Impact of rheumatoid arthritis in Turkey: a questionnaire study
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Abstract
Objective
Unmet needs of rheumatoid arthritis (RA) patients regarding physician/patient communication, treatment preferences and
quality of life issues were investigated in a Turkish survey study.

Methods
The study was conducted with the contribution of 33 rheumatologists, and included 519 RA patients. The study population
included patients who had been on biologic therapy for >6 months and were still receiving biologic therapy (BT group),
and those who were biologic naive, but found eligible for biologic treatment (NBT group). Of the RA patients, 35.5% initially
had a visit to an internal disease specialist, 25.5% to a physical therapy and rehabilitation specialist, and 12.2% to a
rheumatology specialist for their RA complaints. The diagnosis of RA was made by a rheumatologist in 48.2% of patients.

Results
The majority of RA patients (86.3%) visit their doctor within 15-week intervals. Most of the physician-patient communication
focused on disease symptoms (99.0%) and impact of the disease on quality of life (61.8%). The proportion of RA patients
who perceived their health status as good/very good/excellent was higher in the BT group than in the NBT group (74.3% vs.
51.5%, p<0.001). However, of those RA patients in the NBT group, only 24.8% have been recommended to start a biologic
treatment by their doctors. With respect to dose frequency options, once-monthly injections were preferred (80%) to a
bi-weekly injection schedule (8%).

Conclusion

In conclusion, RA patients receiving biologic therapy reported higher rates of improved symptoms and better quality of life
and seemed to be more satisfied with their treatment in our study.
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Introduction

Rheumatoid arthritis (RA) is a chronic
inflammatory disease with a preva-
lence of 0.36% in Turkey (1). Studies,
especially performed in routine patient
care, has shown that RA has a signifi-
cant impact on quality of life and can
result in functional impairment and
disability, leading to loss of work, high
medical and social costs, and substan-
tial morbidity and mortality (2-4).
Traditional pharmacologic approaches
in the treatment of RA have relied on
combinations of non-steroidal anti-
inflammatory drugs (NSAIDs), analge-
sics, glucocorticoids, and disease-modi-
fying anti-rheumatic drugs (DMARD:s).
Conventional DMARDs have long been
the mainstay of treatment and recent
studies also demonstrated the efficacy
of combinational approaches such as
triple therapy (5, 6).

Although treatment strategies have
moved toward early initiation of
DMARDs to prevent structural joint
damage and disability (7), some pa-
tients fail to respond adequately to
DMARDs and many do not maintain
a stable response, with up to one third
of RA patients discontinuing DMARDs
due to the lack of efficacy. Thus, newer
biologic treatments provide important
clinical alternatives (7).

Progress in understanding cellular and
molecular mechanisms underlying the
disease, as well as the availability of
new drugs have changed the manage-
ment of RA. The goal in management
has become controlling the disease pro-
cess with the aim of complete abroga-
tion of inflammation, rather than only
controlling the symptoms. Therefore,
the current treatment goal in RA is to
achieve persistent, total disease sup-
pression resulting in remission, if not
cure (3).

Although many US and European
guidelines are available for treating pa-
tients with RA, it is recommended that
clinics should focus on individualised
treatments using standard algorithms
and their own experience in order to
provide a more rational and cost-effec-
tive treatment of RA (8-10).

Biologic agents aimed at cellular and
molecular targets have further trans-
formed the management of the disease.
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As of 2013, four TNF-alpha inhibitors
were approved for use in Turkey: inf-
liximab, etanercept, adalimumab and
golimumab (11). Recently, rituximab,
tocilizumab and abatacept were also in-
troduced as biologic agents (12). How-
ever, there is a paucity of data in Turkey
about the use of biological agents.

In the present RAHAT (understanding
RA patients with surveys - in Turkish)
study, we aimed to shed light on the
unmet needs of RA patients regarding
physician/patient consultation and sup-
port, treatment preferences and quality
of life issues in order to provide a valu-
able perspective to rheumatologists and
help shape management and treatment
strategies in RA. Within this context,
we performed a multicentre question-
naire study, translated from a previous-
ly validated questionnaire (RAISE),
investigated mostly in Caucasian
populations in European countries and
Canada (13), to assess therapeutic ap-
proaches in RA patients as well as to
compare the unmet needs of RA pa-
tients who were on biologic treatment
with those who were biologic naive but
eligible for biologic treatment.

