks

Benefits

Power to suppress arthritis (ACR 20) 57 of 100 will improve 59 of 100 will improve 67 of 100 will improve 60 of 100 will improve

Power to slow joint damage (0-4+) 3+ 3+ 4+ 4+

Harms

Risk of serious Infection (hospitalization/
100 patient years of use)

3 in 100 4 in 100 5 in 100 6 in 100

Other risks and side effects
Nausea, fatigue, liver scarring, 
low blood levels, lung scarring

Nausea, fatigue, liver scarring, 
low blood levels, lung scarring

Injection site reaction, immune 
reaction, rare infection (PML)

Infusion reaction, immune 
reaction, rare infection (PML) 

Special population considerations
Avoid pregnancy, hepatitis C; caution 

in kidney disease; limit alcohol

Avoid pregnancy, hepatitis C; caution 

in kidney disease; limit alcohol

TB reactivation, fungus, or virus; 

worsening heart failure 

TB reactivation, fungus, or virus; 

worsening heart failure

Practical Issues

Safety monitoring plan

(ACR guidelines)

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C, and TB test; labs every 

6 months; yearly TB test

Pretreatment: CXR, hepatitis 

B and C, and TB test; labs every 

6 months; yearly TB test

What is my monthly cost

(dependent on health plan)?

Option Table Decision Aid: For a Patient With Rheumatoid Arthritis Considering Starting 
Their Second DMARD

Note: Access Additional Resources for a readable version of the tool.

Updated: August 21, 2018 © Richard W. Martin, MD, MA. Free use for clinical care is permitted without license.



Translating Clinical Trial Evidence: Practical Issues

• Monitoring procedure burden

• Time off from work to do medication related procedures

• Need for support from others

• Out-of-pocket costs

– Typically need to complete prior authorization procedures + copay assistance inquiry 
to determine patient monthly costs 
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Recommended Options

Medication options
Triple Therapy

(HCQ+SSA+MTX)

MTX+ LEF 

combination

Injectable anti-TNF

(ie, etanercept)

Infused anti-TNF

(ie, infliximab)

Year of FDA approval N/A N/A 1998-2009 1999-2009

How taken Pills Pills Injection at home in fat Infusion at clinic

Frequency Twice a day (3 pills) + once a week Once a day (2 pills) + once a week Every 1-4 weeks Every 4-8 weeks

Benefits

Power to suppress arthritis (ACR 20) 57 of 100 will improve 59 of 100 will improve 67 of 100 will improve 60 of 100 will improve

Power to slow joint damage (0-4+) 3+ 3+ 4+ 4+

Harms

Risk of serious Infection (hospitalization/
100 patient years of use)

3 in 100 4 in 100 5 in 100 6 in 100

Other risks and side effects
Nausea, fatigue, liver scarring, 
low blood levels, lung scarring

Nausea, fatigue, liver scarring, 
low blood levels, lung scarring

Injection site reaction, immune 
reaction, rare infection (PML)

Infusion reaction, immune 
reaction, rare infection (PML) 

Special population considerations
Avoid pregnancy, hepatitis C; caution 

in kidney disease; limit alcohol

Avoid pregnancy, hepatitis C; caution 

in kidney disease; limit alcohol

TB reactivation, fungus, or virus; 

worsening heart failure 

TB reactivation, fungus, or virus; 

worsening heart failure

Practical Issues

Safety monitoring plan

(ACR guidelines)

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C; labs every 1-3 months

Pretreatment: CXR, hepatitis 

B and C, and TB test; labs every 

6 months; yearly TB test

Pretreatment: CXR, hepatitis 

B and C, and TB test; labs every 

6 months; yearly TB test

What is my monthly cost

(dependent on health plan)?

Option Table Decision Aid: For a Patient With Rheumatoid Arthritis Considering Starting 
Their Second DMARD

Note: Access Additional Resources for a readable version of the tool.

Updated: August 21, 2018 © Richard W. Martin, MD, MA. Free use for clinical care is permitted without license.



Translating Clinical Trial Evidence: Challenges

• Overload of information

• Limited ability and motivation to sustain attention and deliberation 

– Health literacy and numeracy

– Age and general health impair cognition

– Poverty and health literacy influence risk perception1

– Value of Information to an individual patient (salience)2

• Need to simplify complex concepts and risk propositions to patient’s level3

• Support deliberation over time to reduce going for the default

– Decision aids

– Include support persons

– Follow-up office visits, phone coaching

1. Martin RW, et al. BMC Med Inform Decis Mak. 2013; 13:89:1-9.

2. Martin RW, et al. J. Rheumatology. 2008; 35:615-624.

3. Fischhoff B, et al. Communicating Risks and Benefits: An Evidence-Based User’s Guide. FDA. 2011. 34



Please submit your questions via iPad®



SDM: Demonstration



Meet Mrs. Alicia Alva

• 42-year-old woman

• 8-month history of sero + RA 

• Presents with continuing symptoms after 
therapy with naproxen 375 mg BID and 
MTX 20 mg/week for 6 months  
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Additional Information From Mrs. Alva’s Chart

Current Medications

• Naproxen 375 mg BID

Medical and Surgical History 
• Irritable bowel syndrome, otherwise negative
• Hepatitis B and C testing=negative, 8 months ago
• HIV negative at time of pregnancy
• She has no history of PPD testing

Social History  

• Married, non-smoker, and has one 5-year-old boy; she 
is not currently employed; her husband works in IT 
and has commercial health insurance with $2200 per
person deductible and maximum family out-of-pocket 
family cost of $4000 per year; they use condoms for 
birth control

38

Allergies 

• None



Additional Information From Mrs. Alva’s Chart (cont.)

