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Patient with RA (#1)

§

From a RA commercial




Patient with RA (#2)

Not from a RA commercial



Quiz: Match Description to Picture

A. “TVRA”
B. “Real RA”

Patient with RA #1




What does “Real RA” really look like?
Vetorans Affars FORWSRD

Registry The National Databank for Rheumatic Diseases

RA alone RA alone
25% 24%

“Real” RA
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Defined as 21 condition in Rheumatic Disease Comorbidity Index



Comorbidity vs. Multimorbidity in RA
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Multimorbidity: For Specialists Too!

1. Drive onset & progression of multimorbidity 3. MM Changes disease management

2. Poor long-term outcomes (e.g. MM-related outcomes)

Shortened Reduced Increased

: i . Expensive
lifespan quality of life healthcare use




Burden & Trajectory of Multimorbidity in RA

MarketScan database Incident cohort (n=61k)
2006-2015

° = RA/non-RA: # 1.13 (1.10, 1.17), P < 0.001
Overall cohort (n=277k) RA

RA x time: g 0.21 (0.20, 0.21), P < 0.001
Matched 1:1 RA:Non-RA
Non-

. Multimorbidity (=2 / 44
RA

conditions)
RA: 34% (51% at 1yr)
0 1 2 3 4 5
Follow-up, Years

Non-RA: 21%
England BR et al. Ann Rheum Dis, 2020.
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Primary approach (n=44 conditions)
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Multimorbidity Trajectory in RA

Number of Chronic Conditions

o a4 0N W

0 1 2 3 4 5
Follow-up, Years

¢ 2 years pre-index date (n=44 conditions)
B Excluding RA-related conditions (n=36 conditions) 6
6 RA/non-RA: § 0.29 (0.27, 0.31), P < 0.001
RA/non-RA: 8 0.62 (0.59, 0.64), P < 0.001 5 RAXx time: £ 0.33 (0.32, 0.35), P < 0.001
5 RA x time: § 0.12 (0.11, 0.13), P < 0.001
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Number of Chronic Conditions
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Number of Chronic Conditions
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0
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—_— P. Follow-up, Years
Excluded: anemia, osteoarthritis, fibromyalgia, interstitial lung disease,
chronic back pain, gout, osteoporosis, inflammatory skin disorders [l Rheumatoid arthritis [l Non-rheumatoid arthritis

England BR et al. Ann Rheum Dis, 2020.




Multimorbidity Trajectory in RA

Exposure Group
6 — Low Severity
. ——  1.RACases (RA)
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*Matched on 27 Comorbid Condition Groups Before Year of RA Diagnosis (See Table 1 for matching variables)

Time in Relation to RA Incidence (Years)

ke T Tatangelo MR et al. ACR Open, 2020.

“Major Expanded Diagnosis Clusters (eAppendix 2)




Identifying Multimorbidity Patterns with Factor Analysis

N=226,850 (1:1 RA, non-RA) N=120,780 (1:1 RA, non-RA)

76% female Assessed n=44 89% male
Mean age: F53, M58  MarketScan chronic conditions VA Mean age: F53, M64
MTX, 62% MTX, 57%
b/tsDMARDs, 32% b/tsDMARDs, 14%
A. RA Females B. Non-RA Females A. RA Females B. Non-RA Females
6| 75
o o 0 0.0
0 10 20 30 40 0 b 20 30 0 10 20 30 0 10 20 30
Factor Factor Factor Factor
C. RA Males D. Non-RA Males C. RA Males D. Non-RA Males
R . s 100 -
R . 75
é § 4 é B g 50
5 5 2 &
uoe Y e 25
0 10 20 30 0 10 20 30 0 10 20 30 40 o 10 20 30 40
Factor Factor Factor Factor

England BR et al. Arth Care Res, 2022.