Materials and methods

The study was conducted with the con-
tribution of 33 rheumatologists from 29
pre-determined rheumatology clinics,
and included RA patients older than
18 years of age. The study population
included RA patients who had been on
biologic therapy for at least 6 months
and were still receiving biologic ther-
apy (BT group), and those who were
biologic naive, but eligible for biologic
treatment (NBT group). Eligibility cri-
teria for biologic treatment were as fol-
lows: erosive disease,a DAS28 (disease
activity score in 28 joints) score >3.2
and moderate-to-severe disease based
on clinical assessment by the attending
physician. Patients who had obvious
cognitive impairment resulting in an
inability to understand or give clear an-
swers to the questions in the question-
naire were excluded from the study.

As an observational questionnaire
study, no intervention or treatment
recommendation in addition to current
daily practice was made to the patients.
After obtaining informed consents, pa-
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Results
Clinical characteristics, diagnosis

Table I. Demographic characteristics of the patients.

Total B:l[:reatment Grou&)}sa T p-value and fO llow—up
A total of 519 patients were inter-
Age, years 49.7+12.7 494 + 129 499 + 125 0.573 viewed. Of these, 281 (54]%) were in
Gender the BT group and 238 (45.9%) were in
Male 75 (14.5) 44 (15.7) 31 (13.0) 0.386 the NBT group. The two groups were
Female 443 (855) 236 (84.3) 207 (87.0) comparable with respect to demograph-
Weight, kg 716 147 721+ 15.1 710 + 143 0.389 ic characteristics (Table I). Th
Height, cm 161975 1618 = 8.0 1619 =69 0.806 1¢ characteristics (Table T). The mean
Edneation fevel treatment periods were 26.3+19.8,
ucation leve
lliterate 66 (13.1) 34 (12.5) 32(138) 059 27.7x24.4, and 29.9+24.4 months for
Drop out from primary school 25 (5.0) 10 (3.7) 15 (6.5) patients receiving adalimumab, etaner-
Primary school 255 (50.7) 135 (49.8) 120 (51.7) cept and infliximab, respectively.
E‘gh school lgg 2;9559) ;g g(l)‘;; ‘l‘é 2;82-;) The mean age at the onset of symptoms
niversity . . . .
Posteraduate (18) 5 (1.8) 4017 was lower in the BT group (32.81?3..8
Living alone 21 @) 12 (43) 9 (3.8) 0772 Vs. 38.5#13.9 .years p<0.001). Simi-
larly, patients in the BT group were
Data are expressed as meantstandard deviation or number (%). diagnosed with RA at a signiﬁcantly
younger age than the patients in the
Table II. Disease-related characteristics of the RA patients. NBT group. However, time to diagno-
sis after the onset of symptoms was sig-
Total BTTreatmem Gro;F]’;T p-value  pificantly shorter for the patients in the
NBT group (Table II).
Age at the onset of symptoms, years 354+ 141  328+138 385+ 139 <0.001 Among all of the patients, 35.5% ini-
A'ge at diagnosis, years 40.1+ 135 382+13.1 422+ 136 0.003 tially had a visit to an internal disease
Time elapsed betw.een th.e onset of 47+82 54+9.1 38+£69 0.049 specialist, 25.5% to a physical therapy
symptoms and diagnosis, years o T
and rehabilitation specialist, and 12.2%
Perceived health status T .
to a rheumatology specialist for their
Good/very good/excellent 330 (63.8) 208 (74.3) 122 (51.5) <0.001 . gy p, .
Poor/very poor 187 362) 72 (25.7) 115 (48.5) RA complaints. A majority of the pa-

Data are expressed as meantstandard deviation or number (%).

tients were asked to complete a study
questionnaire that was administered by
a single trained healthcare staff to all
participants. The study questionnaire
included questions about demographic
characteristics, information about their
disease, daily living parameters of RA
patients, their current and previous
treatments, their unmet needs and their
attitudes towards new treatment op-
tions. The study conducted in compli-
ance with EN ISO 14155, final version
(2008) of the Declaration of Helsinki,
Good Clinical Practice and the ethical
regulations set by the Legal Regula-
tions for the Clinical Studies in Turkey.
Considering a confidence level of
95%, an accuracy of + 4.5%, and an
estimated RA prevalence of 0.36% in
Turkey, we calculated that at least 472
patients would be needed. Allowing a
10% drop-out rate, we included 519 RA
patients. Special attention was paid to
achieve a ratio of 1:1 between patients
in the BT and NBT groups. Addition-