39

PRO disclose moderate disability 
HAQ-II=1.0 (range 0-3.0), 
VAS–pain=6/10 and PGA=5/10.

Disease activity is high with 
a CDAI=24. RAPID3=12.8. 



SDM Demonstration

“I can think of 3 good 
options you could 
consider to get better 
control of your RA”

40

Summarize the medical 
facts about the patient’s 
RA activity. 

Point out this is above 
desired treatment targets.
Explain that prolonged 
moderate or high disease 
activity cause 
• Painful symptoms 
• Activity limitation
• Further joint damage 



SDM Demonstration (cont.)

“Lets look at this decision 
aid. It summarizes some of 
the features of the options.”

41

Clinicians should use a pen 
and modify the decision aid 
to include only medically 
reasonable options.



SDM Demonstration (cont.)

The goal is to introduce and explore options

• Adjust your chair to sit next to the patient to use the decision aid together
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Begin by introducing the list of options and their basic attributes
(ie, names, route taken, and frequency) 

• Listen to patient comments about which attributes are most important to them
• Make clarifying questions to probe what is most valued by the patient  



SDM Demonstration (cont.)

Discuss the potential benefits

• “Most but not all patients will improve with all of these options” (point to the range of ACR20s)

• “All will slow the progression of joint damage” (point to range of estimates)
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SDM Demonstration (cont.)
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Discuss the potential harms

“There is an increased risk of serious infection with all options, this means…” 

• Listen to patient comments and, if necessary, give examples of serious infections

• Point out there are varying risk of serious infection (point to table)

• It may be helpful to offer an anchor—MTX monotherapy 2 in 100 patient-years

• Listen to patient comments and if 2 options sound most preferred, 
summarize the other risks for each

• If the patient is in a special population, point out how this is relevant to them



SDM Demonstration (cont.)
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Point out the ACR safety 
monitoring guidelines and 
differences between options

Estimate the monthly costs 
to the patient of options and 
steps needed to confirm this 



SDM Demonstration (cont.)
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“What other questions do you have about the options?”

• Make a plan of how the patient can learn more about their preferred option(s) 

“Do you feel you have enough information and would like to make a decision today, 
or would you prefer to go home and discuss it further with your <support person>?” 



SDM Demonstration (cont.)
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“If you defer the decision, I’d prefer we come to some conclusion within 2 weeks. You always have 
the option to make no change in your medicines.”

• “Would you like to contact me with your decision by phone or our portal?”

• “Would you like me to have my nurse call you to answer any new questions that pop up?”

• “Would you like to return for another follow-up visit to tie things up?”

“OK, I think this is a good plan.”

• The patient should leave the encounter 
with the decision aid to help subsequent 
deliberation and discussion with support persons

• Clinician documents the standard discussion using 
a macro



SDM Practice 

A 42-year-old woman with an 8-month history of sero + RA presents with continuing symptoms 
after therapy with naproxen 375 mg BID and MTX 20 mg/week for 6 months.  
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Now is your opportunity to practice SDM using an option table decision aid.

Imagine that the woman described above presents today to your clinic concerned 
that her arthritis is more active and affecting life more than they want to tolerate.   

PRO disclose moderate disability 
HAQ-II=1.0 (range 0-3.0), 
VAS–pain=6/10 and PGA=5/10.

Disease activity is high with 
a CDAI=24. RAPID3=12.8. 



Please submit your questions via iPad®



Chat Rheum Group Discussion 



DMARD Therapy and 
Team-Based Care Roundtable 

Linda Grinnell-Merrick, MS, NP-BC 
Nurse Practitioner,
Division of Allergy, Immunology, and Rheumatology
University of Rochester Medical Center
Clinical Associate, University of Rochester School of Nursing
President of the Rheumatology Nurses Society
Rochester, New York



Linda Grinnell-Merrick, MS, NP-BC

Mrs. Grinnell-Merrick has been on an advisory board for AbbVie, 
Novartis, Pfizer, and Horizon; she has participated in a speaker’s 
bureau for AbbVie, Celgene, Novartis, Janssen; she has also 
contracted research for Novartis.

Disclosure



What do you think is the main reason among your 
patients with RA for not filling the prescribed DMARDs? 

1. Patient's lack of understanding of the importance of therapy

2. Patient's fear of side effects

3. Cost, insurance issues

4. Patient's lack of understanding of disease process
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Is there a role for team members other than the 
rheumatologist in supporting the shared decision 
making process?

1. Yes

2. No

3. Unsure
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Question and Answer Session
Please submit your questions via iPad®



THANK YOU

For valuable resources related to this activity, please 
visit forefrontcollabactivities.com/chatrheum2018


