
‘Rheumatologist go home!’ Coming
up next?
Till Uhlig,1 Tuulikki Sokka2

High use of healthcare services is charac-
teristic for rheumatoid arthritis (RA).
Health spas have provided care for
patients with RA in many countries, and
many patients with early RA used to be
kept in hospitals for several weeks.1 In the
1970s, Swedish researchers reported that
over a 13-year follow-up period, patients
with RA were admitted to hospital more
than twice as often, and spent three times
as many days in hospital, as control sub-
jects,2 primarily because of high inflam-
matory activity. Over the past two
decades, however, many rheumatology
wards have been closed and rheumatology
beds in departments were given away,
especially in the Nordic countries.3

Today, rheumatology is characterised by
active medication strategies using a com-
bination of early treatment with trad-
itional disease-modifying antirheumatic
drugs and other effective drugs, with
adjustment during close follow-up. In
many countries a multidisciplinary
approach to RA means support in a wide
array of areas, from devices4 to coping
with the disease.5 The patient is taught to
take an active role.

Of concern to many are the high medi-
cation costs. Early remission has unani-
mously been defined as a treatment target.
In addition to methotrexate and combina-
tions of conventional antirheumatic drugs,
a subset of patients with RA needs more
powerful though expensive drugs. In the
search for remission in a subset of patients
with RA, with the prospect of reduced
symptoms and reduced or halted future
joint damage, use of biological agents
with their high costs is unavoidable. These
costs are not affordable in all countries.6

The use of biological agents is associated
with reduced suffering and improved
health. Therefore, these high direct costs
may be partly offset by reduced rates of
work disability.

Once the symptoms of patients with RA
are alleviated and their quality of life
improves, will rheumatologists be needed
less? Do we actually see a decline in
healthcare use as a reward for effective
patient treatment? Obviously, if patients
with rheumatic diseases were cured, they
would no longer need doctors, health
professionals, or hospitals, at least for
their rheumatic disease. But we know that
our patients with RA have chronic disease.
And even if we have seen milder disease
in recent years in Western societies,7 8

—although not in all countries6—we have
become more aware of the importance of
frequent monitoring of patients to ensure
that the disease is kept in a state of remis-
sion or low activity. This principle of tight
control is also recommended9 and today
we aim for numerical targets of disease
activity as do cardiologists and diabetolo-
gists.10 Active RA disease entails costs and
use of healthcare during the following
years,11 and it is plausible that improved
disease status might result in in a smaller
requirement for healthcare.
As indicated earlier, the structure and

delivery of rheumatology care has
changed over the past decade. There are
few reports of changes in healthcare use
in actively treated patients with RA in the
2000s. After initiation of biological treat-
ment a decrease in the number of visits to
the doctor has been described.12

Furthermore, one study showed that the
need for hospital inpatient time and tele-
phone contacts measured per year was
lower in patients with RA receiving bio-
logical treatment than in patients not
receiving anti-tumour necrosis factor
treatment.13

In this issue of the Annals of the
Rheumatic Diseases Hagel et al14 report a
decrease in healthcare use in patients with
RA in the Swedish region of Skåne during
the 2000s compared with a reference popu-
lation. The decline was considerable—in the
range of 20–30%—for hospitalisations, out-
patient visits and visits with nurses and phy-
siotherapists. To compare the findings in
patients with RA with those in a reference
population, authors calculated the ratio of
the mean number of visits for the RA cohort
and reference cohort for each calendar year,
and then applied a test for trend across
ordered groups. The authors report reduced

healthcare use by patients with RA in com-
parison with the reference population, and
not necessarily reductions in absolute
numbers. They were careful not to attribute
this altered pattern of healthcare use to the
application of biological therapies, which
were used in about one in five of their
patients with RA. Nevertheless, it is obvious
that active approaches to treatments have
replaced frequent visits and hospital stays in
rheumatology care.

Some caveats about this study deserve
mentioning. Interpretation of changes
given in percentages can be difficult, and
absolute values for the use of healthcare
are needed to assess true trends. It is diffi-
cult to grasp the implication of the
message that between patients with RA
and reference population the ratio for
visits to a physician declined by 29%
during the decade. We can more easily
understand the statement that patients
with RA consult their GPs for about one
less appointment during the last years of
the examined decade than at the begin-
ning—when the pattern of the reference
population has not changed. Some bias in
the study14 might also have been intro-
duced since during follow-up more
patients than referents (36% vs 23%)
died, probably those who would have
required more care during the course of
the observation period. This case of right
censoring might have resulted in overesti-
mation of the magnitude of findings.

If findings of lower healthcare use were
obtained in a country other than Sweden,
one might suspect that the patients with
RA had been given less care because they
were not a priority compared with other
patient groups in the healthcare system.
This can happen when rheumatology has
to compete with other disciplines within
internal medicine or others for available
resources. General constraints on expend-
iture—such as during the recent financial
crisis—or hospital budgets under stress
may easily affect the way patients are
treated. Such major changes are unlikely
to have been the case in this study in
Sweden, where care for patients with RA
is in many ways outstanding, and access to
medication and care most often is at
home. In the Nordic countries, there are
some indications of saturation in the pre-
scription of tumour necrosis factor inhibi-
tors among biological drugs during recent
years and with lower disease activity at
their initiation.15–17

While we need to take into account
increased healthcare use with increasing
age, this was only seen in the reference
population, but not in patients with RA in
the study be Hagel et al.14 In general,
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musculoskeletal health has improved over
the past decades, as indicated in popula-
tion studies.18

Another factor which may determine
healthcare use during follow-up of patients
with RA is the way in which we monitor
patients for disease activity, extra-articular
manifestations and adverse events of
disease-modifying antirheumatic drug
treatment. A possibility of self-assessment
for disease activity, especially by patients in
remission or with low disease activity is
promising.19 Monitoring of these patients
also requires considerable resources in
rheumatology outpatient departments.
Patients could in part be followed up by
means of electronic devices for monitoring
disease course,20 21 and retain access to
rheumatology care through ‘on-demand’
visits to a rheumatologist or a nurse.22

Such measures might make the follow-up
of patients more effective and could allevi-
ate the sometimes meaningless routine
control of happy patients. This may espe-
cially be the case for patients with estab-
lished disease where initial and aggressive
lege artis treatment has led to remission
and low disease activity.

If the successful treatment and manage-
ment of RA and other inflammatory
rheumatic diseases like ankylosing spon-
dylitis and psoriatric arthritis continues,
we will pay more attention to other
more neglected diseases—for example,
osteoarthritis and gout. The ongoing
EUMUSC.NET project (http://www.
eumusc.net), supported by the European
Union and EULAR highlights the need for
more attention towards osteoarthritis
within the field of rheumatology, but also
by others not familiar with rheumatic dis-
eases. This needs to be a focus and rheu-
matologists and other therapists will need
to increase their awareness of treatment
needs. Thus, rheumatologists will be
required and need not be sent home or sit
jobless, and will remain valuable therapists
with tasks to take on in the future.
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