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Rheumatic diseases are on the rise in the region, with a number of cases seen every 

day in daily practice. In Dubai, rheumatic disease is treated by different strategies. 

The following guidelines were established in order to create a unified approach to 

the management of rheumatic disease. These guidelines were developed to act as a 

guide for clinical practice, based on the best available evidence at the time of 

development. Adherence to these guidelines may not necessarily guarantee the best 

outcome in every case. Every health care provider is responsible for the management 

of his or her unique patient based on the clinical picture presented by the patient 

and the management options available locally. 

 

Dr. Haidar Al Yousuf 

Director Health Funding Department  

Dubai Health Authority 
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“Dubai Standards of care- Rheumatoid arthritis” 

 
These guidelines were established in order to achieve effective management in 

Rheumatoid arthritis in the Emirate of Dubai. In addition to that, these guidelines aim 
to improve evidence based approaches especially medication prescribing. These 

guidelines were prepared and approved by the Dubai Arthritis Task Force .  
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Introduction 

In the recent years, there has been an increase in the knowledge related to the 

pathogenesis of rheumatoid arthritis (RA).1 Many changes have been witnessed in the 

treatment and management of RA. However, such insights may have not yet been 

implemented in clinical practice. RA patients suffer from physical disability and joint 

damage majorly affecting their quality of life. The early administration of disease-

modifying antirheumatic drugs (DMARDs) has led to less joint damage and improved 

physical function as compared to delayed start. Proper and early assessment of RA by 

using the core set variables results in early control of disease activity. The advent of 

biologics has led to attainment of unprecedented outcomes due to the disease. Today, 

remission is achievable which can prevent progressive joint damage.2 

According to the minimal data available, there is a significant burden of RA in the 

Middle East region and in Africa. Most importantly, the misconception that RA is 

uncommon in the two regions has led to a delay between symptom onset, referral, 

diagnosis and introduction of DMARDs. Other reasons for the burden of RA are the 

lack of availability of data on local epidemiology and health economics, perception of 

people that RA has less priority compared to other more prevalent conditions, and lack 

of evidence based region specific management approaches.1 

In order to implement a strategic therapeutic approach for individual case and to 

improve patient outcomes in RA, the existing recommendations in the treatment were 

reviewed by experts in the area of rheumatology. This was crucial to meet the unmet 

requirements of RA affected or high-risk populations in Dubai. The overall objective of 

the task force was to obtain consensus on new or modified set of recommendations 

aimed at improving the treatment and management of RA in clinical practice. 
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Methods  

In order to implement changes in the existing guidelines associated with the treatment 

of rheumatoid arthritis (RA), a closed session meeting involving expert 

rheumatologists was organized. This session was led by members of the scientific 

committee of the Dubai Arthritis Task Force and the General Assembly of Dubai 

Rheumatologists, on November 20, 2015. The topics covered in the meeting included 

Guidelines in the treatment of RA, EULAR recommendations, suggestions in context to 

the treatment guideline i) Clinical monitoring ii) DMARDs monitoring iii) Minimal 

required investigations for TNF inhibitors iv) BSR and BPHR rheumatoid arthritis 

guidelines on safety of anti-TNF therapies v) Standardizing the minimal required 

investigations other than DMARDS monitoring vi) Biosimilars vii) Ultrasound use in 

clinical practice viii) Prescribing medications ix) Referral process between different 

providers- electronic RA patient - baseline visit form and follow-up visit form, and x) 

Patient education. 

