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Abstract

Objectives. To explore the impact of the COVID-19 pandemic on treat-to-target strategies (disease activity, remis-

sion rates) and access to physical consultations in patients with inflammatory rheumatic disease, as well as to ex-

plore characteristics of patients with/without physical consultations in the clinic and the impact of early vs estab-

lished disease.

Methods. Patients with RA, PsA or axial SpA (axSpA) prospectively followed in the nationwide DANBIO registry

answered online questionnaires and reported patient-reported outcomes (PROs) in June and November 2020.

Patient characteristics, disease activity and physical consultations in the clinic before and during the pandemic

were identified in DANBIO [all patients and subgroups with early disease (disease duration �2 years)]. In individual

patients, changes in PROs before and during the pandemic were calculated. Characteristics of patients with/with-

out physical consultations were described (age, gender, education level, comorbidities, disease duration,

treatment).

Results. We included 7836 patients (22% of eligible patients), 12% of which had early disease. PROs were stable

before and during the pandemic, with median changes approximating zero, as well as in patients with early dis-

ease. Remission rates were stable. The relative decrease in the number of patients with physical consultations was

21–72%, which was highest in axSpA. Characteristics of patients with/without physical consultations were similar.

Self-reported satisfaction with treatment options and access was >70%; the preferred contact form was physical

consultation (66%).

Conclusion. In this nationwide study performed during the first 8 months of the pandemic, patient satisfaction

was high and the PROs and remission rates remained stable despite the remarkable reduction in physical consulta-

tions, as well as in patients with early disease. Characteristics of patients with/without physical consultations

appeared similar.
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Introduction

The coronavirus disease 2019 (COVID-19) pandemic has

caused widespread reallocation of resources in the

healthcare system [1, 2]. For patients with chronic in-

flammatory rheumatic diseases (IRDs), this has led to

reduced access to physical (face-to-face) consultations,

postponement of routine controls and increased use of

phone consultations [3–6].

The impact of the ongoing pandemic and subsequent

waves on the treat-to-target (T2T) strategy has only been

scarcely described. A Swiss study performed during the

first wave (until June 2020) reported no major changes in

patient-reported outcomes (PROs) and flare rates in 666

patients with IRDs [RA, PsA, axial SpA (axSpA)] despite a

52% decrease in physical consultations, but did not in-

clude changes in disease activity and objective measures

of disease activity (i.e. swollen joint counts) [3]. Evidence

is needed regarding how a lack of joint assessments by

the rheumatologist and other clinical examinations poten-

tially violate the T2T strategy [1, 3]. This strategy requires

frequent physical consultations early in the disease

course in order to establish the diagnosis, evaluate treat-

ment response, flare assessments, adjustment of medi-

cation [7, 8] and patient education [9]. The use of remote

access consultations during the current pandemic is likely

to fuel the discussion on how to optimally monitor

patients with IRDs in routine care [3, 6, 7, 10]. Recent

EULAR provisional recommendations suggest that in the

context of COVID-19, physical consultations and monitor-

ing could temporarily be postponed for up to 6 months or

alternatively could be performed remotely when needed

in patients with stable disease and treatment, but sup-

portive data are lacking [11].

The first COVID-19 wave hit Denmark in March 2020,

and after gradual reopening from mid-April, a second

surge followed in late autumn 2020 with new restrictions

(lockdown of public and private institutions etc.) from

November onwards during the winter and spring. The

DANBIO registry is well-established for prospective

monitoring of patients with IRDs in routine care [12]. We

have previously reported high levels of anxiety and self-

isolation in patients followed in DANBIO during the first

wave, but also high adherence to medication [13].

Thus, in patients with IRDs followed in the DANBIO

registry, we aimed to investigate if the pandemic

affected the T2T strategy as evaluated by disease activ-

ity, including PROs and remission rates, and access to

physical consultations during the first 8 months of the

COVID-19 pandemic compared with before the pan-

demic. Furthermore, we explored differences between

patients who showed up at the clinic and those who did

not and patients with early vs established disease.

