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Abstract 
 

Background: Patient and physician global assessments (PGA and PhGA) play a crucial role in 
treatment decisions, yet discordance in these assessments is common. Factors influencing PGA 
and PhGA and discordance in South African (SA) Rheumatoid Arthritis (RA) patients remain 
poorly understood. 
 
Methods: This cross-sectional study included consenting adults with RA attending a tertiary 
hospital. Demographic, disease-specific, and patient-reported outcome data were collected. A 
discordance score was calculated by subtracting the PhGA score from the PGA score, and 
discordance was defined as PGA-PhGA ≥ 2.5. Determinants of PGA, PhGA, and their discrepancies 
were explored using correlation analyses, linear regression, and logistic regression. 
 
Results: Of 550 patients, most were female (84.9%), with a mean (SD) age and disease duration 
of 55.8 (12.9) and 11.5 (9.7) years. Discordance was seen in 27.5%. Pain severity significantly 
influenced PGA, while tender and swollen joint counts predominantly influenced PhGA. A large 
portion of the variance in PGA and PhGA (62.0 % and 50.3% respectively) was unexplained. 
Patients with discordance reported higher pain scores, and problems with usual activities but 
had lower swollen joint counts and were more likely to be in remission or low disease activity 
than concordant patients. 
 
Conclusion: Discordance in patient-physician assessments exists in a considerable proportion of 
SA RA patients. Pain severity and functional limitations greatly influence patient perceptions. 
Addressing pain and activity limitations could help reduce discordance, optimize disease 
management, and foster shared decision-making. Further longitudinal and qualitative research 
is essential for a more comprehensive understanding of our RA patients’ perspectives. 
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Determinants of Patient and physician global assessment of disease activity and 
their discrepancies amongst South Africans with RA 
 
Introduction  
 
The management of Rheumatoid Arthritis (RA) has evolved with the adoption of the “Treat to 
Target" strategy, aiming for remission or low disease activity [1-3]. Composite disease activity 
scores, such as the Simplified Disease Activity Index (SDAI), and Clinical Disease Activity Index 
(CDAI), are used to assess RA disease activity and to classify the disease into high, moderate or 
low disease activity states to  inform treatment decisions which are shared between patient 
and physician [4]. These scores combine the 28-joint tender and swollen joint counts (TJC and 
SJC), the patient global assessment (PGA) “How is your arthritis in the last week?” scoring 
between 0 (very good) and 10 (very poor), and physician global assessment (PhGA) scoring 
between 0 (very good) and 10 (very poor).  
The PGA is an important widely used patient-reported outcome measure (PROM), and provides 
valuable insights into the patient’s perspective on their disease activity. However, it is well 
recognized that PGA can be influenced by factors including socio-demographic characteristics, 
fatigue, sleep disturbances, mental health status, and pain. [5-8].  
 
Differences in the patient’s perceptions of disease activity and their physicians’ assessment can 
be measured by comparing the PGA and the PhGA. The presence of patient-physician 
discordance in RA has been observed in clinical trials and clinical practice in up to half of 
patients, with patients generally reporting higher (worse) scores than physicians[9-11]. This 
discordance can be attributed to the focus of patients and physicians on different aspects of the 
disease: patients tend to emphasize symptoms and functional limitations, and physicians tend 
to emphasize objective measures of inflammation including the SJC and serum acute phase 
reactants [9-16]. 
 
Understanding patient-physician discordance in RA is important. Discordance can be considered 
a “communication gap”, potentially leading to treatment decisions that are not based on 
shared decision-making. Indeed, discordance has been shown to negatively affect medical care 
with poor treatment adherence, higher levels of dissatisfaction, and an increased risk of joint 
damage, and is also associated with impaired health-related quality of life (HRQoL) and 
decreased work productivity[17-19]. Interestingly, discordance has recently been shown to be 
associated with a higher grade of musculoskeletal ultrasound synovitis, suggesting that disease 
activity is underrated by one of the assessors[20] .  
 
Variation in PGA between countries is well described [7].There is a paucity of research 
specifically examining patient-physician discordance in South Africa (SA). Because of the 
cultural diversity in SA, factors including language barriers, cultural beliefs, socioeconomic 
disparities, and healthcare access may influence the communication and understanding 
between patients and physicians. We anticipate that studying patient-physician discordance 
may elucidate these specific challenges and guide the development of culturally sensitive and 
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contextually appropriate interventions to reduce discordance, enhance the doctor-patient 
relationship, and improve disease management, patient satisfaction, and treatment adherence, 
leading to better long-term outcomes. Approval for this study was granted from the University 
of Cape Town Health Research Ethics Committee (HREC 629/2022), and all participants signed 
informed consent prior to their inclusion in the study.  
 
Patients and Methods: 
 
A cross-sectional study recruiting RA patients attending the arthritis outpatient clinics at a 
tertiary academic hospital. Consenting adults (≥ 18 years old) meeting the EULAR/ACR 2010 RA 
Classification Criteria[21] were invited to participate in the study.  
 