ally, as prespecified in study protocol,
of patients in the BT group, 40% were
selected from those who had been re-
ceiving intravenous treatment (inflixi-
mab) and 60% from those who have
been receiving subcutaneous treatments
(adalimumab and etanercept, 1:1 ratio).
Data were analysed using the Statisti-
cal Package for the Social Sciences
for Windows (version 15.0; SPSS Inc.,
Chicago, IL, USA). Descriptive statis-
tics were given as frequency and cross
tables for categorical variables; as mean
+ standard deviation for numerical vari-
ables. A chi-square test was used to
compare categorical variables between
independent groups. The Monte Carlo
simulation was used for comparison
when chi-square assumptions were not
met. The Mann Whitney-U test was
used to compare numerical variables
between groups when normal distribu-
tion assumptions were not met. A p-val-
ue <0.05 was considered as statistically
significant.
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tients (54.5%) were referred to the
rheumatology specialist within 1 week
after their initial presentation. The time
elapsed until referral to the rheumatol-
ogy specialist was >48 weeks in only
9.0% of the patients. Of the patients,
48.2% were diagnosed with RA by a
rheumatology specialist.

The majority of the RA patients (86.3%)
visited their doctor every <15 weeks.
Most of the physician-patient commu-
nication centred on symptoms (99.0%),
effects of the disease on quality of life
(61.8%), effects of the disease on daily
activities (51.1%), treatment (79.2%),
current dose of medication (62.6%),
route of administration of current treat-
ment (52.4%), short-term side effects
(55.5%) and blood tests and other anal-
ysis (86.5%).

Therapy choices

Non-prescription therapies that the
RA patients have already used were
as follows: physical therapy (20.0%),
exercise (19.5%), rest (16.2%), com-
plementary/alternative/herbal/homeo-
pathic /OTC medication (14.8%), and
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acupuncture 0.8%. Fifty-seven percent
of the patients were not utilising any
non-prescription therapy. Prescription
medications that the patients have been
currently using are shown in Table III.

The proportions of the patients who
cannot perform the injection them-
selves were 60.8% for the patients re-
ceiving adalimumab and 38.7% for the
patients receiving etanercept. The pro-
portions of the patients reporting that
it is difficult/very difficult to adminis-
ter the drug injections were 14.3% for
adalimumab and 8.2% for etanercept.

Patients’ perceptions of their clinical
status

The proportion of RA patients who per-
ceived their health status as good/very
good/excellent was higher in the BT
group than the NBT group (51.5% vs.
74.3%, p<0.001). However, the survey
revealed that the majority of the pa-
tients in both groups still suffer from
some RA symptoms despite treatment.
The majority of the patients (71.5%)
had pain scores <4. The proportion
of RA patients reporting a pain score
<4 was significantly higher in the BT
group than in the NBT group (64.3%
vs. 77.6%, p=0.001). More than half of
the patients still suffer from fatigue/ma-
laise (67.6%), pain in hand and/or foot
(74.0%), pain in other joints (52.8%),
tender/swollen joints (61.7%), difficul-
ty in walking (55.3%), and weakness
(60.1%) on a regular basis despite treat-
ment. Almost all RA symptoms were
more common in the NBT group than
the BT group (Table IV).

More than half of the patients reported
that RA has affected quality of life-
related conditions. The proportion of
patients who reported that RA has af-
fected their ability to get adequate
sleep and rest was significantly higher
in the BT group than in the NBT group
(64.8% vs. 52.8%, p=0.006). There
were no significant differences between
the two groups with respect to the other
parameters (Table V).

Patients’ approach to their disease
status

The majority of the patients believe that
their current treatment prevents or slows
down the progression of joint deform-

Table III. Prescription medications that the RA patients are currently using.