Methods

The Danish nationwide quality registry, DANBIO,

includes >95% of patients with IRDs treated with bio-

logic DMARDs (bDMARDs) in routine care. Since 2005,

patients newly diagnosed with RA as well as PsA,

axSpA or other inflammatory diseases have been

included, irrespective of treatment and disease duration

[12]. It is recommended to monitor disease activity, out-

comes (e.g. PROs), physician measures (global score

and joint assessment) and CRP at least annually or

when the medication is changed [12]. Until recently,

self-entry of PROs has been performed via touch-

screens in the waiting areas [14].

In the current study, patients in DANBIO were invited

to participate in a voluntary questionnaire survey (‘You

and your rheumatic disease during times with corona-

virus’) if they fulfilled the following criteria: �18 years of

age and one or more contact in DANBIO (at hospital or

rheumatology specialist clinic in primary care) after 11

May 2019. In parallel, an online infrastructure allowing

data entry of PROs and questionnaires from home by

computer, tablet or smartphone was implemented as

previously described [13]. Invitations were sent through

eBoks, which is a national infrastructure available for

electronic communication with 80–90% of Danish citi-

zens (e-boks.com/Danmark/en).

Patients were invited to answer online questionnaires

regarding current disease-specific PROs and health

behaviours on two occasions: in June 2020 (18 May–1

July) and in November 2020 (5 October–16 November).

Patients could participate in the second questionnaire ir-

respective of whether they had participated in the first.

The questionnaires included the following items: current

disease activity, consent to study participation, consent

to access to patient files, background information (num-

ber of persons in household, education, occupational

Rheumatology key messages

. We investigated the impact of reallocated treatment access during the first 8 months of the COVID-19 pandemic.

. In 7836 patients with inflammatory rheumatic diseases, disease activity was stable despite a remarkable reduction
in physical consultations.

. Characteristics of patients with physical consultations compared with those without were similar.
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status, comorbidities) and current impact of the pan-

demic on health behaviour (medication adherence) and

contacts to the rheumatology clinic (Supplementary Fig.

S1, available at Rheumatology online) [13].

For each patient, information from DANBIO regarding

rheumatologic diagnosis, smoking status, use of

DMARDs (at the latest visit before 11 March 2020), dis-

ease activity before (i.e. latest registration before 11

March 2020 and in the time interval 1 September 2019–

1 February 2020) and during (time interval 1 September

2020–1 February 2021) the COVID-19 pandemic was

retrieved. Similarly, information on glucocorticoid injec-

tions (intra-articular or intramuscular) and handling of

patients with high disease activity (alerts) was included

(only available for RA patients).

As an indicator of whether the T2T goal was achieved,

we evaluated changes in PROs in individual patients

and the proportion of patients in disease remission be-

fore and during the pandemic. Disease remission (yes/

no) was defined as a 28-joint DAS (DAS28) <2.6 (RA,

PsA) and an Ankylosing Spondylitis Disease Activity

Score (ASDAS) <1.3 (axSpA).

Early disease was defined as a disease duration (i.e.

number of years between year of diagnosis and year

2020) �2 years.

It is not registered in DANBIO whether outcomes and

assessments are in connection with a physical consult-

ation or if it is recorded by the patient from home. For

the current study, we assumed that it was a physical

consultation if there was an evaluation of swollen joint

count in patients with RA or PsA or a physician global

score in axSpA.

For a full overview of data collection, see Supplementary

Fig. S1, available at Rheumatology online, and the footnote

in Table 1. Patient partners were actively involved in all

phases of the study.

Statistics

Patient characteristics, disease activity and health be-

haviour are reported as numbers (including available

data) and percentages or medians with interquartile

ranges (IQRs) as appropriate. All data are reported as

observed with no imputation of missing data.