Data collection: 
 
Demographic details including age, gender, self-expressed ethnicity, educational level, 
employment status, smoking status, and living situation were collated. A poor socio-economic 
setting (SES) was defined using a pooled index if any of the following were present: the highest 
level of education at primary school or less; more than 7 persons living in the household; 
clothes washing done by hand (ie no access to washing machine)[22]. 
Disease-specific information including disease duration, medication, extra-articular 
manifestations, presence of rheumatoid factor and/or anti-cyclic citrullinated protein 
antibodies, joint surgery, and comorbidities was collated.  
 
Clinical assessment with the 28-joint TJC, SJC, PGA, and PhGA were collected. The PGA and 
PhGA were measured on a 2.5-point Likert Scale from 0 (very good), 2.5 (good), 5 (fair), 7.5 
(poor) to 10mm (very poor). Disease activity was calculated using the CDAI, and classified into 
high, moderate, or low disease activity (HDA, MDA, or LDA) based on cut points of 22 and 10 
[4]. 
 
The following Patient reported Outcome measures (PROM) were completed by patients, with 
the help of the study coordinator if required: the EuroQol -3 level (EQ-5D-3L) to explore HRQoL, 
Health Assessment Questionnaire-Disability Index (HAQ-DI) to measure functional disability, 
Hospital Anxiety and Depression Score (HADS), FACIT -Fatigue Score (FACIT-F) and Brief Pain 
Inventory(BPI) to assess anxiety and depression, fatigue and pain respectively. [23-28]  
 
PGA and the PhGA Discordance 
 
A discordance score was calculated by subtracting the PhGA score from the PGA score. Patients 
were categorized as Concordant (score between -2.5 and +2.5), Discordant (score ≥ 2.5) or 
Negatively Discordant (score < -2.5).  
 
Statistical Analysis 
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Pearson’s correlation coefficients or Spearman’s rank correlation coefficients were calculated 
for continuous variables and ordinal variables to identify factors correlating with PGA and 
PhGA.  Correlation coefficients 0–0.19, 0.2–0.39, 0.40–0.59, 0.6–0.79 and 0.8–1  was 
considered as very weak,  weak,  moderate, strong, and  very strong correlations respectively 
[29]. Subsequently, the significant variables identified in univariate correlation were tested in 
multivariate analyses and further by linear stepwise regression to determine their contribution 
to PGA and PhGA. The proportion of variability of each outcome explained by each predictor 
was expressed by the partial R2. The proportions that could not be explained by the variables 
are presented as ‘unexplained’. Analysis of discordant and concordant groups was tested using 
T-test and Pearson’s Chi-Square test.  Binomial logistic regression analysis was done with the 
inclusion of significant variables found in univariate analysis to assess the predictors of 
discordance.  Statistical analyses were conducted using SPSS version 25, and a p-value <0.05 
was considered significant. 
 
Results 

  
Of 550 patients, the majority were female (84.9%), with a mean (SD) age and disease duration 
of 55.8 (12.9) and 11.5 (9.7) years, respectively with 41.3% having longstanding RA (>10 years) 
(Table 1). A significant proportion (67.4%) were classified as having low SES; 32.7% of patients 
were smokers and the majority (75.1%) had at least one comorbidity. Most patients were in 
LDA or remission (47.8%), and the mean (SD) PGA was 4.9 (2.7) with a lower PhGA 3.3 (2.8). The 
majority of patients (58.3%) were prescribed ≥2 DMARDs concomitantly, 54.7% used low dose 
corticosteroids (CS) (≤7.5mg /day), and 13 (2.5%) were prescribed a biologic. The mean HAQ-DI 
score was 1.5 (0.7) suggesting significant physical disability, with global impairment revealed by 
the EQ-5D (Table 2). A third of patients had significant depression and anxiety, and the majority 
reported moderate to severe fatigue.  
 
Determinants of PGA and PhGA 
 
The PGA correlated moderately with the pain severity score (PSS), TJC, SJC, and EQ5D Level Sum 
Score, and weakly with the pain interference score (PIS), HAQ-DI, fatigue, anxiety, and 
depression scores and with certain EQ5D domains (problems with usual activities, self-care, and 
mobility) and use of CS, and very weekly with SES (Table 3). There was no correlation with age, 
disease duration of RA, or number of comorbidities. PhGA was strongly correlated with SJC and 
TJC and weakly with all PROMs.  
Linear stepwise regression showed the PGA was mainly determined by PSS (B = 0.3, R² = 0.25, p 
< 0.001), with contributions from PIS, TJC, SJC, and problem with usual activities presence of 
FMS and CS use (Figure 1). These variables accounted for 38.0 % of the variance in PGA, with 
62.0 % unexplained (p < 0.001).  The major determinant of PhGA was SJC (B =0.5, R² = 0.43, p < 
0.001), which together with TJC, fatigue, and pain explained 49.7% of the variance in PhGA, 
leaving 50.3% unexplained (p < 0.001).   
 
