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Key messages

What is already known about this subject?
►► Use of a treat to target approach in the management 
of PsA can improve outcomes and is recommended 
internationally

►► Routine implementation of a treat to target approach 
in PsA in most clinical settings is low

What does this study add?
►► This review summarises the perceived barriers to 
implementation of a treat-to-target approach in PsA 
and identifies methodologies from implementation 
science that could be employed to change practice.

How might this impact on clinical practice?
►► Identification of perceived barriers by treating cli-
nicians will allow novel interventions to support a 
treat-to-target approach in PsA and change routine 
practice.

Abstract
With increasing recognition of the high burden and 
impact of psoriatic arthritis (PsA) and the growing number 
of therapeutic options, there has been an intensifying 
focus on treatment strategy in recent years. In 2015, 
the Tight Control of Psoriatic Arthritis study confirmed 
the clinical benefit of using a treat-to-target approach 
in PsA. This randomised controlled trial found benefits 
in both arthritis and psoriasis disease activity as well 
as lower disease impact reported by patients, although 
participants allocated to tight control experienced a higher 
rate of serious adverse events. European and international 
recommendations support the use of a treat-to-target 
approach in PsA and have offered specific advice on how 
to do this using outcomes such as the minimal disease 
activity criteria. However, implementation of this approach 
in routine practice is low, with real-world data highlighting 
undertreatment as a result. Recent qualitative work with 
physicians in the UK has helped researchers to understand 
the barriers to implementation of treat-to-target in PsA. We 
now need to address these barriers, provide education and 
support to non-specialist clinicians in routine practice, and 
aid the translation of optimal care to the clinic.

Treating to target in PsA
Psoriatic arthritis (PsA) is a form of inflam-
matory arthritis affecting up to 30% of those 
with psoriasis. It is the second most common 
form of inflammatory arthritis presenting to 
early arthritis clinics and accounts for around 
20% of referrals. It has a considerable impact 
on patients’ functional capacity and quality 
of life,1 with two-thirds of those affected 
suffering progressive joint damage with asso-
ciated disability.2 3 PsA is also associated with 
a reduced life expectancy4 that is related to 
associated comorbidities, particularly meta-
bolic syndrome.5

With the recognition of high disease 
burden and impact in PsA, the focus has 
been on therapeutic options and treatment 
strategies to optimise care. As such, in the 
last decade, there has been an increase in the 
number of drugs approved for use in PsA, but 
there is limited evidence to guide the treat-
ment strategy. In rheumatoid arthritis (RA), 

the standard of care for over a decade has 
been to use a treat-to-target approach. This 
approach came initially from management of 
hypertension and diabetes, where improved 
outcomes were achieved through a treat-to-
target strategy using regular review and esca-
lation of therapy according to a prespecified 
objective target.6 7 In RA, this was first tested 
in the Tight Control of Rheumatoid Arthritis 
study published in 20048 and several studies 
have subsequently confirmed these findings, 
and across Europe it is considered the stan-
dard of care in RA.9 In rheumatology, treat-
to-target is considered an approach across 
clinical teams, with all clinicians including 
rheumatologists, trainees and allied health 
professionals such as specialist nurses able 
to implement the approach while caring for 
individuals with arthritis.

Following this lead, research in PsA has 
also addressed the treat-to-target concept. 
Minimal disease activity (MDA) criteria were 
developed using expert opinion on patient 
profiles and encompass disease activity 
measures across multiple disease domains 
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Box 1  Minimal disease activity (MDA) criteria for 
psoriatic arthritis

The seven-component MDA criteria define a state of MDA if a patient 
meets five of the seven criteria10:

►► Tender joint count ≤1.
►► Swollen joint count ≤1.
►► Psoriasis Area and Severity Index ≤1 or body surface area ≤3.
►► Patient Pain Visual Analogue Score ≤15.
►► Patient Global Disease Activity ≤20.
►► Health Assessment Questionnaire ≤0.5.
►► Tender entheseal points ≤1.

