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Abstract
Introduction Discordance (misalignment) regarding treatment satisfaction may exist in real-life clinical practice between patients
and their physicians. We aimed to assess physician and patient treatment satisfaction levels and associated degree of misalign-
ment in rheumatoid arthritis (RA).
Method A point-in-time, multinational survey of patients and physicians was conducted in Latin America from December 2014 to
October 2015. Physician- and patient-reported satisfaction levels with current RA treatment, alignment levels in satisfaction perception,
and factors associated with satisfaction misalignment were assessed through bivariate and logistic regression analyses.
Results Participating physicians (N = 114) completed 555 patient record forms (PRFs); 372 patients completed self-complete
questionnaires (PSC). A total of 346 physician-patient pairs were analyzed. Physicians reported satisfaction with current disease
control in 270/346 (78.0%) PRFs; patients reported such satisfaction in 286/346 (82.7%) PSCs. Physician-patient alignment was
observed in 78.6% of pairs. Compared with aligned patients, misaligned patients were younger, more likely to have moderate or
severe disease (physician subjectively defined), deteriorating or unstable disease (physician subjectively defined), been exposed
to a greater number of advanced therapy lines (biologic or Janus kinase inhibitor), greater current pain, a current acute episode,
poorer health, and greater disability and impairment. Misaligned patients were less likely to be in remission. Logistic regression
analysis revealed that misaligned patients were more likely to experience greater activity impairment.
Conclusions High treatment satisfaction and alignment were observed among RA patients and their physicians in Latin America.
Misaligned patients were more likely to report more severe disease and were less likely to be in remission. Addressing misalign-
ment may lead to improved RA disease control.

Key Points
• High treatment satisfaction was observed among RA patients and their treating physicians in Latin America.
• One-fifth of physician-patient pairs were misaligned in treatment satisfaction.
• Patients misaligned with their physicians reported higher disease activity, lower quality of life, and greater disability than those who were aligned with
their physicians.

• Understanding and addressing misalignment in treatment satisfaction may improve outcomes in this patient population.
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Shared

Introduction

Rheumatoid arthritis (RA) is a chronic inflammatory joint
disease characterized by persistent synovitis, systemic inflam-
mation and autoantibodies [1, 2]. If left uncontrolled, RA
causes joint damage, disability, reduced quality of life, and
cardiovascular and other comorbidities [2]. Treating RA in a
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Latin American healthcare context has been recognized as
challenging. This is due to factors such as lack of easy access
to the healthcare system thus delayingmedical evaluation, few
rheumatologists in secondary and tertiary care causing lack of
availability of specialist appointments [3, 4], and cultural con-
cepts that assume “rheumatism” is a mild problem and that
rheumatic diseases are “irreversible and incurable” and caused
by the natural aging process [3].

Low income and lower literacy are associated with delayed
and irregular use of biological disease-modifying antirheu-
matic drugs (DMARDs) [3]. Recent treatment recommenda-
tions from both the European League Against Rheumatism
(EULAR) [5] and the American College of Rheumatology
(ACR) [6] incorporate a treat-to-target approach, which aims
for remission or low disease activity in RA patients [7]. While
there is knowledge of these goals and strategies in Latin
America, it is not thought they are used widely [8]. Several
Latin American rheumatology societies and associations (e.g.,
members of PANLAR) have developed their own guidelines
or recommendations for the management of RA [9].
Recommended pharmacologic therapy for RA consists of a
“step-up” approach beginning with DMARDs and escalating
to biologic or targeted synthetic DMARDs if treatment targets
are not achieved [5, 6].

It is hypothesized that the physician-patient relationship
(“working alliance”) is an integral component of the treatment
of RA patients. The physician-patient working alliance has
been shown to predict patient satisfaction, and that patient
satisfaction in turn predicts patient adherence to medication
[10]. Patient and physician satisfaction with RA treatment
have been explored in previous research, particularly in a
US and European context [10–12]. However, to our knowl-
edge, satisfaction and any associated misalignment in satisfac-
tion have not been explored in a Latin American context and
are little understood.

In this study, we explored the clinical and physician-
reported implications of misalignment in satisfaction with
treatment control between RA patients and their physicians
in Latin America. We explored physician- and patient-
reported levels of satisfaction with current RA treatment,
levels of alignment in perceptions of satisfaction, factors as-
sociated with misalignment in satisfaction and the implica-
tions of misalignment in RA patients.