Changes (D values) in PROs before and during the

COVID-19 pandemic were calculated according to two

time intervals, namely between before and June 2020

and between before and November 2020. In individual

patients, PROs [visual analogue scale (VAS) global

score, VAS pain score, HAQ, European Quality of Life 5-

Dimensions questionnaire (EQ-5D)] before was sub-

tracted from a later time point and results presented as

medians (IQRs). Absolute and relative changes in the

proportion of patients with a physical contact before

and during the pandemic were calculated. No statistical

comparisons were made. Stratified analyses were per-

formed including only patients with early disease. All

data were analysed in R (version 3.6.1; R Foundation for

Statistical Computing, Vienna, Austria).

Ethics and data protection

Included patients gave electronic consent for study

participation (secure log-in by unique personal identi-

fier) before completing the questionnaire. The consent

provided the researchers access to previous DANBIO

registrations as part of the patient file. The project was

approved by the regional data protection agency

(P-2020-543, 14 May 2020).

Results

Overall, 7836 patients (22% of eligible patients) answered

questionnaires in both June and November and were

included (12 789 patients answered questionnaire 1 and

14 758 answered questionnaire 2). Among included

patients, 5270 (67%) had RA, 1221 (16%) had PsA, 936

(12%) had axSpA and 409 (5%) had another IRD. The me-

dian disease duration was 10 years and 787 (12%)

patients had early disease (Table 1). Overall, 66% of

patients had other comorbidities and 34% received treat-

ment with a bDMARD (Table 1). Compared with the overall

DANBIO population, included patients were less frequently

<40 years of age and fewer had axSpA (Supplementary

Table S1, available at Rheumatology online).

Disease activity and physical consultations

PROs appeared unchanged before and during the pan-

demic. Thus the median values for VAS patient global

score, pain score, HAQ and EQ-5D were similar before

the pandemic, in June and in November 2020 (Table 2).

Furthermore, in individual patients, changes from before

the pandemic to June and to November were close to

zero (shown for changes in VAS global score between

before the pandemic and November 2020; Fig. 1).

Similarly, the percentages of patients reporting an ac-

ceptable symptom state (PASS¼ yes) and reporting un-

changed, better or worse disease state (anchor) were

very similar at the three time points (Table 2). From be-

fore the pandemic to November 2020, 11% of patients

changed from scoring PASS¼ yes to PASS¼no, 14%

vice versa and 76% remained unchanged. Similar

results were seen in stratified analyses only including

the 787 patients with early disease (Supplementary

Table S2, available at Rheumatology online).

Table 3 presents evaluator-based assessments at two

5 month intervals, i.e. 1 September 2019–1 February 2020

(before the pandemic) and 1 September 2020–1 February

2021 (during the pandemic). Overall, there was a relative

decrease (10–72%) in the number of patients who

received glucocorticoid injections, had registrations of

CRP and physician global scores, and who had alerts due

to active disease during the pandemic compared with be-

fore. Similarly, the number of patients with a physical con-

sultation decreased from 67% to 53% in RA (relative

decrease 21%), 65% to 47% in PsA (relative decrease

27%) and 37% to 10% in axSpA (relative decrease 72%).

Overall, the median CRP and physician global score

Impact of the COVID-19 pandemic on treat-to-target strategies and physical consultations with IA
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remained unchanged before and during the pandemic and

similar results were seen for the disease-specific out-

comes, including DAS28, Clinical Disease Activity Index

(CDAI), ASDAS and remission rates (Table 3). In the sub-

group of patients with early disease, similar results were

found, but the relative decrease in physical consultations

for axSpA was smaller, 20% (Supplementary Table S3,

available at Rheumatology online).

Answers to PASS at three time points (before the pan-

demic, in June 2020 and in November 2020) are shown in

Supplementary Table S4, available at Rheumatology online.

Across diagnoses, 271 patients (4%) changed from

PASS¼ yes before the pandemic to PASS¼ no in both

June and November, whereas for 9% of patients it was

vice versa (no–yes–yes). Characteristics of patients who

changed from PASS¼ yes to PASS¼ no in June and

November appeared like that of other PASS combinations

(Supplementary Table S4, available at Rheumatology online).

