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1.  Definition, Burden and Risk Factors
[bookmark: _Toc235140602]1.1 Definition and Pathophysiology
Rheumatoid arthritis, often called RA is a chronic systemic autoimmune inflammatory disease characterised by ongoing synovitis, joint damage, and extra articular manifestations. The 2010 ACR/EULAR classification criteria lay out RA based on synovitis in at least one joint, ruling out other possible diagnoses, and then using a cumulative score that comes from joint involvement, serology, acute phase reactants, and how long symptoms have been present (Aletaha et al., 2010). By contrast with osteoarthritis, which is basically wear and tear, RA comes from an odd adaptive immune response where autoreactive T-cells and B-cells, plus pro-inflammatory cytokines, mainly TNF-α, IL-6 and IL-1, fuel synovial inflammation, pannus growth, erosion of cartilage, and destruction of bone ( McInnes and Schett, 2011).
Clinically, RA shows up with symmetrical peripheral joint pain, swelling, and morning stiffness that tends to last more than 30 minutes, mostly involving the wrists and the metacarpophalangeal (MCP) plus metatarsophalangeal (MTP) joints. When people are seropositive for rheumatoid factor (RF) and anti-citrullinated protein antibodies (ACPA), which is seen in about 70–80% of cases, the disease course usually turns out more aggressive (Nishimura et al., 2007). There are also extra-articular features -including cardiovascular disease, interstitial lung disease, and vasculitis- that really add weight to overall morbidity. The pathogenesis is now thought to be a bit of a stepwise story: it can start with a pre-clinical autoantibody-positive phase before clinical arthritis becomes obvious, sometimes stretching over years (Deane et al., 2024). That pre-clinical window is getting more attention in public health, mainly because it hints at risk-cast prevention for higher-risk groups like first-degree relatives, but now there isn’t any NHS screening pathway in place for that aim.
[bookmark: _Toc235140603]1.2 Burden of Disease
[bookmark: _Toc235140604]1.2.1 Global Burden
RA is becoming, really a major and growing global burden. The GBD 2021 work estimated around 17.6 million prevalent cases worldwide in 2020, with an age-standardised prevalence of 208.8 per 100,000, that is a 14.1% uptick since 1990 (GBD 2021 RA Collaborators, 2023). Both prevalence and incidence went up from 1990 to 2021, but DALY rates dropped a little, which suggests better pharmacological management (Ma et al., 2025). In 2020 RA was linked to 3.06 million DALYs globally, and the years lived with disability made up 76.4% of that load, so it really reinforces that RA mostly impairs people rather than causing death (GBD 2021 RA Collaborators, 2023). Looking ahead, cases may climb to about 31.7 million by 2050, roughly an 80% jump, driven largely by population ageing, and in older age groups women are affected 2.2 times more than men (Zhang et al., 2025). 




[bookmark: _Toc235140605]1.2.2 UK Burden
In the UK, RA impacts roughly 700,000 people, so, more than 1% of adults (NIHR, 2025; Arthritis UK, 2025). Data from CPRD/OpenSAFELY indicate incidence drops from 3.9 to 3.2 per 10,000 during the first pandemic year, then bounces back to 3.7 by 2021–22, which hints at a pandemic related diagnostic gap (England et al., 2022). Meanwhile, Lancet Regional Health – Europe findings show recorded prevalence increasing in England from 2004 through 2020, and that really points to how crucial it is to provide fast treat to target management for over 1% of English adults (Adas et al., 2022). Most diagnoses happen between 45 and 70 years, but RA is not limited to that range, it can turn up at any age, and women are more than twice as likely as men to develop it (Arthritis UK, 2025).

[bookmark: _Toc235140606]1.3 Risk Factors and Aetiology
RA has an estimated heritability of 60% (Van Wesemael et al., 2025). The HLA-DRB1 shared epitope (SE) is the most significant genetic risk factor, associated with earlier onset, more severe erosions and ACPA positivity, and shows a biological interaction with smoking whereby combined risk exceeds the sum of individual risks (Maisha et al., 2023; Venetsanopoulou et al., 2023). PTPN22 and PADI4 polymorphisms further implicate adaptive immune signalling and citrullination (Maisha et al., 2023).
The economic consequences feel huge. Musculoskeletal problems, including RA, generated 23.3 million lost working days in 2021, and they represent about one fifth of UK sickness absence, which translates to around 28.2 million lost working days per year across the whole economy (NIHR, 2025; Versus Arthritis/Arthritis UK, 2019). If you look wider, the combined healthcare costs for RA and osteoarthritis are forecast to reach £118.6 billion across the next decade (Versus Arthritis/Arthritis UK, 2019). 
	17.6m
People with RA globally (2020)
	31.7m
Projected cases by 2050
	76.4%
RA burden from disability, not death
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RA is basically caused by a mix of genetic predisposition together with environmental triggers, you know. Smoking is, the single biggest preventable risk factor – and if someone stops smoking it can slow the disease down and make treatment response a bit better (GBD 2021 RA Collaborators, 2023; NICE NG100, 2018).
[bookmark: _Toc235140607]2.  Impact on Individuals and Families
[bookmark: _Toc235140608]2.1 Physical Implications
Persistent synovitis brings about pain, swelling, and stiffness that if it isn’t well controlled, tends to drift toward irreversible joint erosion and later on to deformity, then disability -in a way that feels kind of disproportionate for hand and wrist function, making everyday things like gripping, writing and self-care notably harder (NIHR, 2025). The NICE-endorsed SARAH hand-exercise programme showed a clear functional gain with no extra pain across 17 NHS sites, so it sort of demonstrates what a targeted intervention can do, even once the condition is already established (NIHR, 2025).