Twenty-two questions related to the specific topics were raised and responded via an 

electronic voting system. The Task Force Panel was provided with the evidence related 

to the questionnaire, and were asked to provide their expertise and clinical judgment 

to rate the relevance of using a particular recommendation in the context of each 

clinical scenarios. A consensus was achieved for each of the questions. 75% of the 

agreement on voting questions was treated as consensus agreement and 10% 

reservation was taken for discussion. The recommendations or suggestions by the 

experts and task force members were amended to the existing guidelines. The 

modified versions of all the recommendations were resent through email for their final 

comments. 
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Results  

PubMed and literature search formed the basis of guidelines and recommendations 

followed so far in the treatment and management of RA. Based on these expert 

opinions, 21 questions were raised and changes in the recommendations were 

suggested. Mentioned below are the existing guidelines along with relevant and 

associated modifications as per the Task Force Panel and General Assembly of Dubai 

Rheumatologists.  

1) Guidelines in the treatment of RA 

EULAR3, NICE4 and American College of Rheumatology (ACR)5 guidelines for the 

treatment of RA were presented to the Task Force Panel and General Assembly of 

Dubai Rheumatologists. The first question to the panel was related to the 2013 EULAR 

recommendation on management of RA 3 and if it should be accepted routinely in their 

daily practice.  

The final consensus (Supplementary-Table 1) was to accept the recommendation with 

a few modifications. The panel recommended the consideration of 2015 Update of 

American College of Rheumatology Guideline especially the recommendations for 

symptomatic patients with early RA and established RA.5 

The modifications suggested by the panel were as follows: 

-The target should be achieved within 6 months 

-Target to be achieved will be 6 months from the start of the symptoms 

provided the patients have failed 3 months trial of methotrexate in optimum 

tolerated dose 

-In cases of intolerance to methotrexate or if the patients are contraindicated 

to receive methotrexate, other DMARDs will fulfill this suggestion 

-Acceptance of 2015 EULAR updates as well 

2) Clinical monitoring  

The panel was presented with the “core” set of variables recommended by the 

European League Against Rheumatism (EULAR), the American College of 

Rheumatology (ACR) and the World Health Organization/International League Against 
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Rheumatism (WHO/ILAR) that could be used to assess the disease activity in RA. The 

currently available single number providing composite disease activity indices are: 

-Disease Activity Score (DAS)6,7 

-DAS using 28 joint counts (DAS- 28)6,8 

-Simplified Disease Activity Index (SDAI)6,9 

-Clinical Disease Activity Index (CDAI)6,10 

Based on these monitoring parameters, three questions were raised to understand the 

panel’s suggestion on the use of DAS-28, CDAI and SDAI as monitoring tools in daily 

practice. The final consensus was to proceed with the use of these tools every 3 

months to understand patient’s condition in RA (Supplementary-Table 2, 3, 4). 

The Dubai Arthritis Task Force and the General Assembly of Dubai suggested the 

following points on the acceptance of 3 monitoring tools: 

-DAS -28 may not be applicable in undifferentiated inflammatory arthritis  

-The gold standard is to undertake DAS28 once every 3 months. However, 

during the active phase it can be done once every 4-8 weeks. 

3) DMARDS monitoring 

The task force team was presented with the BSR/BHPR guideline for disease-modifying 

anti-rheumatic drugs (DMARD) therapy compiled by the British Association of 

Dermatologists.11   

The monitoring of tests such as CBC, LFTs, and serum creatinine along with their 

frequency were discussed in relation to methotrexate, sulfasalazine, 

hydroxychloroquine, leflunomide, azathioprine, cyclosporine, and TNF inhibitors. 

It was discussed whether to perform these tests every 8 weeks initially and then every 

3 months after reaching the target dose. Based on the 19 votes received 

(Supplementary-Table 5), the task force team did not agree to performing the tests 

every 8 weeks initially and then every 3 months after reaching the target dose. It was 

decided that this must be negotiated with the insurance company, and assessing the 

cost-effectiveness of performing the tests earlier is critical. Apart from this, the 

American Academy of Ophthalmology recommendations on screening for 
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hydroxychloroquine (HCQ) retinopathy 201612 was asked to be included in the 

modified guidelines that will be followed for future reference.  