Total Treatment Groups p-value
BT NBT
NSAID 311 (59.9) 166 (59.1) 145 (60.9) 0.668
Oral corticosteroids 347 (66.9) 168 (59.8) 179 (75.2) <0.001
Methotrexate 346 (66.7) 182 (64.8) 164 (68.9) 0.319
Leflunomide 164 (31.6) 78 (27.8) 86 (36.1) 0.041
Adalimumab 97 (18.7) 97 (34.5) - -
Etanercept 101 (19.5) 101 (35.9) - -
Infliximab 82 (15.8) 82 (29.2) - -
Data are expressed as number (%).
Table IV. Symptoms on a regular basis in RA patients.
Total Treatment Groups p-value
BT NBT
Fatigue/tiredness 351 (67.6) 173 (61.6) 178 (74.8) 0.001
Pain in hand and/or foot 384 (74.0) 182 (64.8) 202 (84.9) <0.001
Pain in other joints 274 (52.8) 128 (45.6) 146 (61.3) <0.001
Decreased joint movement 197 (38.0) 93 (33.1) 104 (43.7) 0.013
Joint tenderness/swelling 320 (61.7) 148 (52.7) 172 (72.3) <0.001
Early morning joint stiffness 241 (46.4) 106 (37.7) 135 (56.7) <0.001
Fever 165 (31.8) 84 (29.9) 81 (34.0) 0313
Difficulty walking 287 (55.3) 139 (49.5) 148 (62.2) 0.004
Difficulty with dexterity 232 (44.7) 104 (37.0) 128 (53.8) <0.001
Difficulty sleeping 175 (33.7) 80 (28.5) 95 (39.9) 0.006
Limited ability to perform daily 204 (39.3) 95 (33.8) 109 (45.8) 0.005
activities
Decreased ability to participate in 77 (14.8) 40 (14.2) 37 (15.5) 0.675
leisure activities
General malaise 243 (46.8) 107 (38.1) 136 (57.1) <0.001
Overall weakness 312 (60.1) 151 (53.7) 161 (67.6) 0.001
Data are expressed as number (%).
Table V. Quality of life-related conditions affected by the disease.
Total Treatment Groups p-value
BT NBT
Relationships with friends and family 203 (39.3) 110 (39.3) 93 (39.2) 0.992
Anxiety level 324 (62.5) 176 (62.6) 148 (62.4) 0.965
Level of anger 355 (68.5) 199 (70.8) 156 (65.8) 0.223
Level of discouragement 267 (51.7) 151 (53.9) 116 (49.2) 0.279
Depression level 278 (53.9) 149 (53.0) 129 (54.9) 0.672
Ability to do household chores 353 (72.0) 195 (73.0) 158 (70.9) 0.592
Ability to care for family members/ 322 (66.1) 183 (68.8) 139 (62.9) 0.171
take care of family’s needs
Ability to dress myself 266 (51.5) 146 (52.0) 120 (50.8) 0.801
Ability to participate in sports 141 (53.2) 83 (56.5) 58 (49.2) 0.236
activities
Ability to pursue hobbies 187 (55.7) 114 (594) 73 (50.7) 0.113
Ability to get adequate rest/sleep 306 (59.3) 182 (64.8) 124 (52.8) 0.006
Ability to participate in sexual activity 200 (51.3) 115 (53.7) 85 (48.3) 0.285

Data are expressed as number (%).

ity, prevents or slows down the progres-
sion of the disease, provides short-term
relief and that their current medication
is the newest, most advanced treatment
and it works consistently from dose to
dose. Most patients are of the opinion
that their current medication is a con-

480

venient treatment regimen. The pro-
portions of patients who agreed with
the above-mentioned parameters were
higher in the BT group than the NBT
group (Table VI).

The proportion of RA patients who be-
lieve that their current treatment pro-



Table VI. Opinions of RA patients about their current medication.

Agreement with the following statements Total Treatment Groups p-value
BT NBT

Prevents or slows down the progression 361 (70.0) 215 (77.1) 146 (61.6) <0.001
of joint deformity

Prevents or slows down the progression 385 (74.6) 227 (81.7) 158 (66.4) <0.001
of the disease

Provides short-term relief of symptoms 336 (65.0) 180 (64.5) 156 (65.5) 0.807

Provides long-lasting relief of my RA 231 (44.7) 149 (534) 82 (34.5) <0.001
symptoms

My current medication is the newest, most 300 (60.6) 200 (74.6) 100 (44.1) <0.001
advanced treatment

My medication works consistently from 315 (61.5) 216 (76.9) 99 (42.9) <0.001
dose to dose

My current medication is a convenient 335 (66.2) 230 (81.9) 105 (46.7) <0.001
treatment regimen

Data are expressed as number (%).

Table VII. Issues that treatment provides substantial benefit.

Total Treatment Groups p-value*
BT NBT

Less pain/swelling/stiffness 442 (85.2) 258 (91.8) 184 (77.3) <0.001

Less fatigue 156 (30.1) 93 (33.1) 63 (26.5) 0.101

Lasts between doses/fewer or no 109 (21.0) 73 (26.0) 36 (15.1) 0.002

breakthrough pain or flares

Data are expressed as number (%).