Identifying Multimorbidity Patterns with Factor Analysis

MarketScan VA
RA Non-RA RA Non-RA
Females Cardiopulmonary (0.47) | Cardiopulmonary & Mental Health & Chronic | Mental Health & Chronic
Mental Health & metabolic (0.46) Pain (0.52) Pain (0.59)
Chronic Pain (0.17) Mental Health & Chronic Cardiovascular (0.17) Cardiovascular (0.15)
Cardiometabolic (0.07) Pain (0.19) Metabolic (0.07) Metabolic (0.06)
Vascular (0.07) Mental Health & Substance
Abuse (0.06)
Males Cardiometabolic (0.44) Cardiovascular (0.50) Mental Health & Chronic pain (0.51)
Mental Health & Mental Health & Chronic Substance Abuse (0.48) Cardiovascular (0.14)
Chronic Pain (0.18) Pain (0.14) Cardiovascular (0.15) Metabolic (0.07)
Cardiopulmonary (0.07) | Metabolic (0.07) Chronic Pain (0.07) Mental Health & Substance
Mental Health & Metabolic (0.07) Abuse (0.06)
Substance Abuse (0.07) Cancer (0.05)

Mental health & Factors selected based on Eigenvalue 21
Primary Cardiometabolic Cardiopulmonary chronic pain

Patterns ﬁﬂ ﬁ 31[,(: 455 w

England BR et al. Arth Care Res, 2022.




Females

Males

MarketScan®

Multimorbidity
Pattern

Cardiopulmonary

Mental health &
chronic pain

Cardiometabolic

Cardiometabolic

Mental health &
chronic pain

Cardiopulmonary

Mental health &
substance abuse

1

—@—
—@—
—@—
—@—
—@—
—@—
—@—
2 3

Odds Ratio, RA vs. Non-RA

OR (95% CI
2.27 (2.17, 2.36)

2.56 (2.50, 2.63)

1.80 (1.76, 1.85)

1.55 (1.49, 1.62)

2.96 (2.81, 3.11)
2.03 (1.91, 2.16)

1.88 (1.58, 2.24)

Multimorbidity patterns were considered present if at least two
conditions from that pattern were present. Patterns depicted are those
identified from RA patients in each dataset.

Females

Males

Multimorbidity
Pattern

Mental health &
chronic pain

Cardiovascular

Metabolic

Mental health &
substance abuse

Cardiovascular
Chronic pain

Metabolic

Veterans Health Administration

——
——
——

——

—@—
——
—@—
1 2

Odds Ratio, RA vs. Non-RA

3

Prevalence of Multimorbidity Patterns RA vs. Non-RA

OR (95% Cl
2.16 (2.01, 2.31)
1.71 (1.43, 2.04)

1.71 (1.58, 1.85)

117 (1.12,1.21)

1.24 (1.18, 1.30)
2.07 (2.01, 2.14)

1.48 (1.44, 1.52)

England BR et al. Arth Care Res, 2022.



Multimorbidity: For Specialists Too!

1. Drive onset & progression of multimorbidity 3. MM Changes disease management

2. Poor long-term outcomes (e.g. MM-related outcomes)

Shortened Reduced Increased

: i . Expensive
lifespan quality of life healthcare use




Increased Mortality Rates in RA
95% of Deaths Not Attributed Directly to RA

Cause of Death Among Men with RA (n = 332 deaths)

0 s x Veterans Affairs
ATCIovascrar - ' - Rheumatoid Arthritis
Coronary atherosclerosis 28 | | Cancer N Regist
Acute myocardial Lung 34 egistry
infarction 17 | | Leukemia 7
- Congestive heart failure 13 | | Non-Hodgkins Respiratory N
Cerebrovascular disease 13 lymphoma 6 | copp 28
Other heart disease 9 Prostate cancer 6 | Other lower
n=105 Aortic & peripheral artery Pancreas 4 || respiratory * 12
£ disease 5 Not specified 4 | preumonia 6 1 700 men
5 Heart valve disorder 4 Colon 3 || Respirato
é Pulmonary heart disease 4 Esophagus 3 f‘ai|fr¢ o 3 >6!OOO PY f/u
t =T Cardiac arrest 3 Head and neck 2 || Aspiration H :
8 Hypertension 3 Liverand bileduct 2 || ppeumonitis 1 Reg I Stry I IN ked tO
ol Cardiac dysrhythmia 2 || Skin 2 | Total 50
Other circulatory discase 2 Bladder 1 || * Interstitial lung N D |
=50 T :
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10 - endo/myocarditis 1 Stomach 1
Total 105 | | Total 76
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.| H B B s ==
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ngland BR et al. Arth Care Res, 2016.