Materials and methods

Data were extracted from a survey of physicians and their
patients conducted between December 2014 and October
2015 in Latin America (Mexico, Venezuela, Colombia,
Argentina). The survey was a large, multinational, cross-
sectional study conducted in clinical practice, in which physi-
cians described current disease management, disease-burden

impact and associated treatment effects (clinical and
physician-perceived) in their patients who presented in a
real-world clinical setting. The survey methods have been
validated and are presented elsewhere [13–15].

Participating physicians and patients

A geographically diverse selection of rheumatologists partic-
ipated in this study. To be eligible, participating physicians
must have been personally responsible for treatment decisions
and management of patients with RA. Physicians also had a
minimum workload of the following number of RA patients
per month: Argentina, 6 patients; Mexico, 4 patients;
Columbia, 5 patients; Venezuela, 4 patients. Eligible patients
were adult (> 18 years of age), had a physician-confirmed
diagnosis of RA, were not currently involved in a clinical trial
and visited the physician, and were prescribed advanced ther-
apy (AT), specifically a biologic (originator or biosimilar) or a
JAK inhibitor.

Data collection

Patient record forms (PRFs) were completed by physicians;
PRFs contain detailed questions on patient demographics, clin-
ical status, concomitant conditions, current treatment and treat-
ment history. Each patient for whom the physician completed a
PRF for was then invited to anonymously complete a patient
self-complete form (PSC), although this was not mandatory.
PSCs contained detailed questions on patient-reported out-
comes, such as health (measured via the EuroQol 5-dimension
[EQ-5D] instrument) [16], disability (measured via the Patient-
Reported Outcomes Measurement Information System Health
Assessment Questionnaire [PROMIS HAQ]) [17], work and
productivity (measured via the Work Productivity and Activity
Impairment [WPAI] questionnaire) [18], comorbidities
(Charlson comorbidity index) [19], medication compliance
(assessed via PSCs) and satisfaction with disease control.
Physicians described their satisfaction with current disease con-
trol by choosing one of the following three responses: “Satisfied
with control achieved”/“Not satisfied, but I believe this is the
best control that can be realistically achieved for this patient”/
“Not satisfied, and I believe better control can be achieved for
this patient.” Patients described their satisfaction with current
disease control by choosing one of the following three re-
sponses: “Satisfied”/“Not satisfied, but I believe this it the best
that can be achieved for my condition”/“Not satisfied, and I
believe better control can be achieved for my condition.”
Disease severity was assessed by asking the physician to cate-
gorize the patient as mild, moderate, or severe; current disease
progression was assessed by asking the physician to categorize
the patient as improving, stable, deteriorating slowly, deteriorat-
ing rapidly, or unstable; and current remission was assessed by
asking the physician to categorize the patient as in remission or
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not in remission. No definitions of severity, disease progression
or remission were provided to the physicians a priori, and pa-
tients were categorized solely by subjective physician assess-
ment. Patient-reported emotional burden factors were assessed
via patient queries regarding attitudes towards medications (“I
am always keen to try the next new treatment for my condition
and will ask my doctor about any new ones which become
available”) and their physicians (“I feel like my doctor fully
involves me in treatment decisions and allows me to help man-
age my own condition”; “I would change my doctor if I felt that
he/she was not willing to try new therapies”; “My current doctor
has helped me to deal with the psychological and emotional
burden of my disease”). These queries were scored from 1 to
10 (1 = completely disagree; 10 = completely agree).

Ethics

All participating patients provided informed consent for use of
their anonymized and aggregated data for research and publi-
cation in scientific journals. Data collection was performed
such that patients and physicians could not be identified di-
rectly, and all data were aggregated and de-identified before
receipt. Data collection was performed in accordance with the
European Pharmaceutical Marketing Research Association
[20] guidelines; ethics committee approval was thus not re-
quired. Each survey was performed in full accordance with
relevant legislation at the time of data collection, including the
US Health Insurance Portability and Accountability Act 1996
[21] and Health Information Technology for Economic and
Clinical Health Act legislation [22].

Statistical methods

Statistical analyses were performed with Stata version 15.1
(StataCorp, College Station, Texas).