RA patients with or without a physical consultation

had similar characteristics regarding age, gender,

comorbidities and education (Table 4). For bDMARD-

treated patients, there was a tendency towards more

frequent physical consultations (Table 4).

More than half of the included patients had been in

contact with the clinic during the 3 months preceding the

second questionnaire. Contacts were mainly physical

consultations (42%) and/or telephone (34%), whereas

video consultations and e-mails were rarely used (Table

5). Among the patients with contacts, 85% were satisfied

(satisfied or very satisfied). Overall, 5–7% found access

to the clinic and treatment options to be poorer com-

pared with 1 year previously, whereas the majority found

no difference. The preferred contact form was physical

consultation (66%) followed by telephone consultation

(18%) (Table 5). The same pattern was seen when

assessing only patients with early disease (Table 5).

Overall, 6382 of 7836 patients (81%) reported being cur-

rently treated with DMARDs, and of those, 828 (13%)

reported that the dose of at least one of their treatments

had changed compared with before the pandemic. This

was mainly due to changes in disease activity [740 patients

(89%)], whereas 99 (1.5%) reported fear of COVID-19 to

be the reason for the change (details not shown).

Discussion

In this Danish nationwide study we included >7000

patients with IRDs who were prospectively followed in

the nationwide DANBIO registry and who had replied to

TABLE 2 PROs beforea and during the pandemic (June and November 2020) in patients with inflammatory rheumatic dis-

ease (N¼7836)

Variable Disease activity Changesd from before the pandemic to

Beforea June 2020 November 2020 June 2020 November 2020

Patient VAS global, mm 30 (12–58) 28 (10–54) 29 (10–55) �2 (�12–8) �1 (�12–8)

Patient VAS pain, mm 27 (11–50) 28 (11–51) 29 (11–52) 0 (�9–9) 0 (�9–11)
HAQ 0.50 (0.13–1.0) 0.50 (0.13–1.00) 0.50 (0.13–1.00) 0.0 (�0.125–0.125) 0.0 (�0.125–0.125)
EQ-5D 0.80 (0.72–0.86) 0.80 (0.71–0.86) 0.80 (0.71–0.86) 0.0 (�0.08–0.03) 0.0 (�0.07–0.03)

PASS, yese, % 73% 75% 76% 11%/13%/63%/14%f 11%/14%/63%/13%f

Anchor, n (%)b

Much better 235 (4) 137 (2) 136 (2) 4%/6%/31%/59%g 4%/6%/32%/58%g

Little better 607 (9) 464 (6) 444 (6)
Better 507 (8) 393 (5) 317 (4)

Unchanged 3128 (48) 4021 (52) 4140 (53)
Worse 607 (9) 873 (11) 770 (10)

Little worse 1328 (20) 1706 (22) 1773 (23)
Much worse 119 (2) 157 (2) 143 (2)
Available, n

Patient VAS global, mm 6908 7835 7833 6907 6905
Patient VAS pain, mm 6865 7835 7833 6864 6862

HAQ 6745 7813 7801 6722 6714
EQ-5Dc 2011 7573 7681 1945 1975
PASS, yes 6491 7780 7760 6441 6431

Anchor 6531 7751 7723 6446 6418

Values are median (IQR) unless stated otherwise. Percentages are according to patients with available data. aLatest registra-
tion in DANBIO before March 2020. bHow are you feeling today compared with the last time you went to the clinic? cNot
mandatory in DANBIO (may be collected once yearly). dPresented as the difference between late minus early time point. eIf

you were to remain for the rest of your life as you were during the last 48 h, would this be acceptable or unacceptable for
you (yes/no)? fProportion of patients answering the following combinations before and in June (or November): PASS yes–no/

no–yes/yes–yes/no–no. gProportion of patients answering before and June (or November): anchor worse–better/better–worse/
unchanged–unchanged/other combinations.
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two online surveys during the first and second waves of