PGA and the PhGA Discordance 
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Most patients (n=399, 72.6%) and physicians had similar global assessments (Concordant 
group). Patient-physician discordance occurred in 151 (27.5%) of patients, with 136 patients 
(24.7%) rating their global assessments worse than their physician (Discordant group). Fifteen 
patients rated their global assessments better than their physician's “Negatively Discordant”, 
and this group was excluded from this analysis.  
 
Comparing the Discordant group with the Concordant group revealed significant differences in 
disease activity and some PROMs (Table 4). Patients in the Discordant group had lower TJC, 
lower SJC, and lower PhGA, with a higher proportion of patients in the LDA (58.1%) and MDA 
(32.4%) categories than in the HDA (9.6%) category (p = 0.001). Discordant patients also had a 
significantly worse EQ5D Level Sum Score, more problems with usual activities, and higher PSS, 
with a higher prevalence of fibromyalgia. There were no significant differences in age, gender, 
SES, duration of RA, comorbidities, or presence of osteoarthritis nor in HAQ-DI, anxiety, 
depression, or fatigue scores between the groups.  
Binomial logistic regression analysis showed that patients with lower SJC, high PSS, and 
problems with usual activities, are more likely to score their disease activity higher than their 
physician. 
 
Discussion  
 
Our study examined the global assessment of disease activity by patients and physicians, and 
the discrepancies between them, in indigent South African RA patients. We showed that pain 
severity had the strongest contribution to the PGA, along with the TJC, SJC, problems with usual 
activities, and CS use. For the PhGA, the SJC was the most influential factor, with other 
determinants including TJC, fatigue, and pain. These findings align with studies conducted in 
various regions, indicating that patients' perceptions of disease activity are influenced by the 
impact of RA, while physicians focus on objective signs of inflammation.[12-16, 18, 30].   
 
In our study, patient-physician discordance occurred in 27.5% of patients, with 24.7% of 
patients rating their disease activity higher than their physicians. These results are somewhat 
lower than rates reported elsewhere, where up to half of patients score their arthritis 
differently to their physicians.[10, 11, 31] Patients with discordance had poorer PROMs, 
particularly more problems with usual activities, higher PSS, a higher prevalence of fibromyalgia 
but notably lower TJC and SJC.  The majority of discordant patients were in LDA or MDA states 
but did not feel they were doing well. Elsewhere, patients with longstanding disease have also 
been shown to have persistently high PGA scores despite low disease activity, joint counts, and 
inflammatory markers  [17, 32]. Pain and functional disability may have resulted in high PGA 
scores, even in the absence of joint inflammation[6, 33-36]. Addressing both pain and activity 
limitations, particularly in patients with low joint counts, may reduce discordance and build a 
good doctor-patient relationship, leading to increased patient satisfaction with care.  
 
Mental health scores were not associated with discordance in our study although a third of 
patients had significant anxiety and/or depression, in contrast to findings by Barton et al where 
higher depressive symptoms were associated with discordance.[37]  
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There was significant unexplained variability in PGA in this study (62.4%). This is likely due to 
the subjective nature of PGA, influenced by individual perceptions and expectations together 
with other unmeasured factors, such as specific disease manifestations and social support. The 
cross-sectional design and inherent variability in PGA further contribute to this unexplained 
portion. Further research including qualitative interviews and longitudinal follow-up may allow 
a better understanding of this variability in PGA.   
 
More than half the patients in our study were using daily low-dose CS. This is an area for 
improvement, given that most patients were in remission or LDA. In particular, discordant 
patients with low disease activity using CS require education regarding the toxicity of CS, and 
better pain management.  
  
The main limitation of our study is the cross-sectional design, which restricts our ability to 
establish causal relationships and capture disease activity fluctuations over time. Additionally, 
as a cost-saving measure, we did not measure C-reactive protein (CRP) or other acute phase 
reactants and relied on the CDAI to assess disease activity [38]. Elsewhere, high CRP levels are 
associated with discordance. 
 
In conclusion, our study of indigent RA patients with longstanding disease shows that over a 
quarter of patients rate their disease activity higher than their clinicians, particularly when 
disease activity is low. Pain severity and functional limitations play a crucial role in patients' 
assessment of their disease and are areas for intervention to reduce patient-physician 
discordance to optimize disease management and inform shared treatment decisions. Clinical 
review (with musculoskeletal ultrasound), pain control strategies, and assessment by 
occupational and physiotherapists together with exercise may reduce discordance. Additionally, 
the unexplained variability in PGA highlights the need for further research incorporating a wider 
range of variables including structural damage, health literacy and patient expectations. 
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Table 1 Demographic and clinical details of 550 rheumatoid arthritis patients                

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Abbreviations: SD-standard deviation ;RA-rheumatoid arthritis; BMI-body mass index; SES-socioeconomic status; RF - 
rheumatoid factor ; ACPA- anti citrullinated peptide antibody; CDAI-clinical disease activity index; TJC-tender joint count; SJC-
swollen joint count; PGA-patient global assessment; PhGA-physician global assessment ; LDA-low disease activity; MDA-
moderate disease activity; HDA- high disease activity; csDMARD- conventional synthetic disease modifying antirheumatic drug; 
bDMARD- biologic disease modifying antirheumatic drug  