Mortality Gap Narrowed, But Still Persists

HR (95% CI
2000-2005 . 1.31(1.26-1.36)
2006_201 1 All-cause - :| * 1.22 (1.18-1.27)
- 1.09 (1.03-1.16)
2012-2017
—a— 1.23 (1.15-1.32)
Cardiovascular  —n— 1.19 (1.11-1.27)
—a— 1.13 (1.01-1.26)
N=29,779 incident RA

= 126116138 N=245,285 non-RA
Cancer —a— 1.17 (1.08-1.26)
+—— 1.11 (0.99-1.25)
—a— 1.45 (1.31-1.60)
Respiratory —— 1.56 (1.42-1.71)
— 1.29 (1.11-1.52)

HR =1 Johnson TM et al. ACR Convergence 2021.



Outcomes from Multimorbidity in RA

« Multimorbidity accounted some of the excess all-cause and

cardiovascular mortality in RA
* Nurses Health Study (1k RA, 10k matched non-RA)
« Multimorbidity weighted index (n=61 conditions) aE—

« HR 1.5 -> 1.2 with adjustment for multimorbidity burden
« Multimorbidity associated with poor HRQOL
* Derived in BRASS, validated in COMORA cohort
* Multimorbidity index (MMI; n=40 conditions)
+ Weighted and unweighted MMI outperformed Charlson for

predicting EQ-5D w
Yoshida K et al. Arth Care Res, 2019.

Radner H et al. Sem Arth Rheum, 2015.




Assess 42 chronic

conditions

1. Hypertension
2. Diabetes mellitus

3. Heart failure

MarketScan® MM Patterns

1. Mental health & chronic pain
2. Cardiopulmonary
3. Vascular

ana\\js'\s 4. Metabolic

a '
- - VA MM Patterns

1. Mental health or substance abuse
2. Metabolic

3. Cardiovascular

4. Chronic pain

Y

England BR et al. Ann Rheum Dis, 2020. England BR et al. Arthritis Rheumatol, 2020; 72(suppl 10). Abstract #0179.



MarketScan® MM Patterns

1. Mental health & chronic pain
2. Cardiopulmonary

. 3. Vascular
Assess 42 chronic \ysis 4. Metabolic

conditions a -
1. Hypertension - - VA MM Patterns

2. Diabetes mellitus
3. Heart failure 1. Mental health or substance abuse
2. Metabolic

oS 3. Cardiovascular
pe' 1’ 4. Chronic pain
PQQ\\!’ PR
RA Cohort . - Clusters of RA Patients
o | e | oo | vase | et |
1 7 3 12 1 —
1 K-means clustering of RA

3 42

patients based on
multimorbidity patterns

England BR et al. Ann Rheum Dis, 2020. England BR et al. Arthritis Rheumatol, 2020; 72(suppl 10). Abstract #0179.



Multimorbidity Patterns & Health Care Utilization

MarketScan (n=113,425) VA (n=32,640)

Mental health & hoO i i B ®IModerate / severe®
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Low multimorbidity ® Yoo 5
7 Moderate multimorbidity
5 0

852, Low multimorbidity

Dimension 1

England BR et al. ACR Convergence 2021
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Multimorbidity & RA Disease Course

Veterans Affairs 050
Rheumataoid Arthritis

DAS28

0.90
0.80
0.70
0.60
0.50
0.40
0.30
0.20
0.10

0.00

-0.10

0.10
[-0.02,0.21]

One VA Pattern (p =0.10)

0.21
[0.10,0.32]

Disease Activity

0.39
[0.26,0.52]

Two VA Patterns (p < Three VA Patterns (p <
0.001) 0.001)

Abuse (p < 0.001)

Number of VHA Patterns

VHA Multimorbidity Pattern

0.60
[0.36,0.84]

Four VA Patterns (p <
0.001)

QY

Dutt S et al. In preparation.



Multimorbidity: For Specialists Too!

1. Drive onset & progression of multimorbidity 3. MM Changes disease management

w

2. Poor long-term outcomes (e.g. MM-related outcomes)

Shortened Reduced Increased
lifespan quality of life healthcare use

Expensive




Not All Doom & Gloom: RA Advancements

Glucocorticoids y utcr:]oio |c:)| s
Methotrexate ethotrexate

Sulfasalazine
Hydroxychloroquine
Minocycline

Sulfasalazine
Hydroxychloroquine

Minocycline yelir
Gold Azathl_oprl_ne
Penicillamine Comblnatlfm DMARDs
Azathioprine Ié:::l:r?:::?e
Cyclophosphamide Infliximab
Combination DMARDs Ada_llmumab
Golimumab
Certolizumab
Anakinra
Abatacept
Rituximab
Tocilizumab
Sarilumab