4) Minimal required investigations for TNF inhibitors 

Antitumor necrosis factor (anti-TNF) drugs have proved to be important in treatment 

of RA. However when it comes to anti-TNF therapy, opportunistic infections have 

become a major safety concern. It is important that physicians utilizing these agents 

understand the increased risks of infection associated with these agents. Literature 

suggests that there is an increased risk of bacterial, fungal, viral, and parasitic 

infections with anti-TNF therapy. Awareness of the therapeutic potential and 

associated adverse events is necessary for maximizing therapeutic benefits while 

minimizing adverse effects from anti-TNF treatments. Whenever possible, close 

monitoring of early signs of infection is a mandate. In case of serious infections, until 

the infection has been identified and properly treated, it has been recommended to 

withdraw anti-TNF therapy.13An increased risk of infections, including tuberculosis 

(TB) and fungal infections has been a significant side effect of anti-TNF therapy. As 

some of these may be severe, patients must be tested for TB before starting anti-TNF 

therapy. A skin test or blood test can be performed. Hepatitis B virus screening should 

also be done as unrecognized hepatitis B infection can worsen during the course of 

treatment. 13 

Screening tests for latent TB namely quantiferon and T-spot tests have been developed 

in the recent years. The role of these tests have not been fully validated in the RA 

population and at the same time they are not widely available to clinicians.14 The BSR 

and BHPR guidelines recommend for close monitoring of serum amino transaminases 

as well as HBV DNA load during therapy in patients with HBV treated with anti-TNF 

therapy.15 Before initiating anti-TNF therapy, prophylactic anti-TB therapy should be 

given to RA patients with evidence of potential latent disease especially when there 

has been previous history of TB or abnormal chest X-ray.15 

The panel was presented with three questions regarding the recommendation of using 

T-spot test, Chest –X ray and Hepatitis B virus screening in all RA patients starting on 

biologics. Overall, 19 votes were obtained for each question (Supplementary-Table 6, 

7, 8) and the final consensus was to proceed with the use of all the three tests in 

patients starting on biologics. The task force team suggested to include pre-

methotrexate screening and leflunomide screening tests such as hepatitis serology, 
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chest X-ray; quantiferon as well as Hepatitis C for TNF screening whenever indicated. 

This will be based on patient’s current symptoms, past medical history, or supportive 

laboratory results.  

5) BSR and BPHR rheumatoid arthritis guidelines on safety of anti-TNF therapies 

The task force and the General Assembly was presented with the BSR and BPHR 

rheumatoid arthritis guidelines on safety of anti-TNF therapies.16 The agreement of 

the task force and assembly on the above recommendations was asked. Based on the 

19 votes received (Supplementary-Table 9), the final consensus was to agree the 

recommendation. 

Suggestions by the task force team in context to BSR and BHPR rheumatoid arthritis 

guidelines on safety of anti-TNF therapies were as follows: 

-To avoid medico-legal issues, the rheumatologists must inform patients about 

demyelination (can be done at discretion of each service provider).  

-The risks should be printed and provided to rheumatologists and also shared 

with patients for them to be aware of the same (can be done at discretion of 

each service provider).  

-Some clinics follow the practice wherein patients have to go through the 

document and their consent/signature is taken of the risks involved in 

therapy.  

-To formally notify the patient at risk, through handouts or any other method, 

at the discretion of each service provider 

6) Standardize the minimal required investigations other than DMARDS monitoring 

The panel was presented with the EULAR evidence-based recommendations for 

cardiovascular risk management in patients with rheumatoid arthritis and other 

forms of inflammatory arthritis.17 The American College of Rheumatology 2010 

Recommendations for the Prevention and Treatment of Glucocorticoid-Induced 

Osteoporosis were discussed.18 Based on the voting and the final consensus 

(Supplementary-Table 10, 11, 12, 13, 14), the task force team accepted to proceed 

with: 