the COVID-19 pandemic, a survey that included registra-

tion of disease-specific PROs. This information was then

linked to the prospective registrations of disease activity

by the rheumatologists (including joint counts, physician

global score and CRP). Despite a significant reduction in

physical consultations in the clinic compared with before

the COVID-19 pandemic, the patients were overall highly

satisfied with their access to treatment and consulta-

tions. PROs and disease activity were comparable to

pre-pandemic levels. Very few patients changed

DMARD treatment due to fear of COVID-19. Quite simi-

lar results were found for the 12% of patients with early

disease (disease duration �2 years).

We demonstrated similar disease activity, including

PROs before the pandemic and during the first and se-

cond waves with changes in median values of zero, and

quartile ranges indicating no clinically relevant changes

in the vast majority of patients. Remission rates were

unchanged. Medication compliance was high and only a

few patients reduced or withdrew DMARD treatment

due to fear of COVID-19. This could be an explanatory

factor for the observed stable disease activity. There

was a major decrease in the number of physical consul-

tations in the rheumatology clinic during the second

wave, with an absolute decrease of 14–27% and a rela-

tive decrease of up to 72%, which was most pro-

nounced in patients with axSpA, although fewer relative

changes were seen for axSpA patients with early dis-

ease (20%). We have no clear explanation for this, al-

though age and gender distribution (younger, males) in

axSpA could potentially have an impact. A study per-

formed during the first wave in Switzerland showed a

52% decrease in physical consultations but stable dis-

ease activity and flare rates (as assessed by patient-

reported disease activity) during the initial months of the

pandemic [3]. That study did not explore potential differ-

ences between the patients with and without consulta-

tions. In our study we demonstrated that characteristics

of RA patients (e.g. education level, social conditions

and frailty/comorbid disease) with and without physical

consultation appeared to be very similar, indicating that

these factors did not impact access to treatment.

Our results are not fully in line with a EULAR-initiated

survey among healthcare professionals that reported a

negative impact of the pandemic on T2T strategies due

to perceived postponement of treatment decisions and

less likelihood to initiate a bDMARD or targeted synthet-

ic DMARD [1]. However, important factors identified in

this and other surveys include diagnostic delay and a

shortage of DMARDs, including hydroxychloroquine or

tocilizumab [1, 15], both of which were less relevant in

our study, where the majority of patients had estab-

lished disease (10 years disease duration) and a short-

age of medicines has not played any major role during

the pandemic in Denmark. In the current study, the T2T

strategy was mainly evaluated as the proportion of

patients in remission. Other outcomes such as erosive

progression in RA, although relevant, would have

required longer follow-up times.

Our results should be interpreted with caution: despite

fewer physical consultations, we demonstrated no impact

on disease activity and PROs and most patients were

satisfied with the consultations and treatment options

that they had been provided. However, 66% of patients

preferred face-to-face consultations over phone contacts

(which were only preferred by 18%). This illustrates that

perhaps the most important aspect regarding patient-

centred rheumatology care is accessibility and flexibility

regarding the form of consultation: being face to face

when needed, liaising needs and using telephone con-

tacts or other remote solutions when suitable [1, 10, 11].

It was beyond the scope and design of the study to ex-

plore the feasibility of reallocating contact from physical

to remote consultations. Thus information on phone con-

tacts during the pandemic was self-reported by the

patients and the corresponding information regarding

pre-pandemic remote contacts was not available.