Comparing physician- and patient-reported treatment
satisfaction

Physicians and patients were reclassified as yes/no for satis-
faction. The “yes” category included those who selected
“Satisfied with control achieved” while the “no” category in-
cluded those who selected the other two available responses.

By matching satisfaction with treatment responses across
physicians and their patients, a binary variable of patients who
were aligned/misaligned with their physicians was created.
The level of physician-patient pairs classified as aligned (both
physician and patient “satisfied” or “dissatisfied”) was then
calculated. The level of pairs classified as misaligned (physi-
cian “satisfied” and patient “dissatisfied” and vice versa) was
also determined. The kappa measure of agreement was deter-
mined to assess the level of agreement between patients and
physicians, whereby a value of < 0.00 was considered poor;

0.00–0.20 slight; 0.21–0.40 fair; 0.41–0.60 moderate; 0.61–
0.80 substantial; and 0.81–1.00 almost perfect agreement [23].

Variation in aligned/misaligned patients according to key
sociodemographic, clinical and patient-reported variables
(bivariate analysis)

To assess how aligned/misaligned patients varied by key
sociodemographic, clinical and patient-reported characteris-
tics, bivariate analysis was performed to compare the
aligned/misaligned patient groups. For numerical variables,
sample size, mean and standard deviation are given. For cat-
egorical variables, sample size, number and percent in each
category are given. The Mann-Whitney U test was used for
continuous outcomes, chi-squared tests for categorical out-
come variables with more than two groups and Fisher’s exact
test when the variable was binary.

Association between alignment and sociodemographic,
clinical and patient-reported variables (multivariate analysis)

We also performed a logistic regression analysis to explore the
association between alignment and sociodemographic, clinical
and patient-reported variables. The binary variable of “aligned”
or “misaligned” was treated as a dependent (outcome) variable.
Variables for inclusion in the regression were selected after au-
thors review of bivariate analysis results. Variables that were
shown to be significant (P < 0.05), were of interest or deemed
important to reduce confounding were eligible for inclusion in
themodel. After authors discussion, variablesmeeting the above
criteria and that were not co-linear with each other were included
in the model. Demographic factors included age, gender and
BMI. Clinical factors included current disease progression,
number of symptoms, number of AT lines, current acute episode
(flaring) and current remission. Patient-reported characteristics
included EQ-5D, medication compliance, activity impairment
and tiredness/exhaustion.

Sub-analysis of misaligned patients (bivariate analysis)

Misaligned patients were further grouped on the basis of being
satisfied in comparison to their physician (physician dissatis-
fied); variation in key sociodemographic, clinical and patient-
reported characteristics were examined. The binary variable of
patient satisfied (and physician dissatisfied) or patient dissat-
isfied (and physician satisfied) was treated as a dependent
(outcome) variable. For categorical variables, sample size
and number and percent in each category are reported. The
Mann-WhitneyU test was used for continuous outcomes, chi-
squared test for categorical outcome variables with more than
two groups and Fisher’s exact test when the variable was
binary. These results are reported in supplementary tables
available online (Online Resources 1 and 2).
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Table 1 Patient demographics

Overall, N = 346 Misaligned, n = 74 Aligned, n = 272 P value (testa)

Age

n 346 74 272

Mean (SD) 52.0 (13.7) 49.2 (14.2) 52.8 (13.5) 0.0424 (MW)

Age group, years

n 346 74 272

18–30 28 (8.1) 10 (13.5) 18 (6.6) 0.1810 (CH)

31–50 106 (30.6) 25 (33.8) 81 (29.8)

51–70 183 (52.9) 34 (45.9) 149 (54.8)

> 70 29 (8.4) 5 (6.8) 24 (8.8)

Gender

n 346 74 272

Female 295 (85.3) 64 (86.5) 231 (84.9) 0.8541 (FE)

BMI, kg/m2

n 346 74 272

Mean (SD) 26.0 (6.6) 26.1 (4.1) 26.0 (7.2) 0.5960 (MW)

BMI groupb

n 335 72 263

Underweight 3 (0.9) 0 (0.0) 3 (1.1) 0.1984 (CH)

Healthy weight 149 (44.5) 33 (45.8) 116 (44.1)