-The recommendation of RA patients having an annual CDV risk assessment  
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-The American College of Rheumatology 2010 Recommendations for the Prevention 

and Treatment of Glucocorticoid-Induced Osteoporosis on 

-recommended monitoring of patients receiving prevalent glucocorticoid 

therapy for more than 3 months 

-considering serial bone mineral density testing once every 18 months 

-considering annual Serum 25-hydroxyvitamin D measurement every 3 

months until target vitamin levels have been achieved (100-175nmol/L) 

-considering annual height measurement  

7) Justification of other investigation 

The Arthritis Task Force team discussed the justification of conducting investigations 

not covered in certain situations such as RA with lung pathology. According to them, 

each case will be justified by its own merits depending on the organ affected in each 

case. Based on the voting, the final consensus was to agree to the recommendation 

proposed by Task force (Supplementary-Table 15).  

8) Biosimilars  

Biosimilar medicine is a biological medicine manufactured to be almost similar to the 

already existing licensed ‘reference’ biological medicine. There are no meaningful 

differences between the two in terms of quality, safety or efficacy. The first 

biosimilar for rheumatoid arthritis was introduced in the UK in February 2015. The 

advantages of biosimilars are that they increase the patient accessibility to variety of 

cost effective treatments to manage their conditions. In spite of these benefits, there 

was a degree of uncertainty. BSR recommendations were thus designed to address 

the uncertainty created by the introduction of biosimilars (biological medicines). 

These recommendations were issued after consulting groups such NRAS, NICE, and 

ABPI.19 

The recommendations include19: 

-Prescription by brand name 

-Prescription for clinical reasons 

-Substitution only with the consent of the prescribing clinician 

-Decisions made in partnership with the patients 
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-Registration with the BSR Biologic Registers 

-The need for awareness rising on biosimilars  

-Biosimilars should undergo robust technology appraisals 

-The need for better information sharing across the care pathway 

-Local tenders involving biosimilars should seek to source a range of products 

The task force team was interested in only the first 6 recommendations. The panel 

suggested that the public should be informed and educated about biosimilars when 

it is introduced (Supplementary-Table 17). Patients should be educated about the 

safety, efficacy and costs of biosimilars for them to make informed decisions and so 

that they are not misled.  

9) Ultrasound use in clinical practice 

The ACR/EULAR has recently included the use of magnetic resonance imaging (MRI) 

and ultrasonography (US) as diagnostic tools apart from using clinical and biological 

parameters to diagnose RA. The objectives of the recent medications have been to 

improve the quality of life, control symptoms and to improve social participation. 

There is a need to adjust treatment therapy by considering disease activity. The 

response criteria of ACR were not used for clinical practices but for clinical trials. 

Secondly, DAS, CDAI and SADI were used for continuous monitoring of patients. It was 

found that 30% patients fulfilling the DAS, ACR and EULAR remission criteria continued 

to have progressive joint damage. This suggested the unreliable nature of clinical 

criteria. Data advises that US is effective in the early diagnosis and monitoring of 

disease activity, for treatment decision guidance and also in follow up of the RA 

remission. Studies have been carried out to understand the use of US in order to define 

remission.20,21 It was found that most of the patients satisfying the definition of clinical 

remission presented US synovitis.20,22-26 The persistence of US synovitis was seen in 

more than one-third of all RA patients in clinical remission as per either the DAS28 

definition (140 patients) or ACR/EULAR criteria (40 patients).27 The ACR/EULAR 

provisional definitions of remission for clinical trials are of two types: Boolean-based 

and index-based. The Boolean-based definition involves the patient satisfying the 

criteria of TJC≤1, SJC≤1, CRP ≤1 mg/dl and the patient global assessment≤1 (on a 0-10 

scale), at any time point. The index-based definition includes the patient having an 

SDAI≤3.3 at any time point.28 
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The Dubai Arthritis Task Force and the General Assembly of Rheumatologist agreed to 

put forth a protocol for the use of ultrasounds (Supplementary-Table 17). According 

to them, there is a need for minimal educational credibility/ certificate to carry out 

ultrasound and this should be the advanced training in EULAR and beyond, which will 

be reimbursed by insurance. However, due to educational bodies providing ultrasound 

training, this matter should be left to the Dubai clinical governance office to license 

rheumatologist for US after checking their credentials, logbook and other supporting 

documents. 

