
Response to: ‘Let’s not fool ourselves. In RA,
the ACR/EULAR remission criteria are not
perfect!’ by Baker et al

Baker et al1 raise many interesting points on the validity and use
of the American College of Rheumatology/European League
Against Rheumatism (ACR/EULAR) remission criteria that I
would like to reflect on.

But first of all I would like to reiterate my main point, one
which I think we agree on:

In all clinical trials where remission is one of the outcomes, it
should be defined according to the ACR/EULAR criteria.

Baker et al list several concerns on these criteria that are well
taken, and some that are generic to the way we measure disease
activity today.

Indeed, the ACR/EULAR criteria were developed with the
express aim to define remission, more specifically ‘to develop a
definition of remission that is stringent but achievable and could
be applied uniformly as an outcome measure in clinical trials’.
Although the committee was asked ‘to look toward, and make
possible a similar definition for use in clinical practice’ and in
fact presented proposals to this end, the focus was on a defin-
ition for use in clinical trials.2

Likewise, and contrary to what Baker et al claim, the disease
activity score (DAS) and DAS in 28 joints (DAS28) were not
developed ‘… with the primary intention of measuring disease
activity for the purposes of treatment escalation…’; instead,
DAS and DAS28 were developed as composite instruments
(indices) of disease activity for use in clinical trials. It is true that
in their development, the external criterion for high disease
activity was the status of a Dutch clinic patient seen around
1985 in whom therapy was switched for lack of efficacy.3

Many of the problems listed in Baker et al’s letter are due to
the unfortunately widespread, but nevertheless inappropriate
use of these indices and definitions to guide clinical practice
decisions. This includes the use of 28 joint counts that exclude
the feet (OK for trials, but inappropriate in patient care) and
the patient global visual analogue scale (VAS) threshold of 1 out
of 10 (clearly unachievable for many patients seen in the clinic).
The choices made for the ACR/EULAR criteria reflect compro-
mises at several levels to obtain, in the end, a set that performs
optimally in the trial setting.

As already noted in the paper publishing the criteria, imaging
was purposefully excluded, mainly for reasons of feasibility.
Although singly the elements of the criteria can still be compat-
ible with residual disease activity (eg, one swollen and one
tender joint), together they result in an optimally specific set,
with very limited numbers of ‘false positives’. Nevertheless, as
Baker et al point out, the criteria can still both ‘underdiagnose’
(as in the case of a VAS >1) and ‘overdiagnose’ remission (as in
the case of a patient with residual disease on imaging). The
prognostic relevance of such ‘errors’ is not clear but likely small
on the group level. Another known limitation my group is cur-
rently working on is the relative lack of patient-reported input
into the criteria.4–6 Finally, Baker et al find fault with the cri-
teria for not performing better than DAS28 <2.6 in the predic-
tion of which patients will flare after treatment discontinuation.

I do not think this is a fair argument, because the criteria were
never developed with this purpose in mind; also, the argument
is built on the unproven assumption that on tapering treatment,
patients in remission are less likely to flare than patients in a
minimum disease activity state.

In conclusion, I feel the ACR/EULAR criteria are a ‘fait
accompli’ but not forever! They should be put up for revision
once sufficient experience in trials has been gained. It may very
well be that at that time feasible biomarkers are available to
improve their performance or that robust evidence (currently
lacking) suggest the thresholds should be altered. In the mean-
time, they are for the seasoned clinician to ‘use wisely’, as they
were not meant for, let alone optimised for application in clin-
ical practice. There is an urgent need for a disease activity tool
that is valid and reliable for use in individual patient care, espe-
cially in the range between low disease activity and absence of
disease.
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