Tofacitinib
Baricitinib
Upadicitinib

Biosimilars




2021 ACR RA Treatment Guidelines

Table 6. Specific patient populations”

Based on the evidence Evidence

Certainty of reportis) of the tablefs), in
Recommendations evidence following PICO(s) Supp. App. 2
Subtutaneous nedules
Meathotrexate i conditionall 1 on Wery low PICO &4 p.427
subrutaneous nodules who have moderate-to-high disease
ethotrexats DMARD is conditionally recommended Wery low PICO G5 p.428

atrexate for patients taking methatrexate with progressie
Pulmanary disease
Meathotrexate is conditionally recommended over alternative DMARD for the Wery low PICO&T p-430
treatrment of inflammatary arthiritis for patients with dinically disgnosed mild
and stable ainway or parenchyral lung disease who have moderate-to-high
disease activity.
Heart {ailure
ion of a non-TNF inl
ommended over a
I heart failure and ai

bitor bBOMARD o
tion af a TNF inhibit
prjuate response o csDMARD:

DWARD is conditionally Wery low FICO 70 p.435
1 NYHA class 1l ar

Switchirg to a non-THF inhibitor BDMARD or tsDMARD i conditionally Wery low PICOT1 p.436
1eart failure.
Lymphoproliferative disorder
Rituxirmab is conditionally recommended over ather DMARDs for patients whao Wery low PICO 75 and FICO 76 p. 446-7

have a previous ymphoproliferative disarder for which rituximakb is an approved
treatment and who have moderate to-high disease acthiy.

tthiral ther strongly recommen Wery low PICO B2 p.453
for [Jdllvn‘s initiatir i rrlab who are hey
N Status).
strunghr recommended aver frequert manitaring Wery low PICOE3 P 464
any bOMARD ar ltJMARj wihio are hepatitis B core
d over propkyial Very low PICO 84 p.an

1an rituimat or &

NDIIdk_DhUhL atw \wer disease
Methotrexate is conditionally recommended over alternative DMARDs for Wery low PICO 87 p-489
DMARD-nave patients with nonalcoholic fatty liver disease, normal lver
enzymes and Inver function tests, and no evidence of advanced liver fibirosis who
have moderate-to high disease actiity.

Wery low PICO 66 p.429

afritu -apy far patie et is (nndmmally
merided oves v."d lnq toa dIIIA'e'nl l:IDM-! RD or tsDMARD.
Previous serious infectio
Addition of csDMARDs is conditionally recammended over addition of a BDMARD Wery low FICO 28 p. 430
ar tsOMARD far patients with a serious infection within the previous 12 manths
who have moderate-ta-high disease activity despite csDMARD monatherapy.
Addition affewitching to DMARDs is conditionally recommended aver initiation/ Wery low PICO 80 and PICO 91 p. 496-7
dese escalation of gucocornticoids for patients with 2 sericus infection within the
previous 12 manths who have moderate-to-high disease activity.
Montuberculous i ung disease

Wery low PICO 92 p. 498

=
&
b}

SRS e o Fraenkel L et al. Arth Rheum, 2021,

tivity despite csDMARDs.




2021 ACR RA Treatment Guidelines

Only considered
9 chronic
conditions

What if a patient
has multiple
chronic
conditions?

Table 6. Specific patient papuiations”