10) Prescribing medication for RA 

According to the Dubai Arthritis Task Force, if a certified, licensed rheumatologist 

prescribes a medication, the patient is not required to be seen by another non-

specialized physician in another private hospital to prescribe the medication. As long 

as the rheumatologist is registered with DHA, the prescription for a particular patient 

should be dispensed by the pharmacist, and the prescribing physician will be held 

accountable for the prescription. This recommendation by members of the scientific 

committee of the Dubai Arthritis Task Force on prescribing medicines was accepted by 

the General Assembly of Dubai Rheumatologists (Supplementary-Table 18).  

11) Referral process between different providers: electronic RA patient baseline 

visit form and follow-up visit form clinical governance dashboard 

Rheumatic conditions require a multidisciplinary team approach. This team can 

include the rheumatologist, the rheumatology nurse and other medical specialists 

such as orthopedics, physiotherapists, nephrologists, hematologists and others. A 

multidisciplinary team approach followed by various healthcare professions play a 

pivotal role in the management of RA. Though the composition of this multidisciplinary 

team changes, emphasis is laid on the tasks required for patient care. The objective of 

this team remains the same i.e. minimizing the disease impact. The patient can often 

also be an active member of the team, to address and manage all aspects of care. 

Combined approach of all members of this team brings together the skills and 

knowledge of individual team members. This helps the assessment and management 

of disease, provided there is high level of communication and cooperation. A same 

referral form can be used for referring RA patients between providers from different 

specialty.29  



 

  P a g e  | 14 

Based on the referral process, 4 questions were put forth to the Task Force Panel and 

General Assembly of Dubai Rheumatologists related to the use of referral form, 

baseline visit form and follow up form in the daily practice (Supplementary-Table 19, 

20, 21, 22). The panel agreed to this recommendation of including referral form (Figure 

1), patient base line visit form (Figure 2) and follow up visit form (Figure 3) in daily 

practice. According to them, a rheumatologist or a nurse who is appropriately trained 

to enter data should fill patient baseline form.  
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Discussion  

It is known that there is not much information available on RA among Arab populations 

in the Middle East. In a study by Badsha H, it was found that people in Dubai suffering 

from RA had a very active disease. In spite of this, most of them were not treated with 

DMARD. This result was in contrast to the results obtained in USA and Europe. 

Secondly, it was demonstrated that there was not much use of anti‐tumour necrosis 

factor in these RA patients (2% vs 40% in the US). The study reports that inappropriate 

treatment is given to these RA patients, which according to the author could have 

major long‐term consequences on joint damage and general health.30  

In another study, the characteristics and treatments of consecutive RA patients who 

went to new musculoskeletal clinics in Dubai, United Arab Emirates (UAE) was 

described. The study population included 100 patients. Results were concluded based 

on personal characteristics such as age, gender, nationality and on the clinical 

parameters such as positive rheumatoid-factor positive; years since diagnosis, lag time 

between symptom onsets to diagnosis and lag time to first DMARD. Other clinical 

parameters included mean tender joint counts, mean swollen joint counts, mean 

patient’s global assessment of disease activity, mean ESR, mean DAS28, and physician 

global assessments. Though UAE has a population that includes people from many 

races, it was found that there were no racial changes in disease characteristics. No 

significant differences were found in the disease characteristics. Majority of the 

patients had a very active disease with delayed diagnosis and were not being treated 

with DMARDs.31  

Till date there have not been modifications in the existing recommendation for the 

treatment of RA which is specific for the Dubai population. This article has thus focused 

on the recommendations and suggestion made by the members of the scientific 

committee of the Dubai Arthritis Task Force and General Assembly of Dubai 

Rheumatologists with regards to the existing recommendations for the diagnosis, 

treatment and management of RA. These recommendations give more importance to 

the target population and application of existing recommendation in clinical practices. 