Overweight 143 (42.7) 26 (36.1) 117 (44.5)

Obese 40 (11.9) 13 (18.1) 27 (10.3)

Patient current employment

n 337 71 266

Full-time 87 (25.8) 17 (23.9) 70 (26.3) 0.3196 (CH)

Part-time 48 (14.2) 6 (8.5) 42 (15.8)

Homemaker 103 (30.6) 26 (36.6) 77 (28.9)

Student 11 (3.3) 3 (4.2) 8 (3.0)

Unemployed 25 (7.4) 8 (11.3) 17 (6.4)

Retired 63 (18.7) 11 (15.5) 52 (19.5)

Time since diagnosis, weeks

n 332 73 259

Mean (SD) 557.8 (436.5) 549.2 (450.2) 560.2 (433.5) 0.7225 (MW)

Time since diagnosis, group

n 332 73 259

< 3 years 56 (16.9) 14 (19.2) 42 (16.2) 0.5959 (FE)

≥ 3 years 276 (83.1) 59 (80.8) 217 (83.8)

Recent/possible future hospital procedure

n 346 74 272

In last 12 months 28 (8.1) 6 (8.1) 22 (8.1) 0.5945 (CH)

> 12 months ago 39 (11.3) 11 (14.9) 28 (10.3)

No past procedure but possible future procedure 35 (10.1) 9 (12.2) 26 (9.6)

No past procedure and future procedure not under consideration 244 (70.5) 48 (64.9) 196 (72.1)

BMI, body mass index; CH, chi-squared test; FE, Fisher’s exact test; MW, Mann-Whitney’s U test; SD, standard deviation
a Indicates statistical test performed
b Classified as < 18.5 kg/m2 (underweight), 18.5–25 kg/m2 (healthy), > 25–30 kg/m2 (overweight) and > 30 kg/m2 (obese)

All data reported as n (%) unless indicated otherwise
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Results

A total of 114 rheumatologists completed 555 PRFs; 372 patients
completed PSCs. A total of 346 matched physician-patient pairs
were analyzed. Patient demographic data are shown in Table 1.

Treatment satisfaction

Physicians reported satisfaction with current disease control in
270/346 (78.0%) PRFs; patients reported satisfaction with
disease control in 286/346 (82.7%) PSCs (Table 2).

Alignment between physicians and patients

Alignment was observed in 78.6% (272/346) of physician-
patient pairs (Table 2). Misalignment between physicians and
patients was driven primarily by physicians expressing greater
dissatisfaction with disease control (45/346 = 13.0%) than pa-
tients (29/346 = 8.4%) (Table 2). Kappa analysis indicated a fair
level of agreement (κ = 0.325, 95% confidence interval [CI]
0.205 to 0.445) (Table 2).

Factors associated with alignment

Misaligned vs aligned patients were more likely to be younger
(mean age: 49.2 vs 52.8 years; P = 0.04) and to have moderate
or severe disease (48.6 vs 25.0%; P = 0.0002), deteriorating or
unstable disease (33.8 vs 13.0%; P = 0.0001), greater mean
number of AT lines (1.4 vs 1.2; P = 0.03), a higher mean cur-
rent level of pain (4.6 vs 3.0; P < 0.0001), a current acute
episode (43.9 vs 13.6%; P < 0.0001), poorer health according
to the EQ-5D (mean score: 0.6 vs 0.7; P < 0.0001) and greater
disability according to PROMIS HAQ (mean score 26.2 vs
20.1; P = 0.0004) (Table 3). Misaligned vs aligned patients
scored higher in all categories of theWPAI andwere less likely
to be in remission (23.0 vs 54.4%; P < 0.0001) (Table 3).

A sub-analysis (available in supplementary tables online,
Online Resources 1 and 2) of the 74 misaligned physician-
patient pairs was performed. This analysis revealed that pa-
tients who were satisfied but their physician was dissatisfied
(n = 45) were more likely to have moderate to severe disease
(64.4 vs 24.1%; P = 0.0009), deteriorating or unstable disease
(45.2 vs 15.3%; P = 0.03), been prescribed AT sooner (mean

41.7 vs 28.6 months ago; P = 0.04), a greater current level of
pain (mean score 5.3 vs 3.4; P < 0.0001) and a current acute
episode (57.5 vs 23.1%; P = 0.01) than patients who were
dissatisfied but their physician was satisfied. Satisfied patients
with a dissatisfied physician were also less likely to be in
remission (8.9 vs 44.8%; P = 0.0005) (available in
supplementary tables online, Online Resource 2).