Table VIII. Number of good/bad days per month prior to/after being put on current treat-

ment medication.

Total Treatment Groups p-value
BT NBT
Number of good days per month
Before 67+73 62+73 73+73 0.056
After 21.1+£72 234+65 185+7.2 <0.001
Number of bad days per month
Before 233+£73 238+73 227+72 0.057
After 89+72 6.6+6.5 115+72 <0.001

Data are expressed as mean+standard deviation.

vided substantial benefit in decreasing
pain/swelling/stiffness was significant-
ly higher in the BT group than in the
NBT group (Table VII).

The majority of the patients reported that
the switching from their previous ther-
apy to their current therapy has affect-
ed their ability to do household chores
(71.6%), to care for family members/
take care of family needs (68.7%), to
dress themselves (74.0%), and their abil-
ity to get adequate rest/sleep (61.4%),
relationships with friends and family
(58.0%), anxiety level (55.9%) and an-
ger level (54.8%) in a positive manner.
The RA patients reported that the num-
ber of good days per month was in-

creased while the number of bad days
per month was decreased after being
put on their current treatment medi-
cation. When compared to the NBT
group, the BT group had significantly
more good days and fewer bad days per
month after being put on their current
treatment medication (Table VIII).

Among the patients, 61.9% have never
worked, and 24.0% were not currently
working. Twenty patients reported RA
as the main reason for not working.
Patients reported a mean of 28.5+31.6
working days lost due to RA in the past
90 days and a mean percentage reduc-
tion in earned income of 39.4+25.0.
In the BT group, 22.4% and 44.9% of
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the patients reported increased work-
ing days and increased productivity at
work, respectively, after the initiation
of biologic therapy.

Of biologic users, 72.9% reported that
their current therapy was much more
effective than their previous non-bio-
logic regimen in alleviating/control-
ling the disease symptoms and 75.1%
reported that their current therapy was
much more effective than their previ-
ous non-biologic regimen in improving
their overall quality of life.

Approach to biologics in NBT group
Among patients in the NBT group,
only 24.8% have been recommended
a biologic product by their doctors. Of
those patients who were recommended
a biologic, 51.0% were informed about
what they could expect from the drug;
51.0% were informed about how the
drug works, 82.4% were informed
about how the drug is administered,
72.5% were informed about frequency
of dosing, 56.9% were informed about
its short-term side effects, 35.3% were
informed about its safety over the long-
term, and only 25.5% were informed
about how to apply the injection.

Of the RA patients who were not rec-
ommended a biologic, 2.9% did not get
a prescription for a biologic because
of safety concerns and needle/infusion
anxiety. On the other hand, 11.7% did
not get a prescription for a biologic,
because they feel good enough on their
current treatment regimen; 40.4% did
not get a prescription for a biologic be-
cause their doctor did not think it was
the right choice for them; 2.9% did not
get a prescription for a biologic because
their symptoms were not severe enough
to warrant something so potent, and
5.3% did not get a prescription for a
biologic because they were happy with
their current treatment regimen. Of bio-
logic naive patients who were not rec-
ommended biologic treatment, 67.9%
were not aware of biologics. When
considering those patients who were
aware of biologic treatment, 78.5% re-
ported that their source of information
was medical staff, while 7.9% reported
that they had only heard the names of
biologics without any relevant informa-
tion about these agents, and only 3.9%
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of these patients had learned that bio-
logics were injectable products.

Approach to mode of administration

The majority of biologic naive patients
reported that they would be willing to
use a medication requiring a subcuta-
neous injection if their doctor recom-
mended it (95.3%), if it had a less fre-
quency of administration (78.2%), if it
was easy to use personally (69.3%) and
if it was able to be self injected at home
(66.5%). Among dose frequencies,
once-monthly injection was preferred
more frequently (80%) compared to bi-
weekly injection (8%). Among biologic
users, a prefilled, single-use auto-injec-
tor device was preferred by 58.6% with
easy-to-understand instructions (89%)
and less injection-site reaction (55.3%).

Discussion

In the present study, we evaluated RA
patients receiving (n=281) and not re-
ceiving (n=238) biologic therapy. We
assessed, via a questionnaire, the unmet
needs and perceptions regarding treat-
ment of RA in these two groups, which
were comparable with respect to demo-
graphic characteristics.