Demographic 
details 

Age years mean (SD) 55.8 (12.9) 

 Duration of RA  years mean (SD) 11.5 (9.7) 

 Female  n (%) 467 (84.9%) 

 BMI (Kg/m2)   mean (SD) 31.6 (8.3) 

 Current Smoker   n (%) 180 (32.7) 

 Employed n (%) 109 (20.6) 

 Work Discontinuation Due to RA 223 (40.5) 

 Low SES (pooled Index) n (%) 369 (67.1) 

 Sero-positivity ((RF or ACPA) n 
(%) 

403 (91.6) 

Disease Activity CDAI mean (SD) 14.4 (11.9) 

 TJC28 mean (SD) 3.1 (4.5) 

 SJC28 mean (SD) 3.0 (4.4) 

 PGA mean (SD) 4.9 (2.7) 

 PhGA mean (SD) 3.3 (2.8) 

 Remission n (%) 65 (11.8) 

 LDA  n (%) 198 (36.0) 

 MDA   n (%) 166 (30.2) 

 HDA   n (%) 121 (22.0) 

Treatment 1 csDMARD  n (%) 202 (39.1) 

 ≥2csDMARD  n (%) 301 (58.3) 

 bDMARD  n (%) 13 (2.5) 

 Prednisone ≤7.5mg/d   n (%) 301 (54.7) 

 Joint Surgery n (%) 68 (12.6) 

Comorbidities   None n (%) 137 (24.9) 

 1-2  n (%) 316 (57.5) 

 ≥3   n (%) 97 (17.6) 

 Fibromyalgia Syndrome n (%) 40 (7.3) 
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Table 2. Patient-reported outcomes of 550 patients. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Abbreviations: HAQ-DI-Health Assessment Questionnaire-Disability Index, EQ5D-3L- European Quality of Life-5 Dimension 3 
level; PSS-pain severity score, PIS-Pain interference score, HADS- Hospital Anxiety and Depression scale; FACIT-Functional 
Assessment of Chronic Illness Therapy. 

 

 

 

 

 

HAQ-DI  Total score   mean (SD) 1.5 (0.7) 

 Score  ≥ 0.5  n (%) 479 (87.1) 

EQ5D- 3L: Level Sum Score   mean (SD) 9.3(1.9) 

 Problems with Mobility   n (%) 357 (64.9)  

 Problems with Self-care n (%) 342 (62.2)  

 Problems with Usual Activities   n (%)   423 (76.9)  

 Pain n (%) 342 (62.2) 

 Anxiety and depression n (%) 517 (94.0) 

Pain PSS (0-10)   mean (SD) 4.7 (2.0) 

 Pain interference score (0-10) mean (SD) 4.5 (2.4) 

HADS Anxiety score   mean (SD) 8.4 (4.8) 

 Anxiety score >11  n (%) 175 (32.2)  

 Depression score 9.2 (6.1) 

 Depression score >11   n (%) 185 (34.1)  

FACIT-Fatigue Score Total Score    mean (SD) 28.7(13.4) 

 No fatigue   n (%) 147 (26.7)  

 Fatigue    n (%) 316 (57.4) 

 Severe Fatigue n (%) 87 (15.8)  
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Table 3.  Factors influencing the PGA and PhGA —Univariate analysis  

 

Data represent Pearson’s correlation coefficient (r) or Spearman’s rank correlation coefficient (ρ) for the Patient Global 

Assessment and the Physician  Global Assessment  

Abbreviations: RA-Rheumatoid arthritis; SES-Socioeconomic status;  TJC- Tender joint count; SJC- Swollen joint count; csDMARD 

-Conventional synthetic disease modifying antirheumatic drugs; OA-Osteoarthritis ; EQ5D LSS -European Quality of Life-5 

Dimension; LSS- Level Sum Score; HAQ-DI -Health Assessment Questionnaire-Disability Index; PSS - pain severity score; FACIT-

Functional Assessment of Chronic Illness Therapy – Fatigue Scale; HADS- Hospital Anxiety and Depression scale. 