(box  1).10 The MDA criteria have been shown to have 
prognostic value in terms of quality of life,11 radiographic 
damage11–13 and work stability,11 and correspond highly 
with a level of symptoms that is acceptable to patients.14 15

Using the MDA criteria, the Tight Control of Psori-
atic Arthritis (TICOPA) trial was the first to demonstrate 
improved clinical and patient-reported outcomes, with a 
‘treat to target’ approach in PsA consisting of a 4-weekly 
treat-to-target review. The primary outcome was the 
proportion of patients achieving an American College of 
Rheumatology 20% (ACR20) response at week 48. The 
odds of achieving ACR20 (OR 1.91, p=0.0392), as well as 
ACR50, ACR70 and psoriasis area and severity index 75 
(PASI75), were significantly higher in the tight control 
group. Improvements in patient-reported outcomes, such 
as physical function (measured by the Health Assessment 
Questionnaire) and quality of life (measured by the PsA 
quality of life (PsAQOL)), were seen with tight control, 
although an increased rate of adverse events and serious 
adverse events was also noted in this group. This may be 
secondary to the use of combination therapies and rapid 
treatment escalation, or may partly reflect reporting bias 
from an unblinded trial due to more frequent clinical 
reviews.16 The results of this study led to the 2015 EULAR 
treatment recommendations for PsA incorporating as its 
first recommendation that ‘treatment should be aimed 
at reaching the target of remission or, alternatively, 
minimal/low disease activity, by regular monitoring and 
appropriate adjustment of therapy’.17 However, to date 
the TICOPA trial is the only study directly comparing a 
treat-to-target approach with standard care in PsA, and 
further evidence would be beneficial.

In addition to MDA, a number of other potential 
‘targets’ have been identified. Definitions of remission 
and low disease activity have been proposed for addi-
tional disease activity measures, including the Disease 
Activity in Psoriatic Arthritis (DAPSA) score,18 Psori-
atic Arthritis Disease Activity Score (PASDAS)19 and the 
Composite Psoriatic Disease Activity Index (CPDAI).19 
The DAPSA focuses on peripheral arthritis, while the 
PASDAS and CPDAI reflect disease activity in multiple 
domains similar to MDA. Achievement of these remis-
sion/low disease activity states has been shown to be 

associated with improved outcomes in terms of quality of 
life and radiographic progression.20 21

As yet, there is no international consensus on the 
optimal measure to use in a treat-to-target strategy, but 
only MDA has been tested in a treat-to-target strategy 
trial. In 2017, international recommendations that 
focused specifically on treat-to-target in spondyloarthritis 
(including PsA) were published. These were under-
pinned by a systematic literature review that included 
the TICOPA data. These recommendations confirm that 
treatment should be aimed at remission or alternatively 
minimal/low disease activity and specify that MDA is an 
approved outcome measure to use as a target in PsA. 
The Group for Research and Assessment of Psoriasis and 
Psoriatic Arthritis (GRAPPA)-OMERACT recommenda-
tions support this view and favoured MDA over DAPSA as 
it reflected psoriasis and enthesitis in addition to periph-
eral joint disease.22

Unfortunately, despite this change in international 
treatment recommendations, a treat-to-target approach 
has not been translated into routine clinical practice.23 
An international survey in 2017 found that only 45% of 
healthcare professionals reported that they regularly use 
a composite measure required for treat-to-target in their 
practice, most commonly the MDA criteria or the Routine 
Assessment of Patient Index Data-3.22 This survey was 
distributed to members of the GRAPPA and therefore 
represents views of rheumatologists and other clinicians 
with a specialist interest in PsA. It should be expected 
that uptake of treat-to-target in routine practice could be 
even lower. A small UK-based survey in 2015 previously 
found that only around 10% of clinicians reported using 
a treat-to-target approach in PsA (LC Coates, unpub-
lished data).

To date, there has been relatively little focus on the 
implementation of treat-to-target in PsA apart from inclu-
sion in treatment recommendations. There have been 
some local educational initiatives to encourage clini-
cians to consider a treat-to-target approach and practical 
training on how to assess these outcomes, but they are 
not widespread. In contrast to RA,24 we are not aware of 
any national guidelines, such as those from the National 
Institute for Health and Care Excellence in the UK, that 
have recommended the use of a treat-to-target approach, 
so it may not have become a priority.