Logistic regression analysis

Logistic regression showed that greater activity impairment as
assessed by the WPAI (odds ratio 1.021, 95% CI 1.000 to
1.042; P = 0.048) (Table 4) was independently associated with
misalignment. Logistic regression analysis also revealed that
unstable disease progression, to be currently experiencing an
acute episode, to have poorer health according to the EQ-5D
and not to be in remission were also associated with misalign-
ment though these coefficients were not statistically significant.

Discussion

This survey revealed high levels of treatment satisfaction
among Latin American RA patients and their treating physi-
cians. Patients misaligned with their physicians reported
higher disease activity, lower quality of life and greater dis-
ability than those aligned.

On the basis of the physician’s own definition of severity,
30.1% of the patients in this cohort had moderate or severe
disease. Although over a quarter of the patients had this level
of disease severity, out of the entire cohort most patients
(82.7%) expressed satisfactionwith treatment. A previous study
conducted in a European RA population revealed a statistically
significant association between patient satisfaction and disease
control (measured as Disease Activity Score in 28 joints
[DAS28] > 3.2 [inadequate control] or DAS28 ≤ 3.2 [adequate
control]). Over a quarter (27%) of the patients in this cohort had
inadequate disease control and over half (55%) of the patients
with inadequate disease control nevertheless expressed satisfac-
tion [24]. These two studies in different regional populations
suggest that patients may express satisfaction despite subopti-
mal disease control because of a belief that any improvement
from baseline, even if modest, is satisfactory.

Table 2 Physician and patient
alignment with current disease
control

Physician satisfied Physician dissatisfied Total

Patient satisfied 241 (69.7) 45 (13.0) 286 (82.7)

Patient dissatisfied 29 (8.4) 31 (9.0) 60 (17.3)

Total 270 (78.0) 76 (22.0) 346 (100.0)

Kappa (95% CI) 0.325 (0.205 to 0.445)

Physicians and patients each provided their own independent opinions on satisfaction or dissatisfaction

CI confidence interval
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Table 3 Patient clinical and patient-reported characteristics

Overall, N = 346 Misaligned, n = 74 Aligned, n = 272 P value (testa)

Patient clinical characteristics

Current level of severityb

n 346 74 272

Mild 242 (69.9) 38 (51.4) 204 (75.0) 0.0002 (FE)

Moderate/severe 104 (30.1) 36 (48.6) 68 (25.0)

Current disease progressionb

n 331 68 263

Improving 162 (48.9) 30 (44.1) 132 (50.2) 0.0001 (CH)

Stable 112 (33.8) 15 (22.1) 97 (36.9)

Deteriorating 41 (12.4) 14 (20.6) 27 (10.3)

Unstable 16 (4.8) 9 (13.2) 7 (2.7)

Time since first AT prescription (months)

n 337 71 266

Mean (SD) 38.2 (35.2) 36.7 (33.3) 38.6 (35.8) 0.6856 (MW)

Number of AT lines

n 346 74 272

Mean (SD) 1.3 (0.5) 1.4 (0.6) 1.2 (0.5) 0.0300 (MW)

Current treatment break

n 346 74 272

Yes 27 (7.8) 8 (10.8) 19 (7.0) 0.3264 (FE)

Number of symptoms

n 346 74 272

Mean (SD) 6.8 (2.7) 6.8 (2.8) 6.8 (2.6) 0.6933 (MW)

Number of joints affected

n 346 74 272

Mean (SD) 4.7 (2.4) 5.0 (3.0) 4.6 (2.2) 0.3133 (MW)

Current number of disease features

n 346 74 272

Mean (SD) 3.0 (1.9) 3.1 (2.0) 3.0 (1.9) 0.5101 (MW)

Current level of pain (1–10)

n 346 74 272

Mean (SD) 3.4 (2.1) 4.6 (2.1) 3.0 (2.0) < 0.0001 (MW)

Current acute episode

n 302 66 236

Yes 61 (20.2) 29 (43.9) 32 (13.6) < 0.0001 (FE)