To increase the weightage of each approved and modified recommendation, the Dubai 

Arthritis Task Force and General Assembly of Dubai Rheumatologists decided the 

consensus based on voting. As per the results, recommendations on a few topics such 
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as clinical monitoring and DMARD monitoring need more clarity from the insurance 

agency to proceed with the suggestion of the task force.  
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Conclusion  

The recommendations put forth by the Dubai Arthritis Task Force and General 

Assembly of Dubai Rheumatologists is a step towards improving patient outcomes. It 

will be a systematic approach to help the target population to achieve early remission. 

It will also help to improve patient-clinician interaction and patient confidence. The 

new suggestions added by the task force and the Rheumatologists will help in 

educating patients about the safety, efficacy and costs of biosimilars which will help 

them to make informed decisions and will not be misled. These recommendations will 

guide the clinicians to satisfy their patients by treating to target. Further studies based 

on the implementation of these recommendations and the associated patient 

outcomes in RA will give a better understanding about their usefulness in the 

diagnosis, treatment and management of RA in the Dubai population.  
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Supplementary data  

Figure 1: Rheumatoid arthritis referral form. The format of the referral form accepted 

by the members of the scientific committee of the Dubai Arthritis Task Force and 

General Assembly of Dubai Rheumatologists included the patient’s diagnostic data, 

diagnosis, summary of the current complaint and the reason for referral. 
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Figure 2: Rheumatoid arthritis patient base line visit form. The format of the baseline 

form accepted by the members of the scientific committee of the Dubai Arthritis Task 

Force and General Assembly of Dubai Rheumatologists included relevant personal 

information, symptoms experienced and diagnostic test results.  

 

 

 

 

 

 

 



 

  P a g e  | 23 

Figure 3: Rheumatoid arthritis follow up visit form. The format of the follow up visit 

form accepted by the members of the scientific committee of the Dubai Arthritis Task 

Force and General Assembly of Dubai Rheumatologists included the core set defined 

by the American College of Rheumatology disease activity measures for rheumatoid 

arthritis clinical trials, ESR, DAS28 V3, comorbidities and medications used currently. 
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Table 1:  Voting results for question 1 based on 2013 EULAR recommendation - 

68.42% of the votes showed reservation and 31.58% votes were in favor of the 

recommendation. None of the members rejected the recommendation.  

Question 1: Should the 2013 EULAR recommendation on management of RA be 

accepted routinely in your daily practice? 

 Reservation No Yes 

Votes (%) 68.42% 0 31.58% 

  

Table 2: Voting results for question 2 based on the use of disease activity score 28. 

84.21% votes were in favor of the recommendation and none showed rejection.  

Question 2: Can disease activity score 28 be used as a monitoring tool in patients 

with RA every 3 months?  

 Reservation No Yes 

Votes (%) 15.79% 0 84.21% 

 

Table 3: voting results for question 3 based on the use of Clinical Disease Activity Index 

(CDAI) as a monitoring tool. 89.48% votes were in favor of the recommendation and 

5.26% votes showed rejection.  

Question 3: Do you accept the use of Clinical Disease Activity Index (CDAI) as a 

monitoring tool in patients with RA every 3 months? 

 Reservation No Yes 

Votes (%) 5.26% 5.26% 89.48% 

 

Table 4: voting results for question 4 based on the use of Simplified Disease Activity 

Index (SDAI) as a monitoring tool. 80.95% votes were in favor of the recommendation 

and 14.29% votes showed rejection. 4.76% votes represented reservation for the 

suggestion.  

 

 

Question 4: Do you accept the use of Simplified Disease Activity Index (SDAI) as a 

monitoring tool in patients with RA every 3 months? 
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 Reservation No Yes 

Votes (%) 4.76% 14.29% 80.95% 

 

Table 5: voting results for question 5 based on the early performance of tests. 