 

 

 

 

 

 

 

  Patient Global Assessment Physician Global Assessment 

Correlation Coefficient 
(95% CI) 

p-value Correlation Coefficient 
(95% CI) 

p-value  

Demographics 
 

Age -0.07 ( -0.16 to 0.01) ns -0.05 (-0.13 to 0.03) ns 
Duration of RA -0.07 (-0.16 to 0.01) ns -0.015 (-0.10 to 0.07 ) ns 
Female   0.09 (0.01 to 0.12) 0.03 0.06 (-0.03 to 0.15) ns 
Low SES on pooled index  0.09 (0.001 to 0.17) 0.04 0.06 (-0.02 to 0.15) ns 
Primary school education only -0.09 (-0.18 to 0.00)    0.05 -0.04 (-0.13 to 0.05) ns 
Employed  -0.03 ( -0.11 to 0.06)       ns -0.01 (-0.10 to 0.08) ns 

Disease details TJC  0.46 (0.39 to 0.53) <0.001 0.61 (0.55 to 0.66 ) <0.001 
 SJC  0.43 (0.36 to 0.49) <0.001 0.66 (0.61 to 0.71) <0.001 
 No of csDMARDs 0.11 (0.03 to 0.20) 0.012 0.23 (0.15 to 0.31) <0.001 
 Prednisone use  0.16 (0.08 to 0.25) <0.001 0.21 (0.12 to 0.29) <0.001 
Comorbidities No of Comorbidities  0.04 (-0.05 to 0.12) ns -0.06 (-0.15 to 0.02) ns 

Fibromyalgia  0.12 (0.04 to 0.21) 0.004 -0.01 (-0.10 to 0.08) ns 
 Secondary OA -0.03 (-0.12 to 0.05) ns 0.01 (-0.08 to 0.20) ns 
 Previous Joint Surgery  0.02 ( -0.07 to 0.10) ns 0.02 (-0.07 to 0.10) ns 
EQ5D LSS 0.40 (0.33 to 0.47) <0.001 0.28 (0.20 to 0.26) <0.001 
 Problem with usual activity  0.32 (0.24 to 0.39) <0.001 0.16 (0.08 to 0.25) <0.001 
 Problem with mobility  0.25 (0.16 to 0.33) <0.001 0.20 (0.12 to 0.28) <0.001 
 Problem with Self Care  0.25 (0.17 to 0.33) <0.001 0.19 (0.11 to 0.27) <0.001 
HAQ-DI HAQ-DI 0.32 (0.24 to 0.39) <0.001 0.26 (0.19 to 0.34) <0.001 
 PSS  0.50 (0.43 to 0.56) <0.001 0.34 (0.26 to 0.41) <0.001 
 Pain interference score  0.37 (0.30 to 0.44) <0.001 0.26 (0.18 to 0.34) <0.001 
FACIT-F FACIT-F score -0.27 (-0.35 to -0.19) <0.001 -0.24 (-0.31 to -0.16) <0.001 
HADS Depression   0.28 (0.20 to 0.36) <0.001 0.24 (0.21 to 0.37) <0.001 
 Anxiety 0.25 (0.17 to 0.33) <0.001 0.21 (0.13 to 0.29) <0.001 
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Figure 1. Contributors of PGA and PhGA by linear stepwise regression 
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Table 4. Comparison of Concordant (PGA-PhGA  -2.5 to2.5) and Discordant Group  (PGA-PhGA >2.5) 
 

 
* p-value obtained from chi-square comparing the three groups. 

Abbreviations: RA-rheumatoid arthritis; CDAI- Clinical Disease Activity Index; OA- osteoarthritis; HAQ-DI -Health Assessment 

Questionnaire-Disability Index; EQ5D -European Quality of Life-5 Dimension; PSS - pain severity score; HADS- Hospital Anxiety 

and Depression scale; FACIT-F- Functional Assessment of Chronic Illness Therapy – Fatigue Scale. 

 
 
 
 
 
 

 Univariate Analysis Multivariate Analysis 

 Concordant group 
n= 399 

Discordant group 
n= 136 

p-value Exp(B) (95% CI) p-value 

Age (years)- mean (SD) 55.7(13.3) 55.8(11.6) ns   

Female- n (%) 334(83.7) 119(87.5) ns   

Low Socio-Economic Status  n (%) 260(65.2) 96(70.6) ns   

Duration of RA (years) mean (SD) 11.7 (10.1) 10.7 (8.1) ns   

Tender joint count   mean (SD) 3.47 (4.7) 1.9 (3.0) <0.001   

Swollen joint count mean (SD) 3.5(4.6) 1.3(2.7) <0.001 0.82 (0.74-0.91) <0.001 

Physician global assessment mean (SD) 3.8(2.8) 1.7(1.7) <0.001   

Patient global assessment mean (SD) 4.4 (2.7) 6.6 (1.9) <0.001   

CDAI   mean (SD) 12 (5-22.5) 9 (7-14) ns   

Remission/ Low Disease Activity n (%) 181 (45.4) 79 (58.1)  
<0.001* 

  

Moderate Disease Activity n (%) 116 (29.1) 44(32.4)   

High Disease Activity n (%) 102(25.6) 13(9.6)   

Prednisone Use    n (%) 357 (89.5) 118(86.8) ns   

No of comorbidities    mean (SD) 1.4 (1.2) 1.8 (1.2) ns   

Comorbidities ≥3 n (%) 67 (16.8 ) 29 (21.3) ns   

Fibromyalgia   n (%) 22 (5.5) 17(12.5) 0.007   

Secondary OA   n (%) 43 (10.8) 11 (8.1 ) ns   

Previous Joint Surgery n (%) 48 (12.4) 17 (12.5) ns   

HAQ-DI   mean (SD) 1.49(0.72) 1.54 (0.71) ns   
EQ5D-3L- Level Sum Score 9(8-11) 10(9-11) 0.024   
Problems with Mobility n (%) 252(63.2) 96(70.6) ns   