Flare in last 12 months

n 205 59 146

Yes 161 (78.5) 51 (86.4) 110 (75.3) 0.0923 (FE)

Current remission

n 346 74 272

Yes 165 (47.7) 17 (23.0) 148 (54.4) < 0.0001 (FE)

Charlson comorbidity index

n 346 74 272

Mean (SD) 0.2 (0.5) 0.1 (0.3) 0.2 (0.5) 0.3054 (MW)

Patient-reported characteristics

EQ-5D

n 332 73 259

Mean (SD) 0.7 (0.2) 0.6 (0.2) 0.7 (0.2) < 0.0001 (MW)

Medication compliance

n 305 69 236

Compliant 222 (72.8) 45 (65.2) 177 (75.0) 0.1245 (FE)

Interest in new medicationsc

n 323 69 254

Mean (SD) 6.3 (3.0) 6.2 (2.8) 6.3 (3.1) 0.6577 (MW)
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A sub-analysis of misaligned patients also revealed that
satisfied patients (with a dissatisfied physician) had subopti-
mal disease control when compared with dissatisfied patients
(with a satisfied physician). In this sub-analysis, satisfied pa-
tients had more severe disease and were less likely to be in
remission despite having been prescribed AT sooner.
However, we did not observe any statistically significant fac-
tors that could explain the differences between these groups.

A lower proportion of physicians expressed satisfaction
when compared with their patients (78.0 vs 82.7%), and most
of the discordant physician-patient pairs consisted of a dissat-
isfied physician and a satisfied patient (13.0 vs 8.4%). Patients

misaligned with their physicians were more likely to have
greater disease severity, less likely to be in remission, but also
more likely to have received a greater number of AT lines.
Physician dissatisfaction may thus be driven in part by the
observation that misaligned patients were still not achieving
sufficient disease control despite having attempted more AT
agents.

Logistic regression analysis revealed that while misaligned
patients were statistically more likely to experience activity
impairment, the effect size was small.

The approach used in this study has some limitations. The
cohort presented here may not be representative of the overall

Table 3 (continued)

Overall, N = 346 Misaligned, n = 74 Aligned, n = 272 P value (testa)

Involvement in treatment decisionsd

n 336 71 265

Mean (SD) 8.3 (2.5) 8.4 (2.2) 8.2 (2.6) 0.6355 (MW)

Would change doctor if not willing to try new therapiese

n 321 72 249

Mean (SD) 5.2 (3.4) 5.4 (3.4) 5.2 (3.4) 0.7320 (MW)

Doctor has helped with psychological and emotional burdenf

n 331 71 260

Mean (SD) 8.2 (2.6) 8.2 (2.5) 8.3 (2.6) 0.5655 (MW)

PROMIS HAQ (0–100)

n 344 73 271

Mean (SD) 21.4 (20.3) 26.2 (17.1) 20.1 (20.9) 0.0004 (MW)

Tiredness/exhaustion

n 346 74 272

Yes 266 (76.9) 58 (78.4) 208 (76.5) 0.8765 (FE)

WPAI, percent work missed

n 114 20 94

Mean (SD) 16.1 (26.2) 28.5 (30.3) 13.4 (24.7) 0.0048 (MW)

WPAI, percent impairment while working

n 115 18 97

Mean (SD) 23.5 (25.8) 41.1 (31.4) 20.2 (23.4) 0.0070 (MW)

WPAI, percent overall work impairment

n 109 18 91

Mean (SD) 30.2 (31.9) 49.4 (34.6) 26.4 (30.2) 0.0109 (MW)

WPAI, percent activity impairment

n 336 72 264

Mean (SD) 37.6 (28.9) 51.7 (25.9) 33.7 (28.5) < 0.0001 (MW)

AT, advanced therapy (biologic or JAK inhibitor); CH, chi-squared test; EQ-5D EuroQol 5-dimension instrument; FE, Fisher’s exact test; MW, Mann-
Whitney’s U test; PROMIS HAQ Patient-Reported Outcomes Measurement Information System Health Assessment Questionnaire; SD, standard
deviation; WPAIWork Productivity and Activity Impairment