This failure of translation from trial results to imple-
mentation in clinical practice is preventing optimal care 
of people with PsA in many centres. Observational studies 
have provided insight into the discrepancy between clini-
cian opinion and objective measurement of a target. A 
study in the Netherlands found that two-thirds of patients 
whom the clinician felt were in an acceptable disease state 
did fulfil the MDA criteria, suggesting reasonable disease 
control when assessments were subsequently performed. 
The remaining one-third (88 of 250) of patients did not 
fulfil the MDA criteria, but the clinician reviewing them 
did not suggest an escalation in treatment. In the majority 
of cases, this discordance was driven by a high number 
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of tender joints, and high pain and patient global scores 
(83%, 82% and 80%, respectively), which may not always 
reflect disease activity. However, a significant propor-
tion of these patients also had objective disease activity 
evidenced by swollen joints (35%), enthesitis (14%) 
and skin psoriasis (43%),25 suggesting that non-clinical 
factors might also have a role in supporting the uptake of 
a treat-to-target approach.

Even in consultations where clinicians identify ongoing 
active disease, this does not often trigger a treatment 
change. In a second Dutch observational study, 63% 
(90 of 142) of patients were considered to have active 
disease, but a treatment change was only instituted in 
23% (21 of 90). The most common reason for this was 
that either that the clinician felt that the residual disease 
was not substantial enough to justify treatment adjust-
ment or that the patient did not wish to adjust treatment. 
However, when subsequent assessments were performed, 
patients without treatment adjustment had similar levels 
of disease activity, such as joint counts and patient scores, 
to those receiving treatment escalation. This suggests that 
more formal assessments of disease activity may identify 
active disease than is otherwise unappreciated in some 
routine consultations.26 There has been little research on 
patients’ opinions on a treat-to-target approach, and no 
research to date on whether educating patients about a 
treat-to-target approach may result in a change in their 
views about treatment escalation. While following a treat-
to-target approach does not remove a treatment and 
management plan that is tailored to the individual, these 
data highlight the potential undertreatment of patients 
in routine practice when treat-to-target is not followed.

Implementation science
Implementation research was initially conceived to 
address the poor uptake of effective interventions, and 
thereby improve the quality and effectiveness of health 
services.27 Examples of implementation interventions 
include theory-informed interventions to support change 
in healthcare organisations, the behaviour of healthcare 
professionals or the use of health services by healthcare 
recipients.28 Effective interventions have been identi-
fied to support the implementation of the treat-to-target 
approach; for example, the Treat to target in RA: Collab-
oration To Improve adOption and adhereNce (TRAC-
TION) cluster randomised trial29 generated evidence 
of the effectiveness of a learning collaborative to train 
clinicians in using treat-to-target to guide treatment deci-
sions in RA. In this study, the learning collaborative was 
established with an initial 1-day meeting with education 
around treat-to-target in RA, followed by a workshop 
focused on activities planned by the study teams within a 
change package for treat-to-target implementation. Ideas 
for plan–do–study–act (PDSA) cycles were presented 
to the teams, and then within workshops study teams 
identified the cycles that they wanted to test locally. The 

PDSA cycles link to tests of change, in these four stages, 
performed as part of a quality improvement process.30

This study randomised 11 centres to receive the 
learning collaborative either in phase 1 of the study (0–9 
months) or in phase 2 (9–18 months). At baseline the 
treat-to-target implementation score was 11% in both 
arms. At the end of phase 1, the primary outcome of the 
study showed an increase in the treat-to-target implemen-
tation score of 46% in group 1 (receiving the interven-
tion) compared with 14% in group 2 (the control group) 
(p=0.004).31 The inclusion of a second phase allowed 
further assessment of the intervention when it was 
repeated for group 2, where success was hypothesised to 
be higher due to increased experience of the study team 
and sharing of phase 1 experiences. However, this was not 
confirmed and the phase 2 showed similar improvements 
in treat-to-target implementation scores. This second 
phase also allowed assessment of the ongoing mainte-
nance of a treat-to-target approach in group 1. Although 
implementation scores dropped slightly (from 57% to 
52%), maintenance of the approach was still impressive 
compared with baseline levels.32

Interventions identified to support treat-to-target
Clearly treat-to-target in PsA requires similar support to 
translate the approach into routine clinical practice. The 
first step in this process is to identify key barriers to imple-
mentation. A qualitative study in the UK has recently 
attempted to address this by conducting individual inter-
views and focus groups with clinicians caring for patients 
with PsA. Key barriers identified were complexity of the 
disease and interventions, and reluctance to change 
practice due to organisational factors.33 The complexity 
theme included three aspects:

►► ‘PsA vs RA’: compared with treat-to-target in RA, 
application in PsA is seen as underfunded and more 
complex to implement given the heterogeneity of the 
condition and the number of disease domains that 
require treatment.