Problems with selfcare n (%) 244(61.2) 90(66.2) ns   

Problems with Usual Activities n (%) 293(73.4) 122(89.7) <0.001 3.05 (1.62- 5.75) <0.001 

PSS   mean (SD) 4.6(2.1) 5.2(1.8) 0.005 1.22 (1.09-1.38) <0.001 

Pain interference score 4.4(2.5) 4.8(2.2) 0.08   

HADS-Anxiety Score   8.2(4.7) 8.9(4.8) ns   

HADS-Depression Score mean (SD) 8.9(6.0) 9.7(6.2) ns   

FACIT-F scale   mean (SD) 28.6(13.5) 27.9(12.5) ns   
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Appendix A – Clinical Resource Items   
 
PATIENT INFORMATION:        

Dear Patient  

I am Professor Bridget Hodkinson and would like to invite you to take part in our Rheumatoid 

Arthritis study. We would like to collect information about your Rheumatoid Arthritis  and how 

it affects your life so that we can understand our patients and their needs, and so that we can 

develop studies or offer help so that you get the best care and the best outcomes living with 

your illness. 

What is involved? 

Your doctor will record details about you (your age, gender and postal code), and about your 

Rheumatoid Arthritis (diagnosis, date of diagnosis and medications you are using). We would 

also like to understand your physical function, pain, energy levels and mental health and will ask 

you to complete a 1-2 page questionnaire on each of these topics. These questionnaires will take 

20-30 minutes of your time, and you will be able to complete them while you are waiting to be 

seen by your doctor. You may feel that some of the questions are intrusive or difficult to answer 

– you are free to leave these questions blank, or discuss with the study nurse or doctor. 

The collected information would then be registered on a computer database.  This database will 

not entail any extra visits over and above normal care. You will not be receiving any 

experimental therapies. There are no risks, nor are there any direct benefits to you if you agree to 

join the study. There may be benefit to society in the long term as we improve our understanding 

of rheumatic diseases and develop strategies and studies to improve the lives of our patients. 

What if I do not wish to take part in this study?  

All registries and studies are always completely voluntary. If you do not wish to take part this 

will not affect the treatment you receive.  All the information collected will be handled in a 

strictly confidential manner and the results will only be used for research purposes. You can 

withdraw from this database at any time. 

Other information 



 25 

All your written and computer records will be kept strictly private and confidential at all times. Data 

Protection Act regulations have been complied with to ensure confidentiality. There will not be 

personal identification in any reports on this study.  

IF YOU HAVE ANY FURTHER QUESTIONS ABOUT THE DATABASE, PLEASE CONTACT: 

Principal Investigator: Prof Bridget Hodkinson telephone:021 404 2131 

Ethics Committee Chairman Prof Blockman telephone 021 650 5057 

INFORMED CONSENT 

 

1. I have read the patient information sheet regarding the above study and have had the 

opportunity to discuss the details with ___________________________________________and 

to ask questions. I understand fully what is to be done. 

2. I have agreed to take part in the study as it has been explained to me, but I understand 

that I am completely free to withdraw from the study or any part of the study at any time I wish, 

without prejudice to my further treatment. 

3. I understand that this study is designed to promote medical knowledge and may not 

benefit me personally. 

4. I understand that the results of the study may be published if a research project is done, 

but my personal results will remain confidential, and my name will not be disclosed in any 

report. I understand that my family doctor will be notified of my participation in this study and 

that any results, which might be relevant to my medical care, will be forwarded onto my family 

doctor. 

I hereby fully and freely consent to participate in the study, which has been fully explained 

to me. 

Signature of patient, ___________________________________ 

 

Name of patient (Print) __________________________________ Date__________ 

 

I confirm that I have explained to the volunteer named above, the nature and purpose of 

the tests to be undertaken.  
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Signature Rheumatologist or Rheumatology Nurse 

____________________________________  

 

Name _______________________ Date___________  

 
 
 
 

(APPENDIX 1) Data Collection Forms 
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Appendix C – Instruction to Authors  
 
Clinical Rheumatology 

Journal of the International League of Associations for Rheumatology 

 

Instruction to the Authors  
 

Instructions for Authors 

Clinical Rheumatology endorses complete and transparent reporting of biomedical and clinical research. 
Depending on the study, we recommended the authors to adhere to the relevant EQUATOR Network reporting 
guidelines when preparing their manuscript. 

Types of papers 

• Original Research articles: word limit 4000 words, 45 references, no more than 6 figures/tables; abstracts 
must be structured as specified below. After the abstract, include key-points (min. of 1, max. of 4) 
presented in brief sentences, highlighting the contributions of the paper. 