Based on the evidence Evidence
Certainty of repartis) of the tablefs), in
Recommendations evidence following PICO(s) Supp. App. 2
Wery low PICO &4 p.427
xate DMARD is conditionally recommentded aver Very low PICOES p.az8
Far patients taking methotrexate with ssive
Pulmanary disease
Meathotrexate is conditionally recommended over alternative DMARD for the Wery low PICO&T p-430
treatrment of inflammatary arthiritis for patients with dinically disgnosed mild
and stable aiway or parenchymal lung disease who have moderate-to-high
disease activity.
Heart {ailure
of ano Very low FICO 70 p435
merides
IV heart failur d
1ing to a ron-Ti ibvitor \JDM-‘:‘D or sDMARD = conditionally Wery low PICOT1 p.436
mended over ¢ stion of 3 TNF inhibitar for patients taking a THF
r who devel ailure.
Lymphopeoliferative disorder
Rituxirmab is conditionally recommended over ather DMARDs for patients whao Wery low PICO 75 and FICO 76 p. 446-7
have a previous ymphoproliferative disarder for which rituximakb is an approved
treatment and wha have moderate-to-high disease sctivity.
E irfec lchr
strongly recomn Wery low PICO B2 p.453
i \r'db wha are
e status).
sm:ngly recomme: Wery low PICOE3 p.464
any bOMARD ar tsDMARD whio
s
= cond mnally - Very low PICO 84 p.an
g & bOMARD athy
antibody positive and hepatitis B surface
NDIIdk_DhUhL fatl,’ liver disease
Methotrexate is conditionally recommended over alternative DMARDs for Wery low PICO 87 p-489
DMARD-nave patients with nonalcoholic fatty liver disease, normal lver
enzymes and Inver function tests, and no evidence of advanced liver fibirosis who
have moderate-to high disease actiity.
Wery low PICO BB p.429
patiants " el 5 (nndmmally
merded over 5&"(.} ing toa dl““’?ﬂl BOMARD or tsDMARD.
Previous serious infectio
Addition of csDMARDs is conditionally recammended over addition of a BDMARD Wery low FICO 28 p. 430
ar tsOMARD far patients with a serious infection within the previous 12 manths
who have moderate-ta-high disease activity despite csDMARD monatherapy.
Addition offswitching to DMARDS is conditionally recommended aver initiatian/ Wery low PICO 90 and PICO 91 p. 496-7
doge escalation of gucororticoids for patients with 2 serious infection within the
previous 12 manths who have moderate-to-high disease activity.
ntuberculous mycabacterial lung disease
e lawest pase Very low
e
Wery low PICO 92 p. 498
Wery low PICO93 p-493

Certainty of
evidence: Very Low

Fraenkel L et al. Arth Rheum, 2021.



Or Paradox?

The Process of Evidence Based Medicine
TV’ RA DBRCT
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Guidelines




Multimorbidity & RA Treatment: Real-World Data

B Outcome assessment period
Visits on or after initiation + 90d
with valid RADAM, up to 12
months after anchor visit

Rise

RHEUMATOLOGY INFORMATICS Baseline data }

SYSTEM for EFFECTIVENESS [ \

365d prior to ind
prior Tln ex Follow-up Visit #1

f | at day 183 to 365

Index Visit Index (prior visits ignored i Follow-up
] -1 Visit between Index+1 ——  Visit#y ———*
to Index + 182) et '
Mod/High Mod/High . Valid
disease activity disease activity Valid RADAM,
by valid by valid RADAM,
RADAM, RADAM,
Initiat
« N=15,626 (RAP'DB) B nltlatlo(r;uabsg?:ui);posure
o N=5,733 (CDA|) Ind:ex to (index + 90d) |
. T . Y
* Multimorbidity by RxRisk A | Initiation as an outcome

(n=46 categories) Index + 365 w

« Mean RxRisk 6-7
England BR et al. Arth Care Res, 2021.




Multimorbidity & Initiating RA Treatment

RAPID3 cohort 23% initiated CDAIl cohort 371% initiated
(n=15,626) new therapy (n=5,733) new therapy
OR (95% CI RxRisk OR (95% CI
Ref X 0-2 ‘ Ref
1.00 (0.89, 1.13) L 3.6 e 1.03 (0.87, 1.22)
1.00 (0.88, 1.14) — 7-9 e 0.96 (0.80, 1.16)
0.97 (0.85, 1.11) e >10 — 1.08 (0.89, 1.31)
0 0.5 1 1.5 2 0 0.5 1 1.5 2
OR (95% Cl) OR (95% ClI)
Adjusted for age, sex, race, U.S. region, insurance status, seropositivity, number of visits, csDMARDs, bDMARDs, and oral steroids w

England BR et al. Arth Care Res 2021.