►► ‘Measurement’: the perceived challenges of agreeing 
on the measures to be used and the processes for data 
collection and storage.

►► ‘Resources’: team needs, including training to use 
and interpret measures, and organisational support, 
including PsA-specific clinics.

Thus, it seems that to enable implementation, multiple 
factors need to be addressed. Education of clinicians 
caring for patients with PsA on the need for treat-to-
target and the assessment of disease activity in PsA will 
address some of these barriers. In particular within the 
focus group, rheumatology trainees raised the issue of 
training around assessment and treatment advice for 
psoriasis where they felt that they lacked confidence. 
However, a significant gap in implementation relates to 
the process of care, both engagement and organisational 
factors, not just a lack of education. Developing practical 
clinical protocols, sharing successful approaches and 
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learning from others’ experiences may also be beneficial 
in improving implementation. Feedback with regular 
audit within practices may also support implementation, 
allowing clinicians to evaluate strategies and share best 
practice. This approach was used within the learning 
collaborative in the TRACTION study in RA with great 
success.

In terms of health service organisation, it is possible that 
specialist PsA clinics might be advantageous. These allow 
the clinicians to develop expertise, focus on PsA-specific 
measures and give a practical advantage where clinic 
support staff can more easily ask patients to complete 
questionnaires. In other rheumatological conditions, 
dedicated clinics for complex disease have been shown to 
not only facilitate systematic clinical assessments but also 
to result in higher quality of care.34 This approach might 
be cost-neutral for healthcare services, if using the same 
staff and appointment templates as seeing patients with 
PsA among those with a variety of different musculoskel-
etal conditions within a ‘general rheumatology’ clinic. 
However, we recognise that this approach might not be 
possible in smaller centres or in centres without a clini-
cian with a specialist interest in PsA, where additional 
logistical help may be able to support implementation.

Many clinicians raised concerns about the resources 
required to implement the treat-to-target approach 
routinely. In limited duration routine appointments, 
typically lasting 15–20 min, clinicians find it challenging 
to collect and administer the appropriate disease activity 
measures, calculate the MDA components and record the 
data appropriately. In situations where routine appoint-
ments are even shorter, the pressures are greater. Given 
the increasing availability of electronic patient records 
and information technology (IT) systems in hospital 
clinics, it seems likely that an IT solution may be able 
to help and make this more efficient. Several electronic 
patient record systems internationally, such as Epic and 
Cerner, provide the opportunity for patients to complete 
information, including the patient-reported outcomes 
required for treat-to-target, either remotely prior to their 
appointment or within the clinic via app, email or touch-
screen. These systems can also calculate scores required 
for the outcomes to aid the assessment of the MDA 
criteria.

Although not identified in the study of clinicians’ views, 
support from patients will also be crucial. Providing 
patients with information about treat-to-target and the 
opportunity to discuss the options with their team can 
enable them to participate in treatment decisions and 
could increase their engagement with the process, 
including completing the patient-reported outcomes. It 
may also aid implementation by changing the expecta-
tion of the patient when they see their clinicians.

Next steps
Given the promising evidence of improved health 
outcomes for people with PsA from treat-to-target in the 

TICOPA trial, and the low uptake of this approach in 
clinical practice, further research on how to effectively 
implement treat-to-target has the potential to increase 
the number of people with PsA who will benefit. As 
TICOPA is the only study to directly assess a treat-to-
target approach in PsA, further studies addressing this 
strategy would also be beneficial. Studies that identify the 
barriers experienced by clinicians to implementing treat-
to-target in PsA will provide evidence to guide the design 
of theory-based interventions that will support the imple-
mentation of this approach in practice. Evidence from 
the TRACTION study in RA indicates that such interven-
tions can be successful and maintained beyond the initial 
study period.