The pandemic has now lasted for >1 year, with

repeated lockdowns of societies worldwide. Previous

studies have shown widespread disruption in the deliv-

ery of healthcare services, with poorer access to physic-

al consultations and a switch towards remote care,

including tele-health technologies (e.g. phone contacts)

[16–19]. Important aspects of future studies are to ex-

plore its long-term impact. In the current study, mainly

patients with long-standing disease and acceptable

FIG. 1 Changes in patient VAS global in individual

patients from before the pandemic to November 2020

(N¼6905)

x-axis: number of patients; y-axis: change in patient’s

global score (VAS 0–100 mm).
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symptom state participated (PASS¼ yes, 75%). In

Denmark, it is recommended to monitor patients in

DANBIO at least once a year [12]. A potential unwanted

effect of the pandemic might be that some patients are

not even seen annually in the clinic and evaluations are

postponed or rely on remote consultations. This implies

huge responsibilities on patients to be proactive and

aware on when to approach their rheumatologist regard-

ing problems related to disease control and treatment,

an approach that seems to have failed in other disease

entities, e.g. oncology [2, 20].

Furthermore, the face-to-face meeting may be an im-

portant entry point for correcting medication non-

adherence and to handle difficult decisions regarding

treatment changes. The latter may be of specific import-

ance during a pandemic, where any treatment change

often results in accentuated monitoring with blood sam-

ples, hand-outs of medication and clinical evaluations; all

activities that are in contrast to in-home confinement [1].

The risk of selection bias is an important aspect that

needs to be taken into consideration. The patients who

participated in this questionnaire survey are not neces-

sarily representative of the whole cohort. Thus the

included 7838 in the study represented 22% of eligible

patients. We have previously shown that mainly elderly

patients did not have access to the eBoks system and

could hence not be invited to participate [13].

Furthermore, compared with all eligible patients, included

patients were less frequently young and fewer had

axSpA. It could also be speculated whether participants

in the survey were more often in disease remission, had

higher education or had other capabilities or resources

compared with patients who did not participate. It is also

possible that included patients had a better understand-

ing of their treatment options and were better at navigat-

ing the monitoring options available to them, resulting in

higher satisfaction. However, we did not have data to ex-

plore this further. Due to lack of consent, information on

disease activity in DANBIO could not be included from

non-participants. Furthermore, our study mainly included

patients with long-standing disease, reflecting that this is

the largest patient group in DANBIO. On the other hand,

we found similar results in the subgroup of patients with

early disease (�2 years disease duration). Nevertheless,

our results may not be applicable to very recently diag-

nosed patients who would be likely to need closer follow-

up and monitoring and have more medication changes.

The study was performed before the launching of

COVID-19 vaccination programs and consequently it

was not possible to explore the impact of vaccination.

The strengths of this study are the inclusion of a large

prospective cohort of well-characterized patients who

answered an extensive questionnaire at two time points

during the pandemic. Combined with the prospective regis-

trations in DANBIO, this allowed us to evaluate PROs and

changes therein according to three time points (one before

and two during the pandemic) and to identify concomitant

registrations of treatment and objective measures of dis-

ease activity in the clinic before and during the pandemic.

In conclusion, this nationwide study including a large

subgroup of >7000 patients with well-described IRDs and

prospectively monitored in DANBIO showed—based on

two extensive questionnaires and the collection of PROs—

that despite a reduction in physical consultations, patient

satisfaction with treatment access was high and the PROs

were stable, as well as in patients with early disease.
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Physical consultation 3256 (42) 363 (46)

Telephonec 2634 (34) 322 (41)
E-mail 302 (4) 36 (5)

Video consultation 24 0 3 0
Other 480 (6) 33 (4)
No contacts 2042 (26) 162 (21)

Missing 185 (2) 15 (2)
Satisfaction with the contact, n (%)b Very satisfied 3786 (67) 429 (70)

Satisfied 989 (18) 91 (15)
Neither-nor 293 (5) 44 (7)
Unsatisfied 96 (2) 15 (2)

Very unsatisfied 82 (1) 9 (1)
Do not know 19 0 4 (1)

Missing 344 (6) 18 (3)
Compared with last year, my access to rheumatology

specialist is currently. . ., n (%)
Better 250 (3) 47 (6)
The same 5593 (71) 553 (70)

Poorer 551 (7) 42 (5)
Do not know 1061 (14) 104 (13)

Not relevant 242 (3) 27 (3)
Missing 139 (2) 14 (2)

Compared with last year, my treatment options for
arthritis are currently. . ., n (%)

Better 287 (4) 57 (7)
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Not relevant 192 (2) 18 (2)
Missing 133 (2) 15 (2)

aMore than one answer allowed per patient (percentages sum to >100%). bPercentages calculated for patients with one or
more contact (for all included patients, N¼5609; for subgroup of patients with early disease, n¼610). cNot specified if

physician or non-physician staff.