Multimorbidity & Achieving RA Target

0,
RAPID3 cohort 23L{; gf;g’;jd CDAI cohort
(n=1,558) (n=834)
OR (95% CI) RxRisk OR (95% CI
Ref ! 0-2 ! Ref
0.69 (0.47, 0.99) ——— 3.6 | " 1.00 (0.63, 1.58)
0.75 (0.50, 1.13) . 7.9 . 0.70 (0.41, 1.18)
0.54 (0.34,0.85) —*—— >10 . 0.65 (0.37, 1.15)
0 05 1 15 2 0 05 1 1.5 2
OR (95% CI) OR (95% CI)

Adjusted for age, sex, race, U.S. region, insurance status, seropositivity, number of visits, oral steroids, number of prior csDMARDs, number of prior
bDMARDSs, number of prior tsDMARDSs, baseline disease activity category, treatment being initiated (cDMARD, TNFi, non-TNFi bDMARD, lsDMARDw

England BR et al. Arth Care Res, 2021.




Somatization Comorbidity Phenotype & Treatment Response

—=— CDAI +SCP (n=162) +— RAPID3 +5CP (n=151)
===g === DAl -SCP (=203} RAPIDS -5CP {n=217) h c
a ... ACR20 1o 1 ACRS50 100 1 ACRTO
80 &0 80
?an ] § 60 1 £ 60 -
£ ] - - E
& 40 - 5 40 . g B ST - l‘_- § 40 -
ey -— ==
20 | ] MBS B o ll,.l-ﬁ.:._'ff’"&- b S ‘\"'
1:,""‘ #.', o - i p—
i 0 4 é- 1I2 1.6 EI(J' 2:’-1- 2.8 3»2 3IE db r-1-ld 4IE 5.2 . 0 4 8 1I2 16 2ICI 2|4 28 32 SIE 40 44 4IB 52 O-U-Tl;_l;l 1I2 1I5 21]_2'-; 2‘3 Sé BIE -1.0 4I4 413 5.2
Week
All (I"I=31 3) Depression  77.5%
. ) ;:b:;:algia 13:3%
* RCT of RAPID3 vs. CDAI assessment of certolizumab response & &7 O
Medical
« SCP = use of concomitant medications indicated for the treatment o

22.7%

of depression, anxiety, or neuropathic pain —OR- baseline medical N
diagnosis of depression, chronic pain, fibromyalgia, or myalgias ey

SSRIs® 26.1%
Centrally acting agents® 32.6%

Curtis JR et al. Arth Res Ther, 2017.  idnadias" %
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Multimorbidity & Shared Decision Making

Patient Global Assessment of Disease Activity

scale?

! | |
—

y i
Treat-to-target, still the best option?
* Are measures valid in multimorbid individuals?
* Lower effectiveness of medications?
* Higher risk of medications?
*  Will | meet quality metrics for reimbursement?
Other health conditions may be the priority
Are their arthritis symptoms limiting their function/QOL?

Polypharmacy
Expensive medications/healthcare

Ask the patient: Considering all the ways your arthritis affects you, rate how well you are doing on the following



Example 1: RA and CVD prevention

58 y/o female with RA has lipid High RA disease activity at last

panel drawn: rheumatology visit:

.  RA associated with 1.5-fold
LDL 92 mg/dL increased risk of CVD (risk

« ASCVD risk 4% calculators underestimate risk)

«  Low risk, no statin initiated  Lipid paradox (LDL low during

active inflammation)
« Taking prednisone 7.5 mg daily

Who runs the CVD prevention show?
PCP — understands CVD prevention, but ? RA impact
Rheum — understands RA impact, but? CVD prevention

Cardiology? w
Both?




Example 2: RA and ILD

67 y/o male with RA reports mild, non-productive cough:

«  CT shows reticulation in subpleural region, bilateral lung bases
« PFTreveals normal FVC, DLCO

 Disease activity moderate

 Regimen: methotrexate, etanercept

Who runs the show?
Rheum — change etanercept to rituximab, see pulm
Pulm — stop methotrexate and enbrel, start nintedanib, see rheum
PCP -?

Nebraska
Medicine DOCTORS LOCATIONS SERVICES

SERIOUS MEDICINE. EXTRAORDINARY CARE

MULTIDISCIPLINARY AUTOIMMUNE LUNG DISEASE w
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“Rel RA”

Multimorbid RA

« “Real RA” patients are multimorbid

* RA drives multimorbidity onset and progression
early in the disease course P

« Multimorbidity causes bad things to happen and
changes the RA treatment landscape

« Understanding the patterns/networks of RA
multimorbidity may allow for targeted
intervention

 Research needs: A LOT — identification,
assessment, pathophysiology, management,
patient preferences, care delivery models
VA

\ U.S. Department w
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