Osteoporosis, made worse by glucocorticoid treatment and reduced mobility, lifts fracture risk; and fatigue can affect up to 80% of people with active RA, usually driven by pain, poor sleep and depression, not simply by the disease activity itself (Hewlett et al., 2011). 
[bookmark: _Toc235140609]2.2 Psychological Implications
Living with RA takes a serious, almost heavy psychological toll, in ways that can feel hard to explain. Depression shows up in about 13–47% of patients with RA, which is roughly two to three times the rate seen in the general population, and anxiety is reported in 20–70%. When depression and anxiety co-exist, they seem to link independently to the worst health-related quality of life, (Matcham et al., 2019; Kataria and Weiss, 2024). The connection isn’t one-direction only either, it goes both ways. Depression is associated with higher inflammatory markers, worse pain, poorer treatment adherence, and even higher mortality risk (Matcham et al., 2019).  
Silverthorne et al. (2023, Musculoskeletal Care) reported that three in four NHS rheumatology units say mental health support needs improving, and only about one in five patients with RA are ever asked about their mental health, which is a startling gap, considering the evidence. 

Matcham et al.’s (2020) qualitative meta-synthesis highlighted “renegotiating the self”, and this includes self-concept, self-esteem, and self-efficacy, as the central lived experience behind RA self-management. 
[bookmark: _Toc235140610]2.3 Social and Family Implications
RA seems to reshape social life in a way that is way beyond the clinic. Social isolation is not just “linked”, it is independently tied to both getting RA in the first place and to worse outcomes once RA is already there, with effects that appear to be pushed along by mobility limitation, fatigue, job loss and that stigma of an illness that is often invisible to other people (Chen et al., 2025). Losing work can strip away income, meaning, day to day companionship and even pension access. At the same time, how supported someone feels socially, predicts fewer depression and anxiety cases on its own, even after your account for how severe the disease is (Covic et al., 2012). UK work has recorded lower quality of life, worse work performance and a lot of emotional strain among carers for people with RA. These carers, very often provide unpaid help with household tasks, personal care, and transport, day after day (Strand et al., 2021). 
In practice, people with RA are constantly renegotiating who they are, and what they can manage to do, but routine psychological screening is still inconsistently put into the NHS rheumatology pathways. This is despite NICE NG100, which recommends annual comorbidity review (NICE, 2018). So yeah, this remains one of the most major and addressable gaps in today’s UK RA care.
[bookmark: _Toc235140611]
3. Evidence-Based NHS Treatments
NHS pharmacological management is kind of governed by NICE Guideline NG100 (2018, reviewed 2024), which supports a treat to target (T2T) approach: you set remission or low disease activity as the aim, and you track it using validated combined measures like DAS28, usually with monthly checking when disease is active, then protocol-based step-up if the target is not reached (NICE, 2018). 