Impact of the COVID-19 pandemic on treat-to-target strategies and physical consultations with IA

https://academic.oup.com/rheumatology SI11

D
ow

nloaded from
 https://academ

ic.oup.com
/rheum

atology/article/60/SI/SI3/6306422 by guest on 23 April 2024



Bristol-Myers Squibb, Celtrion, Eli Lilly Denmark,

Janssen Biologics, Lundbeck Fonden, MSD, Pfizer,

Roche, Samsung Biopis and Sandoz; chairs the steering

committee of the Danish Rheumatology Quality Registry

(DANBIO), which receives public funding from the hos-

pital owners and funding from pharmaceutical compa-

nies; and co-chairs the EuroSpA research collaboration,

which generates real-world evidence of treatment of

PsA and axSpA based on secondary data and is partly

funded by Novartis. The other authors have declared no

conflicts of interest.

Data availability statement

All data relevant to the study are included in the article

or uploaded as supplementary information.

Supplementary data

Supplementary data are available at Rheumatology online.

References

1 Dejaco C, Alunno A, Bijlsma JWJ et al. Influence of
COVID-19 pandemic on decisions for the management

of people with inflammatory rheumatic and musculoskel-
etal diseases: a survey among EULAR countries. Ann

Rheum Dis 2021;80:518–26.

2 Patt D, Gordan L, Diaz M et al. Impact of COVID-19 on
cancer care: how the pandemic is delaying cancer diag-
nosis and treatment for American seniors. JCO Clin

Cancer Informatics 2020;doi: 10.1200/cci.20.00134.

3 Ciurea A, Papagiannoulis E, Bürki K et al. Impact of the
COVID-19 pandemic on the disease course of patients
with inflammatory rheumatic diseases: results from the

Swiss Clinical Quality Management cohort. Ann Rheum
Dis 2021;80:238–41.

4 Michaud K, Wipfler K, Shaw Y et al. Experiences of

patients with rheumatic diseases in the united states
during early days of the COVID-19 pandemic. ACR Open
Rheumatol 2020;2:335–43.

5 Ruyssen-Witrand A, Soubrier M, Basch A et al.

Correspondence on ‘Impact of the COVID-19 pandemic
on the disease course of patients with inflammatory
rheumatic diseases: results from the Swiss Clinical

Quality Management cohort’. Ann Rheum Dis 2020;doi:
10.1136/annrheumdis-2020-219409.

6 George MD, Venkatachalam S, Banerjee S et al. Concerns,

healthcare use, and treatment interruptions in patients with
common autoimmune rheumatic diseases during the
COVID-19 pandemic. J Rheumatol 2021;48:603–7.

7 Rogier C, van Dijk BT, Brouwer E et al. Realising early

recognition of arthritis in times of increased
telemedicine: the value of patient-reported swollen joints.
Ann Rheum Dis 2021;80:668–9.

8 Smolen JS, Breedveld FC, Burmester GR et al. Treating

rheumatoid arthritis to target: 2014 update of the

recommendations of an international task force. Ann

Rheum Dis 2016;75:3–15.

9 Bech B, Primdahl J, van Tubergen A et al. 2018 update

of the EULAR recommendations for the role of the nurse

in the management of chronic inflammatory arthritis. Ann

Rheum Dis 2020;79:61–8.

10 Raizada SR, Cleaton N, Bateman J et al. Are telephone

consultations here to stay in rheumatology? Rheumatol

Adv Pract 2021;doi: 10.1093/rap/rkaa071.
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