Contributors  LCC and SS were responsible for the first draft of the manuscript. All 
authors critically reviewed the manuscript and approved it for publication.

Funding  LCC is funded by a National Institute for Health Research Clinician 
Scientist award. The research was supported by the National Institute for Health 
Research (NIHR) Oxford Biomedical Research Centre (BRC).

Disclaimer  The views expressed are those of the author(s) and not necessarily 
those of the NHS, the NIHR or the Department of Health.

Competing interests  None declared.

Patient consent for publication  Not required.

Provenance and peer review  Commissioned; externally peer reviewed.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the 
use is non-commercial. See: http://​creativecommons.​org/​licenses/​by-​nc/​4.​0/.

ORCID iD
Laura C Coates http://​orcid.​org/​0000-​0002-​4756-​663X

References
	 1	 Sokoll KB, Helliwell PS. Comparison of disability and quality of life in 

rheumatoid and psoriatic arthritis. J Rheumatol 2001;28:1842–6.
	 2	 Kane D, Stafford L, Bresnihan B, et al. A prospective, clinical and 

radiological study of early psoriatic arthritis: an early synovitis clinic 
experience. Rheumatology 2003;42:1460–8.

	 3	 Gladman DD, Stafford-Brady F, Chang CH, et al. Longitudinal 
study of clinical and radiological progression in psoriatic arthritis. J 
Rheumatol 1990;17:809–12.

	 4	 Gladman DD, Farewell VT, Wong K, et al. Mortality studies in 
psoriatic arthritis: results from a single outpatient center. II. 
prognostic indicators for death. Arthritis Rheum 1998;41:1103–10.

	 5	 Haroon M, Gallagher P, Heffernan E, et al. High prevalence of 
metabolic syndrome and of insulin resistance in psoriatic arthritis 
is associated with the severity of underlying disease. J Rheumatol 
2014;41:1357–65.

	 6	 Nathan DM, Genuth S, Lachin J, et al. The effect of intensive 
treatment of diabetes on the development and progression of long-
term complications in insulin-dependent diabetes mellitus. N Engl J 
Med 1993;329:977–86.

	 7	 Hansson L, Zanchetti A, Carruthers SG, et al. Effects of intensive 
blood-pressure lowering and low-dose aspirin in patients with 
hypertension: principal results of the hypertension optimal 
treatment (HOT) randomised trial. HOT Study Group. Lancet 
1998;351:1755–62.

	 8	 Grigor C, Capell H, Stirling A, et al. Effect of a treatment strategy of 
tight control for rheumatoid arthritis (the TICORA study): a single-
blind randomised controlled trial. Lancet 2004;364:263–9.

	 9	 Smolen JS, Landewé R, Bijlsma J, et al. EULAR recommendations 
for the management of rheumatoid arthritis with synthetic and 
biological disease-modifying antirheumatic drugs: 2016 update. Ann 
Rheum Dis 2017;76:960–77.

	10	 Coates LC, Fransen J, Helliwell PS. Defining minimal disease activity 
in psoriatic arthritis: a proposed objective target for treatment. Ann 
Rheum Dis 2010;69:48–53.

copyright.
 on M

arch 11, 2020 at U
W

E
 B

ristol Library. P
rotected by

http://rm
dopen.bm

j.com
/

R
M

D
 O

pen: first published as 10.1136/rm
dopen-2019-001083 on 17 F

ebruary 2020. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-4756-663X
http://www.ncbi.nlm.nih.gov/pubmed/11508587
http://dx.doi.org/10.1093/rheumatology/keg384
http://www.ncbi.nlm.nih.gov/pubmed/2388203
http://www.ncbi.nlm.nih.gov/pubmed/2388203
http://dx.doi.org/10.1002/1529-0131(199806)41:6<1103::AID-ART18>3.0.CO;2-N
http://dx.doi.org/10.3899/jrheum.140021
http://dx.doi.org/10.1056/NEJM199309303291401
http://dx.doi.org/10.1056/NEJM199309303291401
http://dx.doi.org/10.1016/S0140-6736(98)04311-6
http://dx.doi.org/10.1016/S0140-6736(04)16676-2
http://dx.doi.org/10.1136/annrheumdis-2016-210715
http://dx.doi.org/10.1136/annrheumdis-2016-210715
http://dx.doi.org/10.1136/ard.2008.102053
http://dx.doi.org/10.1136/ard.2008.102053
http://rmdopen.bmj.com/