All data reported as n (%) unless indicated otherwise
a Indicates statistical test performed
b Subjective physician assessment
c Response to query “I am always keen to try the next new treatment for my condition and will ask my doctor about any new ones which become
available”
d Response to query “I feel like my doctor fully involves me in treatment decisions and allows me to help manage my own condition”
e Response to query “I would change my doctor if I felt that he/she was not willing to try new therapies”
f Response to query “My current doctor has helped me to deal with the psychological and emotional burden of my disease”
c-f to scored from 1 to 10 (1 = completely disagree; 10 = completely agree)
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RA population in each respective country. Latin America is a
region with large economic inequality and not all patients with
RA have access to public or private healthcare or specialized
rheumatology services [3, 4]. The patients in this analysis may
thus be biased towards those who have the logistical and fi-
nancial means to access such services along with AT.
Information on patient socioeconomic status or education
was not available; these factors may impact therapy adherence
and the physician-patient relationship. Additionally, some

variables in the study were assessed using physician’s own
subjective definitions, leading to consistency of application
fluctuating across physicians. The study does not survey a true
random sample of physicians or patients. Although participat-
ing physicians were selected via minimal inclusion criteria,
participation was influenced by willingness to complete the
survey. No formal patient selection verification procedures
were in place. To avoid selection bias, physicians were asked
to provide data for a consecutive series of patients. While no

Table 4 Logistic regression analysis

Odds ratio (95% CI) P value

Age 0.977 (0.948 to 1.006) 0.122

Gender

Male 1 (base)

Female 1.144 (0.443 to 2.954) 0.781

BMI 1.039 (0.938 to 1.151) 0.462

Current progressiona

Improving 1 (base)

Stable 0.836 (0.330 to 2.120) 0.706

Deteriorating 0.603 (0.170 to 2.145) 0.435

Unstable 2.079 (0.545 to 7.930) 0.284

Number of symptoms 1.040 (0.916 to 1.179) 0.552

Number of AT lines 0.844 (0.313 to 2.280) 0.738

Current acute episode

No 1 (base)

Yes 2.557 (0.910 to 7.187) 0.075

Current remission

Yes 1 (base)

No 2.071 (0.888 to 4.828) 0.092

EQ-5D 2.625 (0.277 to 24.923) 0.401

Interest in new medicationsb 0.989 (0.868 to 1.128) 0.871

Involvement in treatmentc 1.183 (0.882 to 1.586) 0.261

Would change doctor if not willing to try new therapiesd 1.070 (0.932 to 1.227) 0.337

Doctor has helped with psychological and emotional burdene 0.818 (0.583 to 1.148) 0.245

Medication compliance

Noncompliant 1 (base)

Compliant 0.606 (0.264 to 1.391) 0.238

Activity impairmentf 1.021 (1.000 to 1.042) 0.048

Tiredness/exhaustion

No 1 (base)

Yes 0.632 (0.286 to 1.400) 0.258

AT, advanced therapy (biologic or JAK inhibitor); BMI, body mass index; CI, confidence interval; EQ-5D EuroQol 5-dimension instrument
a Subjective physician assessment
b Response to question: “I am always keen to try the next new treatment for my condition and will ask my doctor about any new ones which become
available”
c Response to question: “I feel like my doctor fully involves me in treatment decisions and allows me to help manage my own condition”
d Response to question: “I would change my doctor if I felt that he/she was not willing to try new therapies”
e Response to question: “My current doctor has helped me to deal with the psychological and emotional burden of my disease”
f As assessed on the WPAI
b-e to are scored from 1 to 10 (1 = completely disagree; 10 = completely agree)
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formalized patient diagnostic criteria were employed, this is
representative of the physician’s real-world classification and
assessment of the patient. The point-in-time study design pre-
vents any conclusions about causal relationships; however,
identification of significant associations is nevertheless possi-
ble. Common to other surveys, recall bias might also have
affected the responses of both patients and physicians to the
questionnaires. However, the data for these analyses were col-
lected at the time of each patient’s appointment and this is
expected to have reduced the likelihood of recall bias.

Conclusion

This study of RA patients in Latin America revealed high
levels of physician and patient satisfaction with treatment.
One-fifth of physician-patient pairs were misaligned in satis-
faction. Misaligned patients were more likely to have more
severe disease and greater disability and impairment.
Understanding and addressing misalignment may improve
outcomes in this patient population.
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