
What Else Can I Do But Take Drugs? The Future of
Research in Nonpharmacological Treatment in Early
Inflammatory Arthritis

“My medication is working alright, but my joints are still
a bit stiff and I still feel weak. I keep asking myself, what
else can I do other than take drugs?”
– A 43-year-old patient with RA one year after diagnosis

Advances in pharmacological interventions, such as the
newly emerged biologics, have brought fresh hopes to
patients with inflammatory arthritis. However, not every
patient benefits from the treatment. Systematic reviews
on infliximab1 and etanercept2 in rheumatoid arthritis
(RA) have consistently described improvements in rough-
ly 60%, 40%, and 20% of patients, under the American
College of Rheumatology (ACR) criteria for improve-
ment ACR20, 50, and 70, respectively. This means that
many patients still require additional interventions for
managing the disease. For this reason, the current treat-
ment approach for RA recommends the involvement of a
multidisciplinary team, including specialists, family
physicians, and rehabilitation professionals3-5. The com-
plementary roles of physiotherapy and occupational
therapy are supported by the ACR guidelines for the

management of RA6.
While pharmaceutical products must undergo proper

clinical trials and economic analysis before they are con-
sidered by the drug benefit formulary in Canada, this
rigorous evaluation process is not mandated for nondrug
interventions. In order to confirm the value of nondrug
treatment in early inflammatory arthritis, we need to
address a few fundamental questions:
• Do nonpharmacological interventions work?
• Which is the most suitable model for providing non-

pharmacological treatment for patients with early
inflammatory arthritis?

• Which is the best way for translating evidence-based
knowledge into practice?

Challenge 1: Determine the effectiveness of nonpharmaco-
logical treatments
Owing to the number of well-designed studies on exercise
and inflammatory arthritis, we now have convincing evi-
dence that dynamic exercise improves aerobic capacity,
strength, and joint mobility among patients with RA7.
Strong evidence has also been reported in systemic
reviews on patient education8, joint protection9, and low
level laser in RA10. However, the evidence on the majori-
ty of nonpharmacological treatments is either weak or
inconclusive, mainly due to the poor methodological
quality in the available studies9,11-15. The dearth of infor-
mation on the efficacy and effectiveness of nonpharma-
cological treatments has contributed to the confusion
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in the same panel with drug trials in funding competi-
tions. To foster the growth of well-designed research in
nonpharmacological treatments, funding agencies might
consider creating a separate category for adjudicating
clinical research on nondrug, nonsurgical interventions.

Challenge 2: Identify suitable models for delivering 
arthritis care
The team model is currently regarded as the standard for
arthritis treatment. Team care has been widely used in
Europe; however, this is not the case in North America,
partly due to budgetary constraints and a shortage of
health professionals, especially in rural areas17,18.
Consequently, innovative care models, such as the clinical
nurse-specialist model19-21, the physiotherapist/occupa-
tional therapist practitioner model22,23, the primary ther-
apist model24, and telemedicine25-27, have emerged.
Recent research has provided some evidence on the effec-
tiveness of these alternative models20,28,29; however, the
“team” structure under these models is less well defined.

Further, in practice, team models exist in various forms
depending on the level of communication among mem-
bers and the integration of skills (Figure 1). In general,
members in a multidisciplinary team operate in a disci-
pline-specific manner with a less structured communica-
tion process. In contrast, transdisciplinary teams are less
stringent with disciplinary boundaries and follow well-
established communication procedures. The impact of
the use of the different types of team models in the man-
agement of early inflammatory arthritis requires thor-
ough evaluation.

Which study design would be the best for evaluating
care models? For the clinical community and policymak-
ers, information on the active ingredients and processes
contributing to treatment outcome is as valuable as that
on the efficacy of a treatment. To address the information
needs, the Medical Research Council in the UK has pro-
posed a thorough evaluation process for complex inter-
ventions30. This process is modeled after the steps
required in the evaluation of drugs from initial preclini-

regarding their use for managing inflammatory arthritis.
One of the challenges in the evaluation of nondrug

treatments is the selection of outcome measures. In a
recent editorial, Stucki16 suggested that the problem
stemmed from the lack of understanding in the relation-
ships among mediators associated with nondrug treat-
ments and arthritis-related disability. He particularly
questioned the use of disease-specific health status
instruments, such as the Health Assessment
Questionnaire (HAQ), in the evaluation of rehabilitation
interventions. Physical functional disability, as measured
with the HAQ, is mainly determined by disease activity,
structural damage, and pain. In fact, these disease-relat-
ed variables explain 50% and 70% of the overall variance
in HAQ scores. In contrast, muscle strength, which is
directly influenced by rehabilitation, only accounts for an
additional 12% of the variance. The relatively small con-
tribution of rehabilitation-related variables (e.g., muscle
strength) to disability may explain why it is difficult to
demonstrate clinically and statistically important
improvements in HAQ scores in exercise trials. Further,
the HAQ penalizes the use of assistive and adaptive
equipment, which is a common recommendation in occu-
pational therapy for improving a person’s ability to cope
with the illness and the quality of life. This leads to the
argument that favors the use of function-specific health
status instruments over disease-specific health status
instruments such as the HAQ for evaluating nondrug
interventions. Therefore, a thorough understanding of
the relationships among variables influenced by nondrug
treatments and disability in early inflammatory arthritis
will be essential for improving the selection of outcome
measures in future studies.

Another challenge in nondrug treatment research is to
secure adequate funding. Unlike pharmacological
research, which attracts funding from both public and
private sectors, nondrug research relies mainly on public
funding. Compared to drug trials, nondrug research
tends to be considered as lower profile. Hence, such
research is often in a disadvantaged position when placed

Figure 1. Levels of team care.
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innovations. Further, it would be worthwhile to examine
knowledge management and dissemination models that
take place in a less formal environment, such as prac-
tice-related networks (e.g., Canadian Arthritis Network)
and communities of practice. The latter has been widely
used by the business community for disseminating best-
practice knowledge among professionals38 and is starting
to gain recognition in the healthcare field39-41.
Communities of practice take advantage of the potential
of learning that takes place in an informal environment,
where professionals can exchange knowledge relevant to
their trade. Such a model may be practical in the field of
arthritis care, in which professionals have already
engaged in informal learning at varying degrees.

Recommendations on research priorities
To address the challenges in nonpharmacological treat-
ment research, the following priorities are recommended:
• Evaluation of less well-studied nondrug interventions,

including worksite adaptation and manual therapeutic 
techniques

• Understanding the relationships among rehabilita-
tion-related variables and disability

• Development and evaluation of innovative care mod-
els by focusing on: Who provides what treatment for
whom, when, where, and how?

• Design and evaluation of knowledge transfer innova-
tions.
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