5Dures E, et al. RMD Open 2020;6:e001083. doi:10.1136/rmdopen-2019-001083

Psoriatic arthritisPsoriatic arthritisPsoriatic arthritis

	11	 Coates LC, Mease PJ, Gossec L, et al. Minimal disease activity 
among active psoriatic arthritis patients treated with Secukinumab: 
2-year results from a multicenter, randomized, double-blind, 
parallel-group, placebo-controlled phase III study. Arthritis Care Res 
2018;70:1529–35.

	12	 Coates LC, Helliwell PS. Validation of minimal disease activity criteria 
for psoriatic arthritis using interventional trial data. Arthritis Care Res 
2010;62:965–9.

	13	 Kavanaugh A, van der Heijde D, Beutler A, et al. Radiographic 
progression of patients with psoriatic arthritis who achieve minimal 
disease activity in response to golimumab therapy: results through 5 
years of a randomized, placebo-controlled study. Arthritis Care Res 
2016;68:267–74.

	14	 Queiro R, Cañete JD, Montilla C, et al. Minimal disease activity and 
impact of disease in psoriatic arthritis: a Spanish cross-sectional 
multicenter study. Arthritis Res Ther 2017;19:72.

	15	 Gorlier C, Orbai A-M, Puyraimond-Zemmour D, et al. Comparing 
patient-perceived and physician-perceived remission and low 
disease activity in psoriatic arthritis: an analysis of 410 patients from 
14 countries. Ann Rheum Dis 2019;78:201–8.

	16	 Coates LC, Moverley AR, McParland L, et al. Effect of tight control 
of inflammation in early psoriatic arthritis (TICOPA): a UK multicentre, 
open-label, randomised controlled trial. Lancet 2015;386:2489–98.

	17	 Gossec L, Smolen JS, Ramiro S, et al. European League against 
rheumatism (EULAR) recommendations for the management of 
psoriatic arthritis with pharmacological therapies: 2015 update. Ann 
Rheum Dis 2016;75:499–510.

	18	 Schoels MM, Aletaha D, Alasti F, et al. Disease activity in psoriatic 
arthritis (PsA): defining remission and treatment success using the 
DAPSA score. Ann Rheum Dis 2016;75:811–8.

	19	 Coates LC, Helliwell PS. Defining low disease activity states in 
psoriatic arthritis using novel composite disease instruments. J 
Rheumatol 2016;43:371–5.

	20	 Aletaha D, Alasti F, Smolen JS. Disease activity states of the DAPSA, 
a psoriatic arthritis specific instrument, are valid against functional 
status and structural progression. Ann Rheum Dis 2017;76:418–21.

	21	 Helliwell PS, Kavanaugh A. OP0126 Radiographic Progression 
is Less in Patients Achieving A Good Response to Treatment as 
Measured by New Composite Indices of Disease Activity in Psoriatic 
Arthritis: Data from an Interventional Study with Golimumab. Ann 
Rheum Dis 2014;73:108

	22	 Coates LC, FitzGerald O, Merola JF, et al. Group for research and 
assessment of psoriasis and psoriatic Arthritis/Outcome measures 

in rheumatology consensus-based recommendations and research 
agenda for use of composite measures and treatment targets in 
psoriatic arthritis. Arthritis Rheumatol 2018;70:345–55.

	23	 Coates LC, Helliwell PS. Treating to target in psoriatic arthritis: how 
to implement in clinical practice. Ann Rheum Dis 2016;75:640–3.

	24	 National Institute for Health and Clinical Excellence. Rheumatoid 
arthritis in adults: management, 2018.

	25	 van Mens LJJ, Turina MC, van de Sande MGH, et al. Residual 
disease activity in psoriatic arthritis: discordance between the 
rheumatologist's opinion and minimal disease activity measurement. 
Rheumatology 2018;57:283–90.

	26	 van Mens LJJ, van de Sande MGH, Fluri IA, et al. Residual disease 
activity and treatment adjustments in psoriatic arthritis in current 
clinical practice. Arthritis Res Ther 2017;19:226.