Please note: It is mandatory that abstracts for Original Research articles adopt the below structure (150-250 
words):• Introduction / objectives – specify the context of the problem (optional), the research aim, question or 
purpose, and the tested hypothesis.• Method – specify the design of the study, selection criteria of patients, main 
outcome variable and statistical approach used to test the primary hypothesis.• Results – summarise the main 
results, present the results that support the hypothesis stated in Introduction providing results in numbers, not 
just p-values or interpretations, and other relevant results (optional).• Conclusions – summarise what the findings 
might imply, and the implications and recommendations for future research; conclusions should be coherent with 
the objectives and the results presented in the abstract. 

• Review articles: Provide accessible, authoritative, and balanced overviews of a field or topic. Abstract 
(unstructured, 150-250 words, please avoid using abbreviations and references); 4-6 keywords (please 
note that the word count refers to individual MeSH words representing the main content of the article); 
up to 4 key-points; up to 100 references; up to 5 Tables/figures, not including supplementary material. 
Word limit: 5,000 words. 

• Brief report 2000 word limit, 25 references, no more than four figures; include key points (minimum of 1, 
maximum of 4) presented in short sentences, highlighting the contributions of the article. Each 
manuscript must be formatted as an original article, including a structured abstract. 

• Clinical Image: Clinical Images are a brief clinical report describing a unique image. All Clinical Images 
must have patient consent for publication, and the copyright form must be sent with your submission to 
Clinical Rheumatology, including:• Title page• Structured text including two sections: Presentation (case 
narrative); Discussion (brief, concise messages).• References (up to 5)• Figure (up to 1, not including 
supplementary material). Make sure that the figure complies with the image quality standards described 
in the Clinical Rheumatology instructions for authors section (artwork).• Word count: Up to 300. Provide a 
figure footnote that is not redundant with the main text. 

• Letters of Biomedical and Clinical Research: word limit 650 words, 10 references, 2 tables or figures and a 
discussion; summaries and supplementary material should not be included. Should present advances in 
highly focused, original clinical and biomedical research that is easily replicable. 

http://www.equator-network.org/
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• Perspectives in Rheumatology: word limit 3500 words, 40 references, no more than 3 figures. Should 
share a clinical, methodological, scientific, or ethical point of view regarding provocative or hot topics 
emerging in the clinical practice of rheumatology. Unstructured abstract. 

• Case Based Review: a case report of extreme clinical interest incorporating a mini review in an area of 
new knowledge. Word limit 3500 words, 50 references, no more than 5 figures. 

• Letters to editor: up to 600 words 

• Editorial: up to 1500 words 

Please note: 

• Case Reports are no longer accepted in the journal. 

• Translated questionnaires can only be included in Clinical Rheumatology articles if permission to use the 
questionnaire has been granted by the copyright holder. 

• Clinical Rheumatology prioritizes systematic reviews, with or without meta-analysis, including scoping 
reviews, wherever possible and appropriate. Please follow the ‘Review article’ guidelines. Articles should 
be critical, in-depth, literature-based reviews. In addition, authors must include the completed PRISMA 
flow chart as a cited figure as well as uploading a supplementary file of the most recent version of the 
appropriate PRISMA checklist for the type of systematic review, with or without meta-analysis, that was 
conducted. A list of current PRISMA checklists can be found here: http://prisma-statement.org/. Clinical 
Rheumatology also strongly encourages prospective registration of systematic reviews in a registry 
database (PROSPERO, Open Science Framework, etc.). Please note that because PROSPERO does not 
currently allow for the registration of scoping reviews, an alternative registry such as Open Science 
Framework should be considered. Clinical Rheumatology will also consider for publication protocols for 
systematic reviews, with or without meta-analysis. Prior to submission, these should be registered in a 
registry database such as PROSPERO, Open Science Framework, etc., as well as including as a 
supplementary file the PRISMA protocol checklist (PRISMA-P). If previous systematic reviews, with or 
without meta-analysis exist on the topic of interest, a strong case should be made for why another 
systematic review is needed. 

• Use of any writing or editing services should be noted in the Acknowledgements section. 

• To ensure the integrity of the reporting of patient-centered trials, authors must register prospective 
clinical trials (phase II to IV trials) in suitable publicly available repositories. For 
example www.clinicaltrials.gov or any of the primary registries that participate in the WHO International 
Clinical Trials Registry Platform. The trial registration number (TRN) and date of registration should be 
included as the last line of the manuscript abstract. For clinical trials that have not been registered 
prospectively, authors are encouraged to register retrospectively to ensure the complete publication of all 
results. 

Manuscript Submission 

Manuscript Submission 

Submission of a manuscript implies: that the work described has not been published before; that it is not under 
consideration for publication anywhere else; that its publication has been approved by all co-authors, if any, as 
well as by the responsible authorities – tacitly or explicitly – at the institute where the work has been carried out. 
The publisher will not be held legally responsible should there be any claims for compensation. 