In practice, the first line usually starts with a conventional synthetic DMARD (csDMARD), most often methotrexate, started promptly after diagnosis. In the meantime, short term bridge treatment with glucocorticoids is often given while waiting for the DMARD to kick in (NICE, 2018). If someone doesn’t respond well enough to two or more csDMARDs, NICE allows a set of biologic DMARDs (bDMARDs): TNF-α inhibitors such as adalimumab, etanercept, infliximab, certolizumab pegol and golimumab are treated as established first-line options for severe RA (NICE TA375, 2015). For staying on any biologic, there needs to be evidence of a moderate EULAR response, and biosimilars are generally preferred for cost effectiveness, where it makes clinical sense (NWICB, 2023). 
Non-pharmacological support is just as important, and it’s explicitly pushed by NICE. Physiotherapy- including the SARAH hand exercise programme, and occupational therapy help people regain function and independence, bit by bit. Also, cardiovascular risk management, like lipid-lowering therapy and good blood pressure control, plus smoking cessation are both named NG100 targets (NICE, 2018). 
[bookmark: _Toc235140612]4.  Theoretical Frameworks for Improved Outcomes
[bookmark: _Toc235140613]4.1 UK Model: The House of Care Framework
The House of Care (HoC) framework, promoted by NHS England, NHS Scotland and the RCGP is the principal UK model for coordinating long term condition management. Coulter et al. (2016) describe it as 'a framework enabling patients and clinicians to work together to determine and shape the support needed to live well with a condition’, structured around four interlocking domains: engaged, informed patients and carers; health and care professionals committed to partnership; organisational and clinical processes delivering care and support; and an enabling commissioning infrastructure.  
[image: ]
[bookmark: _Toc235141127]Figure 1 House of care framework
Really central to the House of Care is the collaborative care and support planning consultation- a sort of structured dialogue where the patient’s goals (about work, family, social life) sit right alongside clinical disease metrics, not as something afterthought or secondary. For RA, this matters a lot, because the discordance between how clinicians and patients judge disease impact is well documented (NICE, 2018). The framework also nudges routine use of patient reported outcome and experience measures (PROMs and PREMs) and it even spells out carers as part of the care planning conversation, so it’s not only patient focused. It further links up with the NHS Ten-Year Health Plan, especially the commitment to neighbourhood health and personalised care (NHS England, 2025).  

[bookmark: _Toc235140614]4.2 International Model: EULAR Treat-to-Target
Internationally, the EULAR Treat-to-Target (T2T) recommendations updated in 2022 and once more in 2025 offer, in practice, one of the most evidence-based and broadly used global ways to manage RA (Smolen et al., 2023). Beneath them sit four core ideas that drive twelve stepwise recommendations: shared decision-making between the patient and the rheumatologist; maximising long-term quality of life as the main aim; active elimination of inflammation as the key engine; and rheumatologist-led management while working alongside other professionals. Taken together, these ideas make the patient’s voice the base layer of care-not a small extra piece, but really the starting point, right from the beginning.

[image: ]
[bookmark: _Toc235141128]Figure 2 International Model: EULAR Treat-to-Target

In terms of key advice, T2T supports starting csDMARDs right away at diagnosis, and then moving up to a combination of bDMARD and/or tsDMARD therapy after an inadequate response to two csDMARDs (with at least one being methotrexate). It also calls for monitoring roughly every one to three months during active disease and then changing treatment within three months if improvement isn’t clearly showing. Once sustained remission is kept for twelve months, tapering becomes something to consider (Smolen et al., 2023). The 2022 revision also broadened the patient global assessment cutoff inside the Boolean remission criteria, which allows more people to be classified as in remission, without losing structural or functional benefits. That’s an important recognition that patients’ own understanding of their wellbeing counts (Studenic et al., 2023).
[bookmark: _Toc235140615]
5.  Health and Social Care Policy Agendas
The 2025 NHS Ten-Year Health Plan, ‘Fit for the Future,’ sets out three big shifts for the NHS: moving from hospital into community, from treatment into prevention, and from analogue toward digital (NHS England, 2025). For people living with RA, that means things like self-referral for musculoskeletal support through the NHS App, plus a digital shift designed to shave down diagnostic delay and the paperwork burden. Versus Arthritis (2025) said it welcomed the plan’s neighbourhood health emphasis but flagged, quite critically, that those musculoskeletal conditions have been “unacceptably low on the Government’s agenda for too long,” and not in a nice way either, alongside some of the worst waiting times across patient groups. 

NICE NG100 (2018, reviewed November 2024) still sits as the statutory clinical backbone, requiring T2T, prompt csDMARD start and annual MDT reviews. Yet, the 2018 evidence base may not fully grapple with new safety concerns emerging around JAK inhibitors, or with how quickly the evidence base is growing for psychological and lifestyle interventions in RA. The National Early Inflammatory Arthritis Audit (NEIAA), commissioned by HQIP, basically measures NHS services against three-week referral and six-week DMARD initiation expectations. Its 2022 findings suggested that COVID-19 cut primary care referrals by more than 50% during 2020–21, which raises real worries about a backlog of undiagnosed inflammatory arthritis, and what that may do later in terms of long-term disability (England et al., 2022).
Social care support for people with RA can be wildly different depending on the local authority (Carers UK, 2023). Then the Health and Care Act 2022 creates Integrated Care Systems (ICSs), meant to pull together primary, secondary and social care commissioning, but because there are no ring-fenced musculoskeletal commissioning budgets, and because acute- sector priorities keep taking most of the attention, this “integration” promise often just doesn’t land properly in practice (Arthritis UK, 2025).
First, diagnostic delay: even with NEIAA standards, lots of NHS services do not hit the three-week assessment, and the six-week DMARD-initiation targets, especially in deprived or under resourced places. This is even though early DMARD initiation is tied to much better long-term outcomes (England et al., 2022; CPRD, 2024). Second, inequality is not a side issue it is built in. Deprivation links with higher RA rates, later diagnosis, and weaker access to biologic therapies, yet neither NG100 nor the Ten-Year Health Plan really tackles musculoskeletal inequality through a Marmot-style framing (Marmot et al., 2020; Arthritis UK, 2025). Third, mental health integration still looks far too weak, despite depression in RA being reported around 13–47% (Matcham et al., 2019; NICE, 2018). 