21.05%votes were in favor of the recommendation and 47.37% votes showed 

rejection. 31.58% votes represented reservation for the suggestion.  

Question 5: Do you recommend to do the tests every 8 weeks initially and then 

every 3 months after reaching the target dose? 

 Reservation No Yes 

Votes (%) 31.58% 47.37% 21.05% 

 

Table 6: voting results for question 6 based on the performance of T-spot test. 84.21% 

votes were in favor of the recommendation and 10.53% votes showed rejection. 

5.26% votes represented reservation for the suggestion.  

Question 6: Do you recommend T-spot test in all patients starting on biologics? 

 Reservation No Yes 

Votes (%) 5.26% 10.53% 84.21% 

 

Table 7: voting results for question 7 based on the performance of Chest X-ray. 

89.48% votes were in favor of the recommendation and 5.26% votes showed 

rejection. 5.26% votes represented reservation for the suggestion.  

Question 7: Do you recommend Chest X-ray in all patients starting on biologics? 

 Reservation No Yes 

Votes (%) 5.26% 5.26% 89.48% 

 

Table 8: voting results for question 8 based on the recommendation on Hepatitis B 

virus screening. 94.74% votes were in favor of the recommendation and 5.26% votes 

showed rejection. None of them represented reservation for the suggestion.  

 

Question 8: Do you recommend Hepatitis B virus screening in all patients starting on 

biologics? 
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 Reservation No Yes 

Votes (%) 0% 5.26% 94.74% 

 

Table 9: voting results for question 9 based on the recommendation on of BSR and 

BPHR rheumatoid arthritis guidelines. All the votes were in favor of the 

recommendation.  

Question 9: Do you agree to the recommendations of BSR and BPHR rheumatoid 

arthritis guidelines on safety of anti-TNF therapies? 

 Reservation No Yes 

Votes (%) 0% 0% 100% 

 

 Table 10: voting results for question 10 based on the EULAR evidence-based 

recommendations for cardiovascular risk management. 94.44% votes were in favor of 

the recommendation and 5.56% votes represented reservation for the suggestion.  

Question 10: Do you agree to EULAR evidence-based recommendations for 

cardiovascular risk management in patients with rheumatoid arthritis and other 

forms of inflammatory arthritis? 

 Reservation No Yes 

Votes (%) 5.56% 0% 94.44% 

 

Table 11: voting results for question 11 based on the American College of 

Rheumatology 2010 recommendations for the Prevention and Treatment of 

Glucocorticoid-Induced Osteoporosis. All the votes were in favor of the 

recommendation. 

Question 11: Do you agree to the American College of Rheumatology 2010 

recommendations for the Prevention and Treatment of Glucocorticoid-Induced 

Osteoporosis on recommended monitoring of patients receiving prevalent 

glucocorticoid therapy for more than 3 months? 

 Reservation No Yes 

Votes (%) 0% 0% 100% 
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Table 12: voting results for question 14 based on the recommendations on 

considering serial bone mineral density testing once every 18 months. 90% votes were 

in favor of the recommendation and 10% votes represented reservation for the 

suggestion.  

Question 12: Do you agree to the American College of Rheumatology 2010 

recommendations for the Prevention and Treatment of Glucocorticoid-Induced 

Osteoporosis on considering serial bone mineral density testing once every 18 

months? 

 Reservation No Yes 

Votes (%) 10% 0% 90% 

 

Table 13: voting results for question 13 based on the recommendations on 

considering annual Serum 25-hydroxyvitamin D measurement every 3 months until 

target vitamin levels have been achieved (100-175nmol/L). All the votes were in favor 

of the recommendation. 