Permissions 

http://prisma-statement.org/
http://www.clinicaltrials.gov/
http://www.who.int/ictrp/network/primary/en/
http://www.who.int/ictrp/network/primary/en/
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Authors wishing to include figures, tables, or text passages that have already been published elsewhere are 
required to obtain permission from the copyright owner(s) for both the print and online format and to include 
evidence that such permission has been granted when submitting their papers. Any material received without such 
evidence will be assumed to originate from the authors. 

Online Submission 

Please follow the hyperlink “Submit manuscript” and upload all of your manuscript files following the instructions 
given on the screen. 

Source Files 

Please ensure you provide all relevant editable source files at every submission and revision. Failing to submit a 
complete set of editable source files will result in your article not being considered for review. For your manuscript 
text please always submit in common word processing formats such as .docx or LaTeX. 

Conflict of Interest Disclosure Form 

The manuscript must be accompanied by the “Conflict of Interest Disclosure Form”. The form can be downloaded 

Title Page 

Please make sure your title page contains the following information. 

Title 

The title should be concise and informative. 

Author information 

• The name(s) of the author(s) 

• The affiliation(s) of the author(s), i.e. institution, (department), city, (state), country 

• A clear indication and an active e-mail address of the corresponding author 

• If available, the 16-digit ORCID of the author(s) 

If address information is provided with the affiliation(s) it will also be published. 

For authors that are (temporarily) unaffiliated we will only capture their city and country of residence, not their e-
mail address unless specifically requested. 

Large Language Models (LLMs), such as ChatGPT, do not currently satisfy our authorship criteria. Notably an 
attribution of authorship carries with it accountability for the work, which cannot be effectively applied to LLMs. 

https://orcid.org/
https://openai.com/blog/chatgpt/
https://www.springer.com/us/editorial-policies/authorship-principles
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Use of an LLM should be properly documented in the Methods section (and if a Methods section is not available, in 
a suitable alternative part) of the manuscript. 

Abstract 

Please provide an abstract of 150 to 250 words. The abstract should not contain any undefined abbreviations or 
unspecified references. 

For life science journals only (when applicable) 

• Trial registration number and date of registration for prospectively registered trials 

• Trial registration number and date of registration, followed by “retrospectively registered”, for 
retrospectively registered trials 

Keywords 

Please provide 4 to 6 keywords which can be used for indexing purposes. 

Statements and Declarations 

The following statements should be included under the heading "Statements and Declarations" for inclusion in the 
published paper. Please note that submissions that do not include relevant declarations will be returned as 
incomplete. 

• Competing Interests: Authors are required to disclose financial or non-financial interests that are directly 
or indirectly related to the work submitted for publication. Please refer to “Competing Interests and 
Funding” below for more information on how to complete this section. 

Please see the relevant sections in the submission guidelines for further information as well as various examples of 
wording. Please revise/customize the sample statements according to your own needs. 

Specific Remark for Original Research articles 

It is mandatory that abstracts for Original Research articles adopt the below structure: 

• Introduction / objectives – specify the context of the problem (optional), the research aim, question or 
purpose, and the tested hypothesis. 

• Method – specify the design of the study, selection criteria of patients, main outcome variable and 
statistical approach used to test the primary hypothesis. 

• Results – summarise the main results, present the results that support the hypothesis stated in 
Introduction providing results in numbers, not just p-values or interpretations, and other relevant results 
(optional). 
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• Conclusions – summarise what the findings might imply, and the implications and recommendations for 
future research; conclusions should be coherent with the objectives and the results presented in the 
abstract. 

Text 

Text Formatting 

Manuscripts should be submitted in Word. 

• The text of a research paper should be divided into Introduction, Materials and Methods, Results, 
Discussion, Acknowledgements, Conflict of Interest, and References. 

• Materials and Methods must include statement of Human and Animal Rights. 

• Use a normal, plain font (e.g., 10-point Times Roman) for text. 

• Use italics for emphasis. 

• Use the automatic page numbering function to number the pages. 

• Do not use field functions. 

• Use tab stops or other commands for indents, not the space bar. 

• Use the table function, not spreadsheets, to make tables. 

• Use the equation editor or MathType for equations. 

• Save your file in docx format (Word 2007 or higher) or doc format (older Word versions). 

Manuscripts with mathematical content can also be submitted in LaTeX. We recommend using Springer Nature’s 
LaTeX template. 

Headings 

Please use no more than three levels of displayed headings. 

Abbreviations 

Abbreviations should be defined at first mention and used consistently thereafter. 

Footnotes 

Footnotes can be used to give additional information, which may include the citation of a reference included in the 
reference list. They should not consist solely of a reference citation, and they should never include the 
bibliographic details of a reference. They should also not contain any figures or tables. 

Footnotes to the text are numbered consecutively; those to tables should be indicated by superscript lower-case 
letters (or asterisks for significance values and other statistical data). Footnotes to the title or the authors of the 
article are not given reference symbols. 

https://www.springernature.com/gp/authors/campaigns/latex-author-support
https://www.springernature.com/gp/authors/campaigns/latex-author-support
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Always use footnotes instead of endnotes. 
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