In recent years, querying patients’ per-
spective has gained importance in assess-
ing patient outcomes (14). It is known
that RA has unfavourable effects on
quality of life. In a cross-sectional non-
interventional study, Inotai et al. (15)
compared quality of life of RA patients
receiving biological (n=85) and non-
biological (n=168) therapies, and con-
cluded that patients on biological treat-
ment have lower disease activity and
higher utility. In the present study also,
more than half of the patients reported
that RA had affected their quality of life-
related conditions. However, the propor-
tion of RA patients who perceived their
health status as good/very or good/excel-
lent was higher in the BT group than the
NBT group. Of biologic users, 75.1%
reported that their current therapy was
much more effective than their previous
non-biologic regimen in improving their
overall quality of life.

The majority of the patients believe that
their current therapy slows down the
progression of the disease and provides
relief of RA symptoms. When compared

to the NBT group, the BT group had sig-
nificantly more good days and fewer bad
days per month after being put on their
current treatment medication. However,
the survey revealed that the majority of
the patients still suffered from some RA
symptoms despite treatment. Almost all
RA symptoms were more common in
the NBT group than the BT group. The
proportion of patients reporting a pain
score <4 was higher in the BT group.
Recent studies have evaluated disease
activity-reducing effects of biologic
therapy and compared biologic and
non-biologic therapies or one biologic
agent with another. The Dutch Rheu-
matoid Arthritis Monitoring (DREAM)
registry found that after 6 months of
treatment with anti-TNF agents, the
prevalence of DAS-28 <2.6 was 27%
and the prevalence of minimal disease
activity (MDA) was 34%, while ACR/
European League Against Rheuma-
tism (EULAR) remission criteria was
reached by only 6% of RA patients
(16). Studies have reported satisfactory
outcomes in terms of residual disease
activity at 1 year in Switzerland, where
the prescription of biologic agents is
not limited and biologic therapy is initi-
ated earlier in patients with low disease
activity levels (17). However, similar
results are also reported with conven-
tional DMARD combinations in early
RA, and 70 to 90% DAS28-remissions
are observed at 12 months (5). Whether
extensive use of biologics resulted in
better outcomes in the real world set-
ting is also controversial (18).

It is known that RA causes work pro-
ductivity loss (19). In the present study,
61.9% of the surveyed patients had
never worked and 24.0% were not work-
ing currently. Twenty patients reported
RA as the main reason for not working.
With regard to patients working, 22.4%
reported increased working days and
449% reported increased productivity
at work after the initiation of biologic
therapy.

In the present study, RA patients reported
their doctors (54.3%), television/radio
(31.2%), the Internet (26.6%) and fam-
ily/friends/neighbours (15.8%) as their
sources of information about the disease.
The majority of the patients (72.8%) re-
ported that most of the time their doctors
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explained their disease in a way that they
could understand. Similarly, Garneau et
al. (20) reported that 98% of the partici-
pants used rheumatologists as a source
for information and 87% rated the source
as extremely useful. The Internet was
the most frequently used non-provider
source (63%) and 40% found it very use-
ful in this study. However, the Internet
as the source of information seems still
very limited in Turkey. Besides, some-
times information from the Internet may
be rather confusing, especially for the
non-oriented patients.

Most of the surveyed patients in this
study (86.3%) visited their doctors every
<15 weeks. At these visits, physician-pa-
tient communication primarily focused
on symptoms and treatment. Since it
allows early switching or adjustment of
therapies that fail to adequately control
disease activity, regular monitoring of
RA patients through tight control is rec-
ommended (21, 22).

Finally, a less frequent dosing (once-
monthly) with an easy-to-use, pre-filled
auto-injector is preferred by most RA
patients for drug administration.

Our results are in accordance with the
previously published RAISE study.
Similar to our observations, patient-phy-
sician interaction is found to be limited
about the impact of RA on QoL issues
in this study. Although most RA patients
believe that their current treatment pro-
vided substantial benefit for their symp-
toms and patients on BT are observed
to have more “good” days, RA signifi-
cantly limit the daily life of patients.
Information about BT is also observed
to be limited in patients using non-BT
therapies in RAISE (13).

In conclusion, RA patients receiving
biologic therapy reported higher rates of
improved symptoms and quality of life-
related conditions, and seemed more sat-
isfied with their treatment in our study. It
is important for rheumatologists to have
sufficient knowledge about the indica-
tions and effects of biologic treatments
since it will enable appropriate patient
selection and early initiation of treat-
ment. The results of this survey provided
information for rheumatologists about
the perceptions, expectations and prefer-
ences of RA patients with regard to RA
treatment.
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