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OBJECTIVE 
To review published evidence on 
barriers to, and facilitators of, 
treat-to-target (T2T) implementation 
in rheumatoid arthritis (RA), and 
interventions designed to improve 
T2T implementation

• T2T, which advocates for a primary target of 
clinical remission based on shared decision-
making between patients and rheumatologists, is 
an established, evidence-based approach integral 
to the international recommendations for RA1,2

• However, real-world T2T implementation in 
RA remains suboptimal3 

• In 1 international study, treatment switch was planned 
for only half of the patients with poorly controlled RA 
despite T2T recommendations,4 while another study 
reported substantial gaps between the agreement and 
application of T2T in healthcare professionals (HCPs)5

• Understanding T2T barriers and facilitators may 
inform strategies for improving T2T 
implementation in RA

INTRODUCTION • A list of relevant primary studies, related to 
1) barriers to or facilitators of T2T implementation, 
or 2) interventions to improve T2T implementation, 
was retrieved through screening the results from the 
systematic and manual literature searches, with 
additional primary studies identified from reviews

• The quality of evidence from each primary study was 
assessed using 1 of the following Critical Appraisal 
Skills Programme (CASP) checklists: cohort study, 
systematic review, qualitative study, or randomized 
controlled trial, depending on study design7

• Barriers/facilitators and interventions were grouped 
into categories and summarized descriptively

• Types of interventions were mapped to the barriers they 
aimed to address

• The reported efficacy of the interventions were summarized

METHODS
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What are the barriers to 
and facilitators of T2T 
implementation in RA?

What are the practical methods for 
changing the practice and behaviors 
of HCPs and patients to improve and 
maintain T2T implementation in RA 

that are most feasible and impactful?

RESEARCH QUESTION

HCP, healthcare professional; N/A, not applicable; PICOT, Population, Intervention, Comparison, Outcome, Time; RA, rheumatoid arthritis; T2T, treat-to-target

Systematic literature searches using medical databases (MEDLINE, EMBASE), accompanied by manual searches, 
were conducted based on 2 research questions defined using the PICOT framework6

RESULTS
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DISCLOSURES

• Overall, >70% of the primary studies addressed at least 
half of the information evaluated in the CASP checklists

• Observational cohort or cross-sectional studies were the 
most common study design
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FIGURE 1. Barriers/facilitators and 
interventions were assigned to 
18 categories by stakeholder
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FIGURE 2. Summary of T2T barriers/facilitators with 
the number of interventions that would address them

Categories of barriers/facilitators 
(number of mentions) 

Types of interventions  addressing 
each barriera 

Patient assessment of disease activity or PROs (n=21) 10
Perceived treatment efficacy (n=21) 8

Treatment tolerability or perceived treatment safety (n=25) 6
Treatment acceptability (excluding perceived treatment efficacy/safety) (n=19) 5

Clinical conditions (including comorbidities and pregnancy) (n=18) 4
Knowledge and perception of disease, treatments, or T2T (n=25) 4

Time, resources, and social determinants of health (n=36) 1

Time and resource constraints (n=20) 9
Disease assessment (n=17) 8

Knowledge, skills, and experience (n=7) 5
Perception and understanding of T2T (n=16) 5

Perceived treatment efficacy (n=6) 3
Treatment tolerability or perceived treatment safety (n=7) 3

Shared decision-making: Patient participation in treatment decisions (n=25) 8
Patient–HCP alignment: Disease activity (n=15) 8

Communication (n=17) 2
Patient–HCP alignment: Other (n=22) 1

Quality of patient–HCP relationship (n=14) 0
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aBased on the 18 intervention categories; each intervention category may address ≥1 barrier
HCP, healthcare professional; PRO, patient-reported outcome; RA, rheumatoid arthritis; RCT, randomized controlled trial; T2T, treat-to-target 

Types of interventions Unique interventions (n=56)b

Patient educational tools 7
Patient decision aid 7

Patient PRO dashboard or visual feedback tool 4
Nurse-led patient education 3

Patient telehealth education 2
Patient group sessions 1

HCP learning collaborativea 4
HCP T2T or shared decision-making prompts 3

HCP training 2
HCP decision-making tool 1

Allied HCP-supported T2T strategy 8
Integrated PRO assessment 6
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HCP performance feedback 7

Electronic disease assessment recording 11
Disease assessment process or quality improvement initiative 8

Ultrasound assessment 5
Telehealth monitoring 3

Multidisciplinary team program 3

aStructured learning sessions and performance feedback
bInterventions may be assigned to ≥1 category
HCP, healthcare professional; PRO, patient-reported outcome; T2T, treat-to-target

FIGURE 3. Summary of T2T interventions

FIGURE 4. The majority of the 56 identified 
interventions were designed to streamline 
disease activity or PRO assessments, improve 
shared decision-making, and reduce the 
burden on time or resources 

• The feasibility of some of these interventions would be limited by local 
systems and resources 

Percentages calculated based on 56 unique interventions
aDefined as improvement in ≥1 of the following: recording a disease target; recording a disease activity measure; engaging in shared decision-making; changing treatment if not at disease target
RA, rheumatoid arthritis; T2T, treat-to-target

Improved
patient outcomes
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Improved
T2T implementationa

25.0%

Any improvement in
RA management or care

64.3%

Time or resourcesc

39.3%

Shared
decision-makingb

41.1%

Disease activity or 
PRO assessmentsa

53.6%

Percentages calculated based on 56 unique interventions
aTypes of interventions targeting disease activity or PRO assessments: Electronic disease assessment recording; integrated PRO assessment; ultrasound assessment; disease assessment 
process or quality improvement initiative; telehealth monitoring; patient PRO dashboard or visual feedback tool
bTypes of interventions targeting shared decision-making: HCP learning collaborative, HCP decision-making tool; HCP training; HCP T2T or shared decision-making prompt; patient 
educational tools; patient decision aid; patient telehealth education; nurse-led patient education
cTypes of interventions targeting time or resources (excluding disease activity or PRO assessments): HCP decision-making tool; patient decision aid; patient telehealth education; nurse-led 
patient education; allied HCP-supported T2T strategy; multidisciplinary team program
HCP, healthcare professional; PRO, patient-reported outcome; T2T, treat-to-target

FIGURE 5. While around two-thirds of the 
56 interventions identified were effective in 
improving RA management or care, only around 
one-third directly reported a numeric or 
significant improvement in either T2T 
implementation or patient outcomes

KEY CONCLUSIONS
Interventions designed 
to improve T2T implementation 
in RA are available, 
but there is limited 
evidence for their direct 
impact on T2T implementation
and patient outcomes

The effectiveness and 
feasibility of individual 
interventions will likely 
vary by region and 
healthcare setting

Further primary research is 
required to identify the most 
relevant barriers/
facilitators and prioritize 
appropriate interventions to 
optimize T2T implementation 
both globally and locally
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