[bookmark: _Toc235140616]
6.  Recommendations for Improvement
[bookmark: _Toc235140617]6.1 Person-Centred Care
Shared decision-making: 
Every treatment change should be based on a kind of structured, documented back-and-forth conversation between clinician and patient about goals, preferences, and the real concerns-not only clinical scores, or what looks “good enough” on paper. The EULAR T2T principle of shared decision-making (Smolen et al., 2023) together with the House of Care collaborative care planning model (Coulter et al., 2016) gives the overall framework for how this should look in practice. already going badly.
PROMs in every review: validated patient-reported measures, such as fatigue, pain, function, mood, and work participation should be used every time they’re seen in rheumatology, so the plan matches the person’s actual day to day experience of illness, rather than relying on clinical metrics by themselves (NICE NG100, 2018). 
[bookmark: _Toc235140618]6.2 Self-Management Support
People with RA spend many of their lives outside the clinic, managing their condition every single day. Effective self-management support is therefore one of the most impactful and cost-effective investments the NHS can make. Recommendations include:

· Deliver structured self-management education at diagnosis, addressing the 'renegotiating the self' domains identified by Matcham et al. (2020) -covering disease understanding, medication rationale, joint protection, fatigue management and flare recognition.
· Expand access to the SARAH digital hand exercise app via the NHS App, in line with the Ten-year Health Plan's digital ambitions (NIHR, 2025).
· Actively fund and signpost NRAS and Versus Arthritis peer support programmes, which evidence demonstrates significantly improve psychological wellbeing in RA.
· Embed routine PHQ-9 and GAD-7 screening at every rheumatology review, with low-threshold access to psychological therapies or IAPT referral (Matcham et al., 2019; Silverthorne et al., 2023).
· Strengthen vocational rehabilitation pathways -including Access to Work signposting and employer guidance -to reduce avoidable work disability, which represents one of RA's greatest human and economic costs (Versus Arthritis, 2017; Wluka et al., 2022).
· Make smoking cessation referral a standard clinical component of every RA review appointment (Maisha et al., 2023; NICE NG100, 2018).
[bookmark: _Toc235140619]6.3 Addressing Health Inequalities
Applying Marmot's proportionate universalism principle (Marmot et al., 2020), RA services should be scaled in proportion to need, giving more support to places with higher deprivation, later presentation, and more complex comorbidity. In practice it implies targeted outreach at community level for early symptom recognition, as well as culturally adapted self-management programmes in languages people use day to day. It also involves integrated social prescribing for welfare benefit advice, housing help, and social connection, not as separate add on. Finally, commissioners should fund community musculoskeletal services inside neighbourhood health teams as the NHS Ten-year Health Plan is suggesting (NHS England, 2025; Arthritis UK, 2025).
[bookmark: _Toc235140620]7.  Conclusion
Rheumatoid arthritis needs a broad public health approach, not only the physical stuff, but also the psychosocial fallout that comes with it. The proof backs early detection, a treat-to-target style of management, teams that work across disciplines, and supported self-management. This is usually steered by the House of Care model, and the EULAR Treat-to-Target framework. Still, there are hurdles, like diagnosis that comes late, too little psychological support, carers that often go unrecognised, and end-of-life planning that too rarely gets started early enough. In the UK, rheumatoid arthritis and musculoskeletal conditions are a major driver of disability, yet they seem to get relatively less attention in policy, and less funding too. 
What has to happen is a person-centred way of working, one that really honours a person’s quality of life alongside clinical markers, not only the measurable clinical outcomes. Even so, gaps keep showing up. People too often wait far too long for diagnosis. Psychological support still reaches too few. Many carers are basically invisible to services. End-of-life planning often only appears when time is nearly gone. And musculoskeletal conditions, despite being the leading cause of disability in the UK, keep drawing less policy attention, and less NHS investment, than the scale of the burden would suggest.
Closing this gap is not simply about upgrading systems, but about a real cultural change: seeing people with RA as whole human beings. Their relationships their work their emotions and their hopes count as much as, and maybe sometimes more than DAS28 scores. 
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