Question 13: Do you agree to the American College of Rheumatology 2010 

recommendations for the Prevention and Treatment of Glucocorticoid-Induced 

Osteoporosis on considering annual Serum 25-hydroxyvitamin D measurement 

every 3 months until target vitamin levels have been achieved (100-175nmol/L) 

 Reservation No Yes 

Votes (%) 0% 0% 100% 

 

Table 14: voting results for question 14 based on the recommendations on 

considering annual height measurement. All the votes were in favor of the 

recommendation.  

Question 14: Do you agree to the American College of Rheumatology 2010 

recommendations for the Prevention and Treatment of Glucocorticoid-Induced 

Osteoporosis on considering annual height measurement  

 Reservation No Yes 

Votes (%) 0% 0% 100% 

 



 

  P a g e  | 28 

Table 15: voting results for question 15 based on the recommendations on 

considering conducting investigations not covered in certain situations such as RA with 

lung pathology. 95% votes were in favor of the recommendation and 5% votes showed 

reservation.  

Question 15: Do you agree to the recommendations advised by task force that 

“justification of conducting investigations not covered in certain situations such as 

RA with lung pathology, each case will be justified by its own merits depending on 

the organ affected in each case? 

 Reservation No Yes 

Votes (%) 5% 0% 95% 

 

Table 16: voting results for question 16 based the BSR recommendations. 94.75% 

votes were in favor of the recommendation and 5.26% votes showed reservation.  

Question 16: Do you agree to the BSR recommendations 1 to 6 mentioned in the 

position statement? 

 Reservation No Yes 

Votes (%) 5.26% 0% 94.75% 

 

Table 17: voting results for question 17 based on recommendation of Arthritis Task 

Force on the minimal qualification to enforce reimbursement for ultrasound by the 

insurance. 47.06% votes were in favor of the recommendation and 5.88% votes 

showed rejection. 47.06% votes represented reservation for the suggestion.  

Question 17: Do you agree to the recommendation of Arthritis Task Force on the 

minimal qualification to enforce reimbursement for ultrasound by the insurance? 

 Reservation No Yes 

Votes (%) 47.06% 5.88% 47.06% 

 

 Table 18: voting results for question 18 based on recommendation by Arthritis Task 

Force on prescribing medicines. 95.24% votes were in favor of the recommendation 

and 4.76% votes showed reservation.  
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Question 18: Do you agree to the recommendation of Arthritis Task Force on the 

minimal qualification to enforce reimbursement for ultrasound by the insurance? 

 Reservation No Yes 

Votes (%) 4.76% 0% 95.24% 

  

Table 19: voting results for question 19 based on the recommendation of including 

the patient baseline visit for in daily practice. 83.33% votes were in favor of the 

recommendation and 16.67% votes suggested rejection for the suggestion.  

Question 19: Do you agree to the recommendation of including the patient baseline 

visit for in daily practice? 

 Reservation No Yes 

Votes (%) 0% 16.67% 83.33% 

  

Table 20: voting results for question 20 based on the recommendation of including 

the patient follow-up visit form in daily practice. 82.35% votes were in favor of the 

recommendation and 17.65% votes showed rejection.  

Question 20: Do you agree to the recommendation of including the patient follow-

up visit form in daily practice? 

 Reservation No Yes 

Votes (%) 0% 17.65% 82.35% 

 

Table 21: voting results for question 21 based on the recommendation of including 

the referral forms in daily practice. 94.12% votes were in favor of the 

recommendation and 5.88% votes showed rejection.  

Question 21: Do you agree to include referral forms in daily practice? 

 Reservation No Yes 

Votes (%) 0% 5.88% 94.12% 

 

Table 22: voting results for question 22 based on the recommendation of getting the 

patient baseline form filled by the rheumatologist or training the nurse appropriately 

to enter the data. All votes were in favor of the recommendation. 
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Question 22: Do you agree to the recommendation that the patient baseline form 

be filled by the rheumatologist or have the nurse trained appropriately to enter the 

data? 

 Reservation No Yes 

Votes (%) 0% 0% 100% 
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