	27	 Eccles MP, Johnston M, Hrisos S, et al. Translating clinicians' 
beliefs into implementation interventions (TRACII): a protocol for an 
intervention modeling experiment to change clinicians' intentions to 
implement evidence-based practice. Implement Sci 2007;2:27.

	28	 Cochrane Effective Practice and Organisation of Care (EPOC). 
EPOC taxonomy, 2015. Available: https://​epoc.​cochrane.​org/​epoc-​
taxonomy [Accessed 24 Nov 2019].

	29	 Solomon DH, Lee SB, Zak A, et al. Implementation of treat-to-
target in rheumatoid arthritis through a learning collaborative: 
rationale and design of the traction trial. Semin Arthritis Rheum 
2016;46:81–7.

	30	 Taylor MJ, McNicholas C, Nicolay C, et al. Systematic review of the 
application of the plan-do-study-act method to improve quality in 
healthcare. BMJ Qual Saf 2014;23:290–8.

	31	 Solomon DH, Losina E, Lu B, et al. Implementation of Treat-to-
Target in rheumatoid arthritis through a learning collaborative: 
results of a randomized controlled trial. Arthritis Rheumatol 
2017;69:1374–80.

	32	 Solomon DH, Lu B, Yu Z, et al. Benefits and sustainability of a 
learning collaborative for implementation of Treat-to-Target in 
rheumatoid arthritis: results of a cluster-randomized controlled 
phase II clinical trial. Arthritis Care Res 2018;70:1551–6.

	33	 Taylor J, Coates LC, Dures E. A qualitative study of clinicians’ 
perspectives on barriers to implementation of treat to target in 
psoriatic arthritis. Arthritis Rheum 2019;71.

	34	 Arora S, Nika A, Trupin L, et al. Does systemic lupus erythematosus 
care provided in a lupus clinic result in higher quality of care than 
that provided in a general rheumatology clinic? Arthritis Care Res 
2018;70:1771–7.

copyright.
 on M

arch 11, 2020 at U
W

E
 B

ristol Library. P
rotected by

http://rm
dopen.bm

j.com
/

R
M

D
 O

pen: first published as 10.1136/rm
dopen-2019-001083 on 17 F

ebruary 2020. D
ow

nloaded from
 

http://dx.doi.org/10.1002/acr.23537
http://dx.doi.org/10.1002/acr.20155
http://dx.doi.org/10.1002/acr.22576
http://dx.doi.org/10.1186/s13075-017-1277-1
http://dx.doi.org/10.1136/annrheumdis-2018-214140
http://dx.doi.org/10.1016/S0140-6736(15)00347-5
http://dx.doi.org/10.1136/annrheumdis-2015-208337
http://dx.doi.org/10.1136/annrheumdis-2015-208337
http://dx.doi.org/10.1136/annrheumdis-2015-207507
http://dx.doi.org/10.3899/jrheum.150826
http://dx.doi.org/10.3899/jrheum.150826
http://dx.doi.org/10.1136/annrheumdis-2016-209511
http://dx.doi.org/10.1136/annrheumdis-2014-eular.4692
http://dx.doi.org/10.1136/annrheumdis-2014-eular.4692
http://dx.doi.org/10.1002/art.40391
http://dx.doi.org/10.1136/annrheumdis-2015-208617
http://dx.doi.org/10.1093/rheumatology/kex183
http://dx.doi.org/10.1186/s13075-017-1424-8
http://dx.doi.org/10.1186/1748-5908-2-27
https://epoc.cochrane.org/epoc-taxonomy
https://epoc.cochrane.org/epoc-taxonomy
http://dx.doi.org/10.1016/j.semarthrit.2016.02.009
http://dx.doi.org/10.1136/bmjqs-2013-001862
http://dx.doi.org/10.1002/art.40111
http://dx.doi.org/10.1002/acr.23508
http://dx.doi.org/10.1002/acr.23569
http://rmdopen.bmj.com/

	Treat-­to-­target in PsA: methods and necessity
	Abstract
	Treating to target in PsA﻿﻿
	Implementation science
	Interventions identified to support treat-to-target
	Next steps
	References


